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THE  RELATION  OF  INSANITY  TO  PELVIC  AND  OTHER 
LESIONS.' 


BY 


A.   T.   HOBBS,  M.D., 
Asylum  for  Insane,  London,  Ontario. 


The  quarter  of  the  century  now  closing  has  witnessed  the 
passing  of  the  mad-house  and  the  evolution  of  the  modern 
hospital  for  mental  diseases.  The  closely  tiled  buildings  and 
grounds,  the  mechanical  contrivances  for  the  physical  restraint 
of  the  poor  lunatic,  and  other  crude  methods  of  treatment  have 
gradually  been  abandoned.  The  rapid  progress  in  medical 
science  and  surgical  art  has  given  alienists  new  weapons  where- 
with to  combat  the  dread  scourge  of  insanity.  This  disease, 
in  the  light  of  modern  research,  is  not  now  looked  upon  with 
the  hopelessness  of  bygone  days,  and  much  has  been  and  will 
doubtless  yet  be  done  toward  rescuing  many  of  the  hitherto 
hopeless  unfortunates. 

The  discovery  of  antiseptic  surgery  by  Lister  gave  the  cue 

from  which  evolved  the  present  principles  of  aseptic  surgery, 

reducing  danger  to  life  from  operation  to  a  minimum.     From 

the  field  of  general  surgery  developed  the  special  branch  of 

'  Read  before  the  Detroit  Medical  and  Library  Association,  November 
iS,  1899. 
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gynecology,  which  marked  a  new  era  in  the  treatment  of  dis- 
eases to  which  women  are  prone.  It  is  universally  conceded 
that  immense  benefit  can  be  conferred  by  o})erative  treatment 
upon  women  who  suffer  from  the  lesions  entailed  by  the  acci- 
dents of  maternity.  That  this  phase  of  treatment  has  been 
neglected  b}'  asylum  authorities  having  in  their  care  large 
numbers  of  female  lunatics,  has  called  forth  strong  protests 
from  men  eminent  in  the  profession  of  medicine  in  the  Old 
World  and  the  New.  I  will  quote  briefly  the  words  of  some  of 
these:  More-]\[adden  says:  "The  general  non-recognition  of 
utero-ovarian  disorders  among  the  insane  in  lunatic  asylums  is 
easily  understood.  Most  alienists  pay  little  attention  to  the 
study  of  g3'necology.  .  .  .  Under  such  circumstances,  no  com- 
plaint of  uterine  disorders  being  made  by  the  patients,  these 
diseases  may  unsuspectedly  run  their  course  as  long  as  exist- 
ence endures."  Playfair  writes  that  "insane  women  are  as 
liable  to  uterine  disease  as  sane  women  are,  and  when  they 
have  marked  disease  of  the  reproductive  organs,  of  whatever 
type,  it  should  be  appropriately  treated,  whatever  the  condition 
of  the  mental  f auction."  Robert  Barnes  says  that  "asylum 
authorities  should  employ  gynecologists  to  make  such  gyneco- 
logical examinations.  There  was  no  reason  why  a  woman  in 
an  asylum,  who  was  suffering  from  a  uterine  complaint,  should 
not  have  it  attended  to,  whether  or  not  it  made  any  difference 
to  her  mental  condition."  Skene  says:  "The  psychologist 
may  have  a  number  of  insane  patients  who  suffer  from  uterine 
and  ovarian  diseases  which  may  escape  his  notice." 

Among  the  first  to  put  into  practical  operation  gynecological 
treatment  among  the  insane  was  Manton,  who,  about  twelve 
years  ago,  commenced  to  investigate  along  these  lines  in  the 
Eastern  Michigan  Asylum.  After  some  years'  experience  in 
this  work  he  says:  "I  have  never  operated  on  an  insane  wo- 
man, no  matter  to  what  extent  demented,  without  some  relief 
to  her  mental  condition  and  a  decided  improvement  in  the  per- 
sonal comfort  of  the  patient." 

About  eight  years  ago  the  late  Dr.  Rohe,  then  superinten- 
dent of  the  Maryland  Hospital  for  Insane,  commenced  to 
examine  the  female  insane  under  his  charge  with  reference  to 
the  presence  or  absence  of  pelvic  disease.  He  states  that  40  of 
the  first  100  examined  had  lesions  of  the  sexual  organs  that 
would  justify  operative  interference.  Having  the  courage  of 
his  convictions  and  a  knowledge  of  the  art  of  gynecology,  he 
carried  out  the  necessary  treatment.     His  subsequent  observa- 
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tions  led  him  to  the  conclusion  that  "earher  operation  in 
appropriate  cases  would  very  largely  increase  the  proportion 
of  recoveries." 

In  the  beginning  of  the  year  1895  my  superintendent,  Dr. 
Bucke,  appointed  a  consulting  gynecologist,  Dr.  Meek,  who,  in 
conjunction  with  myself,  laid  plans  for  the  systematic  investi- 
gation and  prosecution  of  the  work  in  the  London  Asylum, 
We  carefully  examined  the  histories  of  a  large  number  of  our 
female  inmates,  but  found  very  little  information  that  would 
guide  us  in  making  a  selection  of  cases.  We  questioned  many 
patients  as  to  the  functions  of  their  reproductive  organs,  but 
found  such  procedure  barren  of  results  owing  to  their  deranged 
msntal  condition.  Finally  we  selected  from  among  these  some 
of  the  young  and  middle-aged  females  who  had  married  and 
borne  children,  and  proceeded,  with  the  aid  of  an  anesthetic, 
to  make  systematic  examinations.  The  results  of  our  labors 
elicited  the  surprising  fact  that  gynecic  disease  was  the  rule 
and  not  the  exception  in  these  cases.  We  have  been  accused 
of  imagining  lesions  in  these  examinations;  but  the  list  which 

1  will  give  is  anything  but  imaginary,  easily  diagnosed,  and 
were  undoubtedly  present. 

We  have  had  during  the  past  five  years  over  800  women 
under  observation  and  have  actually  examined  220.  Of  these 
we  found  distinct  lesions  of  the  pelvic  organs  in  188,  or  85  per 
cent  of  those  examined.  This  would  represent  that  over  23 
per  cent  of  our  insane  female  population  had  some  compli- 
cating lesion  of  the  reproductive  system.  Glancing  briefly  at 
the  pathological  lesions  diagnosed  in  the  188  women,  there 
were  found  subinvoluted  uteri  or  endometritis,  or  both,  in  132 
cases;  some  18  women  gave  evidence  of  dysmenorrhea  or  men- 
orrhagia;  62  had  diseased  or  lacerated  cervices,  and  5  had 
cervical  polypi;  retroverted  or  prolapsed  uteri  were  present  in 
66  patients,  and  18  had  new  growths,  16  being  myomatous  and 

2  malignant;  33  had  marked  disease  of  the  ovaries  and  tubes, 
and  37  had  lesions  of  the  vagina,  ranging  from  fistula  to  com- 
plete tears  of  the  perineum.  In  all  there  were  diagnosed  371 
lesions  in  the  188  patients. 

This  presents  a  somewhat  formidable  list,  but  when  it  is 
considered  that  those  examined  were  selected  as  possible  cases 
of  pelvic  disease,  and  numbered  only  one-fourth  of  the  female 
patients  in  residence  during  the  past  five  years,  it  will  appear 
less  startling  than  at  first  sight. 

Having  thus  demonstrated  by  actual  examination  that  much 
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physical  disease  of  this  nature  existed  among  our  female 
insane,  and  knowing  that,  if  simihxr  disease  existed  among 
their  sane  sisters,  relief  would  be  sought  for  by  them  for  such 
ailments,  we  deemed  it  our  duty  to  remove  these  sources  of 
physical  ill  health  in  our  charges.  To  do  this  we  adopted 
the  best  gynecological  methods  in  vogue,  and  have  to  date 
operated  upon  173  female  patients.  The  surgical  measures 
carried  out  consisted  of  curettage,  131  times;  trachelorrhaphy 
or  amputation  of  the  cervix,  53  times;  Alexander's  operation, 
37  times;  ventrosuspension  of  the  uterus,  13  times;  perineor- 
rhaphies, •■37  times;  ovariotomies,  22  times;  hysterectomies, 
abdominal,  14  times;  hj^sterectomies,  vaginal,  9  times;  myo- 
mectomies, 3  times;  celiotomy  for  tubercular  peritonitis,  2 
times.  This  makes  a  total  of  311  operations,  some  patients 
needing  two  or  more  operations  to  remedy  two  or  more  lesions 
found  in  their  cases. 

As  a  result  of  this  work  we  considered  that  a  distinct  ad- 
vance had  been  made  toward  restoring  the  physical  health  of 
these  unfortunates.  In  this  we  were  rarely  disappointed.  If 
this  were  the  sole  end  attained  we  considered  that  much  had 
been  accomplished.  But  there  occurred,  however,  mental 
phenomena  that  even  to  us  were  remarkable  in  their  mani- 
festations. We  witnessed,  in  some  cases,  that  an  immediate 
restoration  of  the  mental  functions  followed  the  operation. 
We  observed,  in  others,  a  steady  progression  toward  a  normal 
mental  condition. 

That  curious  mental  phases  depended  upon  the  presence  of 
utero-ovarian  disease  had  already  been  discussed  by  Regis 
in  his  "  Manual  of  Mental  Medicine,"  where  he  says:  "The 
psychic  disorders  follow  exactly  the  phases  of  utero-ovarian 
symptoms,  increasing  with  them,  or,  on  the  other  hand,  im- 
proving or  disappearing  as  the  latter  improved  or  disap- 
peared." 

Classifying  the  cases  operated  upon  under  the  head  of  the 
principal  pelvic  disease  removed  in  each  case,  we  get  definite 
and  valuable  information  as  to  the  relative  influence  of  the 
various  lesions  in  maintaining  or  creating  mental  alienation. 

1.  After  the  removal  of  ovarian  and  tubal  disease  in  24 
patients  there  occurred  a  return  to  sanity  in  15,  or  63  per  cent; 
an  improvement  in  4,  or  17  per  cent;  no  change  in  3,  or  12  per 
<;ent;  and  2,  or  8  per  cent,  died  from  complicating  pneumonia, 
one  on  the  seventh  and  the  other  on  the  twelfth  day  succeed- 
ing operation. 
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3.  Following  73  cases  in  which  disease  of  the  lining,  body, 
or  neck  of  the  uterus  was  corrected,  33,  or  46  per  cent,  recov- 
ered mentally;  14,  or  19  per  cent,  improved;  and  25,  or  35  per 
cent,  remained  stationary. 

3.  Correcting  retrodisplaced  and  prolapsed  uteri  in  47  cases 
was  followed  by  mental  recovery  in  17,  or  36  per  cent;  mental 
improvement  in  13,  or  36  per  cent;  no  change  took  place  in 
the  mental  condition  of  17,  or  36  per  cent;  and  1,  or  3  per  cent, 
died,  death  being  caused  from  exhaustion  brought  on  by  hemor- 
rhage, induced  by  patient  tearing  away  the  ligatures. 

4.  The  extirpation  of  tumors,  malignant  and  benign,  in  30 
cases  was  succeeded  by  6  recoveries,  or  30  per  cent;  8  im- 
proved, or  40  per  cent;  5  remained  unimproved,  or  35  per  cent; 
and  1,  or  5  per  cent,  died. 

5.  Repairing  of  injuries  to  vagina  in  10  cases  brought  about 
mental  recovery  in  3,  or  30  per  cent;  mental  improvement  in 
3,  or  30  per  cent;  and  5,  or  50  per  cent,  failed  to  show  any 
change. 

Summing  up  the  173  gynecological  cases,  I  find  that,  subse- 
quent to  operation,  73,  or  43  per  cent,  recovered  mentally;  41, 
or  34  per  cent,  improved  mentally;  in  55,  or  33  per  cent,  the 
mental  condition  remained  stationary  ;  and  4,  or  3  per  cent, 
died.  From  this  it  is  evident  that  114,  or  two-thirds  of  the 
whole  number,  were  benefited  directly  or  indirectly,  both  phys- 
ically and  mentally,  by  the  surgical  treatment  carried  out. 

To  illustrate  the  rapidity  of  the  mental  convalescence  in 
some  and  the  slow  improvement  in  others,  I  will  give  briefly 
the  history  of  a  few  cases. 

S.  C,  set.  36  years,  admitted  into  the  London  Asylum  No- 
vember 10,  1896,  suffering  from  chronic  mania.  She  had 
already  spent  nearly  five  years  in  other  asylums  and  had  been 
pronounced  a  hopeless  case.  She  had  suffered  physically  and 
mentally  during  her  menstrual  periods  from  the  time  of 
puberty,  which  gradually  developed  into  a  continuous  mania. 
Examination  revealed  that  the  left  ovary  had  become  a  multi- 
locular  cyst  as  big  as  an  orange.  This  was  removed  by  opera- 
tion on  December  1,  1896.  She  made  an  uninterrupted  physi- 
cal recovery.  For  two  months  after  operation  her  mental 
condition  showed  no  change,  being  interspersed  with  outbursts 
of  maniacal  violence.  After  the  last  of  these  attacks  passed 
away  she  appeared  quite  sane,  and  has  for  two  and  a  half 
years  been  perfectly  well.  Recently  she  has  taken  up  the  pro- 
fession of  nursing. 
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S.  L.,  cet.  33  years.  When  admittetl  on  December  9,  1897, 
had  been  insane  since  receivings  an  injury  resnlting  in  disease 
of  the  pelvic  organs,  caused  by  falling  from  a  tree  sixteen 
years  previous  to  operation.  She  had  been  in  an  asylum  be- 
fore. Examination  showed  a  pelvic  mass  which  during  ope- 
ration proved  to  be  agglutinated  uterus,  ovaries,  tubes,  and 
small  intestines.  The  uterus  and  its  adnexa  were  removed  on 
January  11,  1898.  After  the  shock  of  operation  had  passed 
she  conversed  and  acted  quite  rationally  and  remained  well 
until  discharged.  A  recent  communication  from  her  states 
that  she  still  retains  good  mental  health. 

P.  E.,  set.  40  years,  was  committed  to  the  asylum  on  De- 
cember G,  1890.  She  had  been  an  inmate  for  five  years  before 
an  examination  of  the  pelvic  contents  was  made.  Attention 
was  drawn  to  her  by  the  existence  of  menorrhagia.  It  was 
found  that  the  uterus  was  several  times  larger  than  normal, 
and  the  endometrium  was  lined  with  a  gelatinous  deposit. 
Vaginal  hysterectomy  was  done  on  February  18,  1896,  and 
she  subsequently  made  a  good  recovery.  The  maniacal  mental 
condition  slowly  but  surely  disappeared,  and  she  was  dis- 
charged a  year  ago  apparently  as  well  as  she  was  previous  to 
her  insanity. 

McM.  M.,  sat.  37  years,  was  sent  to  us  for  mental  treatment 
on  May  9,  1895.  She  was  a  case  of  simple  mania,  having  an 
occasional  outburst  of  violent  crying.  Being  unmarried  she 
was  not  examined  until  December,  1898.  Our  attention  was 
drawn  to  her  by  an  attack  of  severe  hemorrhage,  which  issued 
from  a  tear  of  the  labia  majora  made  by  herself.  The  exami- 
nation revealed  a  tumor  of  the  left  ovary,  which,  when  removed 
on  March  28,  1899,  was  found  to  be  a  dermoid  cyst  containing 
well-formed  teeth,  hair,  and  seven  ounces  of  sebaceous  matter. 
She  made  the  usual  convalescence,  and  since  operation  has 
appeared  perfectly  well,  but  is  still  under  observation,  although 
six  months  have  elapsed  since  the  operation. 

P.  A.,  set.  30  years,  was  found  wandering  demented  on  the 
G.  T.  R.  station  platform  of  London  and  could  give  no  ac- 
count of  herself.  Later  on  we  found  that  she  came  from 
Buffalo  and  had  been  in  an  asylum  there.  She  had  been 
insane  for  three  years.  A  diagnosis  was  made  of  sexual  de- 
rangement, which  proved  to  be,  on  operation,  December  25, 
1896,  an  adherent  uterus  and  ovaries  bound  down  to  the  cul- 
de-sac.  Separation  of  the  adhesions,  removal  of  the  ovaries, 
which   were   badly  diseased,  and  a  ventrosuspension  of  the 
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uterus  were  the  surgical  measures  carried  out.  For  two  days 
succeeding  the  operation  she  was  violently  excited,  but  on  the 
third  appeared  quite  sane  and  remained  so  for  six  months, 
when  she  returned  to  her  friends  in  Pennsylvania. 

E.  E.,  set.  44  years.  A  case  of  delusional  mania  which  at 
time  of  operation  was  of  two  years'  duration  and  apparently 
hopeless.  Curettage  of  a  subinvoluted  uterus  and  repair  of  a 
lacerated  cervix  on  July  2,  1895,  was  followed  by  immediate 
improvement  both  physically  and  mentally.  She  has  been 
home  with  her  friends  for  four  years  now,  remaining  mentally 
well. 

It  is  evident,  from  the  recital  of  these  cases,  that  diseases  of 
the  organs  whose  physiological  function  is  the  reproduction  of 
the  species  are  strong  factors  in  determining  the  status  of  the 
mentality  of  woman.  It  would  also  seem  from  this  that  it  is 
of  the  highest  importance  to  the  preservation  of  the  mental 
equilibrium  that  the  condition  of  the  pelvic  organs  should  be 
early  inquired  into  if  a  woman  presents  premonitory  symp- 
toms indicating  the  onset  of  insanity. 

It  is  not  claimed  that  the  removal  of  pelvic  lesions  is  a  panacea 
for  all  mental  derangements  in  women.  It  will  not  be  denied, 
however,  that  these  diseases  are  powerful  factors  in  undermin- 
ing a  woman's  bodily  health  and  creating  a  host  of  nervous 
disorders  until  the  brain  becomes  incapable  of  performing  its 
normal  functions.  When  this  stage  is  reached  she  rapidly 
crosses  the  Rubicon  into  the  domain  of  insanity  and  lands  in 
an  asylum,  often  a  hopeless,  helpless  lunatic.  I  am  willing  to 
admit  that  a  certain  number  of  these  women  would  probably 
have  recovered  their  reason  without  removal  of  the  complicat- 
ing pelvic  lesion,  as  many  were  of  a  minor  type.  I  am  posi- 
tive, however,  that  recovery,  even  in  these  cases,  was  hastened 
by  the  appropriate  treatment  of  the  genital  disease. 

Conceding  all  this,  there  still  remains  a  large  number  of 
women  who  would  never  have  been  restored  to  mental  sound- 
ness were  it  not  through  the  instrumentality  of  surgical  inter- 
ference, and  that  these  women  would  have  still  been  reckoned 
among  the  hopeless  incurables  comprising  the  major  popula- 
tion of  the  London  Asylum. 

The  fact  that  52  of  the  114  patients  who  either  recovered 
or  improved  mentally  had  been  insane  two  years  or  more 
prior  to  the  removal  of  the  complicating  genital  lesion,  is  in 
itself  presumptive  evidence  of  the  relation  of  physical  cause  to 
mental  effect. 
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That  gynecology  is  of  great  value  as  an  adjunct  to  ordinary 
asylum  methods  can  bo  approximately  determined  by  com- 
paring the  number  of  females  discharged,  recovered,  and  im- 
proved during  the  past  eight  years,  as  published  in  the  reports 
relating  to  this  asj^lum.  The  number  discharged  for  the  last 
quadrennial  period,  during  which  gynecological  surgery  has 
been  added  to  our  armamentarium,  reached  the  high  total  of 
51  per  cent  on  the  admissions,  as  compared  with  33  per  cent 
for  the  previous  four  years  when  no  gynecological  surgery 
existed.  This  represents  a  gain  of  over  50  per  cent  on  former 
methods,  which  gives  a  fair  estimate  of  the  actual  value  of  this 
additional  method  in  the  treatment  of  the  insane. 

It  may  be  urged  by  some  that  the  operation  itself  and  the 
subsequent  special  attention  was  the  principal  factor  in  the 
mental  recovery  of  many  of  these  patients;  but  our  experience 
in  the  surgical  treatment  of  inguinal  hernia  by  the  Bassini 
method  in  23  cases  effectually  sets  aside  this  criticism,  as  no 
mental  recovery  was  attained  in  these,  although  the  surgical 
means  employed  and  the  subsequent  nursing  were  parallel.  It 
has  also  been  claimed  that  the  use  of  an  anesthetic  may  be  an  aid 
in  clearing  up  the  clouded  mental  condition;  but  our  experience 
succeeding  600  general  anesthetizations  warrants  us  in  saying 
that  after  the  immediate  effect  of  the  anesthetic  passes  off,  the 
mental  state  of  these  patients  is  neither  worse  nor  better  from 
its  application. 

It  is  interesting,  in  conclusion,  to  note  the  relative  value  the 
various  lesions  have  in  the  production  or  in  the  maintenance  of 
cerebral  disturbance,  by  dividing  them  into  three  groups. 

1.  Utero-ovarian  disease  of  an  inflammatory  origin  received 
attention  in  96  cases.  The  recovery  rate  following  the  elimina- 
tion of  these  derangements  was  exactly  50  per  cent,  or  1  in  2 
cases. 

2.  Utero-ovarian  displacements  being  corrected  in  47  cases 
were  followed  by  36  per  cent  of  recoveries,  or  1  in  3  cases. 

3.  Utero-ovarian  tumors  and  vaginal  lesions  of  a  non-inflam- 
matory type  being  attended  to  in  30  cases  were  succeeded  by 
26  per  cent  mental  recoveries,  or  1  in  4  cases. 

From  this  comparison  we  deduce  the  fact  that  organic  lesions 
of  the  inflammatory  type  are  the  most  prominent  factors  among 
pelvic  diseases  in  exciting  mental  alienation,  and  that  dis- 
placed organs  rank  next  in  importance  and  tumors  last  in  the 
order  of  causation. 

As  to  why  this  is  so  can  only  be  conjectured,  and  several 


HIRST:   OPERATION  FOR  INVERSIO   UTERI.  » 

plausible  theories  may  be  propounded  in  explanation  of  these 
phenomena;  but  there  is  one  fact  at  least  that  stares  us  in  the 
face  and  cannot  be  overlooked,  viz.,  that  neglect  of  gynecic 
surgery  in  any  institution  for  the  treatment  of  the  insane  is  a 
serious  omission,  as  where  so  many  women  are  congregated 
together  there  must  exist  (as  we  have  already  shown)  many 
cases  of  unsuspected  and,  if  not  investigated,  untreated  forms 
of  pelvic  disease. 


A  NEW  OPERATION  FOR  PERSISTENT  INVERSION   OF  THE 

UTERUS. 


BARTON  COOKE  HmST,  M.D., 
Philadelphia,  Pa. 


(With  plate.) 


The  history  of  the  treatment  of  inversio  uteri  is  scarcely 
creditable  to  gynecology.  Taxis  after  the  first  few  days  of  the 
puerperium  has  been  notoriously  unsuccessful.  The  proposi- 
tion to  press  upon  the  lower  uterine  segment,  returning  it  first, 
and  Noeggerath's  suggestion  to  press  upon  a  uterine  cornu, 
beginning  the  reinversion  there,  have  been  of  little  help.  The 
various  repositors  designed  from  time  to  time  to  exert  long- 
continued  and  powerful  pressure  upon  the  inverted  uterine 
body  have  not  only  been  generally  unsuccessful,  but  have  also 
inflicted  fatal  damage  upon  a  considerable  proportion  of  the 
women  upon  whom  they  have  been  tried.  The  prolonged  use 
of  a  colpeurynter  is  extremely  painful,  almost  always  unsuc- 
cessful, and  not  infrequently  productive  of  fatal  infection. 

Gaillard  Thomas'  proposal  to  perform  an  abdominal  section, 
dilating  the  cervical  ring  from  above  while  an  assistant  returns 
the  uterus,  was  at  first  hailed  as  a  great  advance.  Thomas 
had  one  successful  case  by  this  plan,  but  he  lost  another. 
Munde  and  Kiistner  have  each  had  a  fatal  case,  and  Kelly 
once  tried  this  method  without  success,  finally  performing  a 
hysterectomy.  The  removal  of  the  uterus  for  inversion  ought 
not  to  be  recommended;  it  should  be,  I  believe,  a  needless 
mutilation  of  the  patient. 

Kiistner  in  one  case  succeeded  in  replacing  an  inverted  ute- 
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nis  by  making  a  long  wouud  across  the  posterior  vaginal  vault 
into  the  peritoneal  cavity,  cutting  through  the  posterior  uterine 
wall  in  the  middle  line  from  two  centimetres  above  the  exter- 
nal OS  to  two  centimetres  below  the  fundus;  reinverting  the 
uterus,  beginning  at  the  line  of  incision;  strongly  retroverting 
the  uterus  and  sewing  the  wound  in  it  through  the  opening  in 
the  posterior  vaginal  vault. 

This  method  is  unnecessarily  clumsy  and  dangerous,  and 
should  the  woman  become  pregnant  again  she  would  run  some 
risk  of  ruptured  uterus.  Bernard  Browne,  of  Baltimore,  in 
1883  reduced  an  inversion  by  incising  the  posterior  wall  as  in 
Kiistner's  operation,  dilating  the  cervical  ring  through  the 
incision  with  bougieS;,  sewing  the  uterine  wound  while  the  ute- 
rus was  still  inverted,  and  then  reinverting  it.  There  are  the 
same  objections  to  this  operation  as  to  Kiistner's. 

Every  one  admits  that  the  obstacle  in  reducing  an  inverted 
uterus  is  the  contracted  ring  muscle  of  the  cervix.  It  is  incom- 
prehensible, therefore,  that  no  one  hitherto,  as  far  as  I  know, 
has  thought  of  removing  this  obstruction  by  the  easiest,  sim- 
plest, and  safest  plan — namely,  by  cutting  the  cervical  muscle 
in  two,  which  can  be  done  in  a  few  seconds,  without  opening 
the  peritoneal  cavity,  without  danger,  and  with  the  result  of 
immediately  removing  the  only  obstacle  to  replacement.' 

Having  under  my  charge  an  inversion  of  three  months' 
duration,  I  determined  to  try  this  plan. 

The  patient,  Mrs.  C,  age  19,  was  brought  to  the  Howard 
Hospital  on  November  15,  1899,  by  Dr.  Charles  J.  Hoban,  who 
had  not,  however,  attended  her  in  confinement.  She  was  deliv- 
ered August  17,  for  the  first  time,  after  a  prolonged  and  painful 
labor,  but  without  instruments.  The  placenta  was  adherent 
and  was  manually  detached.  The  patient,  according  to  her 
own  story,  immediately  lost  consciousness  and  remained  un- 
conscious for  forty-eight  hours.  The  attending  physician  at- 
tempted a  reposition,  but  failed.  The  next  day  a  gynecologist 
was  called  in  consultation,  but  he  also  failed  to  replace  the 
uterus.  The  following  day  the  attempt  was  repeated  under 
ether,  but  without  success.  There  was  another  attempt  at 
reposition  two  weeks  later,  with  a  like  result. 

On  examination  I  found  a  complete  inversion,  good  involu- 
tion, and  a  very  firmly  contracted  cervix.  I  determined  to  try 
taxis  under  ether,  and,  if  I  failed,  to  sever  the  cervix  and  replace 

'  The  old  idea  that  adhesions  obstructed  the  replacement  of  an  inverted 
womb  has  been  dissipated  by  all  modern  observation. 
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the  uterus.  Success  in  four  other  cases^  by  taxis  alone  encour- 
aged me  to  hope  that  the  operation  might  not  be  necessary. 
I  failed,  however,  completely.  The  cervix  was  then  cut  in  two 
in  the  median  line  posteriorly,  the  incision  being  carried  higher 
on  the  internal  than  on  the  external  surface,  the  ring  muscle 
being  thus  almost,  if  not  completely,  severed  without  opening 
the  peritoneal  cavity.  Then  comparatively  light  pressure, 
with  one  finger  tip  on  the  lower  uterine  segment  just  above  the 
upper  angle  of  the  wound,  reinverted  the  uterus  easily  (see 
plate).  The  cervix  was  then  joined  again  by  sutures  as  shown 
in  Fig.  4.  The  whole  operation  scarcely  required  fifteen  min- 
utes. The  patient  has  made  an  afebrile  recovery  and  the  ute- 
rus remains  in  good  position. 

1821  Spruce  street. 


THE  FREQUENCY  AND  MORTALITY  OF  ABNORMAL  PELVES. 


EDWARD  P.  DAVIS,  A.M.,  M.D., 
Philadelphia.  Pa. 


A  FEW  years  ago  it  was  commonly  believed  that  abnormal 
pelves  were  rare  in  America.  When,  however,  pelvimetry 
was  regularly  practised  in  obstetric  clinics,  it  was  at  once  ob- 
served that  a  very  considerable  number  of  patients  presented 
themselves  whose  pelves  were  contracted  or  in  some  dimensions 
differed  from  the  average.  To  ascertain  the  frequency  of 
such  conditions,  it  is  evident  that  all  patients  coming  under 
observation  must  be  subjected  to  pelvimetry,  and  not  alone 
those  whose  labors  are  complicated. 

A  reference  to  the  records  of  European  clinics  shows  wide 
variation  in  the  percentages  reported.  This  difference  extends 
from  the  report  of  Russian  observers,  giving  1.2  per  cent  of 

'  Since  writing  the  above  I  have  had  another  case  of  complete  inversion 
in  consultation  with  Drs  Treacy  and  Hoban,  of  Philadelphia.  I  saw  the 
woman  an  hour  or  two  after  labor,  and  found  not  only  a  complete  inver- 
sion of  the  uterus,  but  of  the  cervix  as  well.  Efforts  at  taxis  under  ether 
were  at  first  futile  till  I  noticed  a  verj-  deep  tear  of  the  cervix  on  the  right 
side,  involving  the  vaginal  vault.  Making  pressure  on  the  lower  uterine 
segment  just  above  the  apex  of  the  tear,  the  uterus  was  easily  replaced. 

-  Read  before  the  Section  on  Gynecology  of  the  College  of  Physicians 
of  Philadelphia,  October  19,  1899. 
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contracted  pelves,  to  the  statistics  of  Leopold,  of  Dresden,  wha 
found  '^  t.o  per  cent  of  contraction  in  the  pelvis.  It  is  evident 
that  races  differ  in  this  rej^ard,  that  systems  of  measurements 
must  differ,  that  different  observers  in  the  same  clinic  must 
also  obtain  different  results,  and  that  it  is  practically  impos- 
sible to  ascertain  with  mathematical  accuracy  the  exact  num- 
ber of  abnormal  pelves.  Fortunately,  the  choice  of  a  mode  of 
deliver}"  in  a  given  case  does  not  depend  exclusively  upon  pelvi- 
metry, nor  does  the  prognosis  of  labor;  and  hence  the  measure- 
ment of  the  pelvis,  although  valuable,  is  but  one  of  several 
factors  which  enable  the  obstetrician  to  diagnosticate  dystocia 
and  by  appropriate  treatment  to  secure  a  favorable  delivery. 

Among  American  observers,  Flint,  in  New  York,  found  1.4^ 
per  cent  of  pelvic  contraction;  Reynolds,  in  Boston,  1.13  per 
cent;  Crossen,  in  St.  Louis,  7  per  cent;  Dobbin,  in  Baltimore, 
11.45  per  cent;  and  Williams,  in  Baltimore,  13.1  per  cent.  Of 
the  number  of  cases  examined,  Flint  had  examined  10,233, 
Reynolds  2,137,  Crossen  800,  Dobbin  350,  and  Williams  1,000. 

We  have  recently  had  occasion  to  examine  the  records  of 
1,224  patients  who  were  examined  by  pelvimetry  and  palpa- 
tion, both  external  and  internal.  These  were  of  all  races  in- 
habiting the  United  States,  except  the  Chinese  and  Indian. 
The  average  size  of  the  pelvis  was  taken  to  be:  anterior 
superior  spines,  24  to  26^  centimetres;  crests,  28^  centimetres;, 
trochanters,  32  centimetres;  right  oblique  diameter,  22^  centi- 
metres; left  oblique  diameter,  21  to  224^  centimetres;  external 
conjugate,  20|^  centimetres;  internal  conjugate.  111  centime- 
tres; circumference,  85  to  90  centimetres. 

A  variation  from  the  average  measurement  of  2  centimetres^ 
in  the  antero-posterior  diameter,  or  of  2  centimetres  in  any 
other  two  diameters,  was  considered  an  abnormality  of  the  pel- 
vis. No  distinction  is  attempted,  in  the  word  "abnormality," 
between  contracted  and  enlarged  pelves.  Both  may  occasion 
complications  of  labor,  and  each  was  considered  an  abnormal 
pelvis. 

The  most  frequent  abnormality  observed  was  contraction  of 
the  pelvis.  The  justo-minor  was  the  most  common  type  of 
contracted  pelvis,  being  13  per  cent  of  all  forms  of  pelvic  con- 
traction. Next  in  frequency  was  the  rachitic,  6  per  cent;  next, 
the  flat  non-rachitic,  5.7  per  cent;  and  most  rare,  the  obliquely 
and  irregularly  contracted,  .2  of  1  per  cent. 

The  justo-major  pelvis  or  symmetrically  enlarged  pelvis  was. 
found  in  7  per  cent  of  pelvic  abnormalities. 
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In  1,334  cases  the  total  number  of  abnormal  pelves  was  393, 
l)eing  33  per  cent  of  the  entire  number.  The  percentage  of 
contracted  pelves  was  25,  corresponding  closely  with  the  statis- 
tics of  Leopold  in  his  clinic  at  Dresden.  The  paramount  inte- 
rest attaching  to  this  subject  lies  in  the  influence  which  pelvic 
abnormality  exerts  upon  labor  and  the  life  and  health  of  mother 
and  child.  It  may  be  of  interest  to  observe  in  what  percentage 
of  all  classes  of  patients  having  normal  and  abnormal  pelves 
labor  is  spontaneous.  In  this  series  84  per  cent  of  labors  were 
terminated  spontaneously,  leaving  16  per  cent  requiring  opera- 
tive interference. 

Comparing  this  result  with  the  course  of  labor  in  abnormal 
pelves,  we  find  that  in  cases  of  pelvic  abnormality  80  per  cent 
of  labors  were  spontaneous  and  30  per  cent  required  operative 
assistance.  It  must  not  be  understood  that  in  a  series  of  highly 
contracted  pelves  80  per  cent  of  labors  could  be  spontaneous, 
but  it  is  undoubtedly  true  that  in  a  very  considerable  number 
of  abnormal  pelves,  most  of  them  contracted,  labor  terminates 
without  operative  interference.  In  some  of  these  cases  the  pa- 
tient was  kept  under  close  observation,  was  put  in  good  general 
condition  and  urged  to  do  such  work  as  would  best  facilitate 
the  descent  of  the  child  into  the  pelvis  and  favor  spontaneous 
labor.  In  other  cases  she  was  not  seen  until  labor  had  begun. 
In  all  patients  having  contracted  pelves,  the  bladder  and  rectum 
were  frequently  emptied  during  labor,  the  patient's  general 
strength  was  sustained  by  stimulants  and  proper  food.  Ano- 
dynes were  employed  when  needed,  posture  was  utilized  to  aid 
the  descent  of  the  child,  and  every  means  before  interference 
was  employed.  This  must  have  had  an  important  bearing 
upon  the  large  percentage  of  spontaneous  births  in  these  cases. 

The  operations  necessary  in  the  entire  series  of  cases  were: 
forceps,  98;  version,  49;  embryotomy,  9;  induced  labor,  37; 
symphyseotomy,  7;  Cesarean  section,  11 — making  a  total  of 
311,  or  16  per  cent. 

The  operations  performed  in  cases  of  abnormal  pelves  were: 
the  use  of  forceps,  17;  version,  4;  embryotomy,  8;  induced 
labor,  31;  symphyseotomy,  7;  Cesarean  section,  11 — or  30  per 
cent  of  the  cases. 

When  the  two  sets  of  operations  are  compared,  it  is  seen 
that  the  use  of  forceps  and  version  is  not  as  frequent  relatively 
in  abnormal  pelves  as  might  have  been  expected.  This  arises 
from  the  fact  that  in  cases  of  considerably  contracted  pelves 
where  operation  is  necessary,  neither  of  these  procedures  should 
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be  choseu.  Either  the  induction  of  labor  or  symphyseotomy  or 
Cesarean  section  should  be  elected  in  cases  not  already  infected 
and  in  which  the  child  is  in  good  condition.  When  the  child  is 
dead,  or  feeble  from  long-continued  labor,  embryotomy  should 
be  chosen. 

The  maternal  mortality  in  the  entire  series  of  cases  was  as 
follows:  septic  infection,  4;  gonorrhea,  pyelitis,  nephritis,  1; 
pulmonary  embolism,  1;  toxemia  and  nephritis,  2;  pernicious 
anemia,  1;  pernicious  nausea  and  vomiting,  1;  concealed  acci- 
dental hemorrhage,  1;  tuberculosis,  1;  croupous  pneumonia 
(pneumococcus  infection),  1;  puerperal  mania,  1 — total  mater- 
nal mortality,  19,  or  1.5  per  cent.  Total  septic  mortality 
among  the  mothers  was  as  follows:  streptococcus  infection, 
patients  admitted  to  the  hospital  infected,  2;  streptococcus  in- 
fection following  previous  criminal  abortion,  1;  mixed  infec- 
tion, bacillus  coli  communis  and  staphylococci,  1 — total,  4,  or 
.3  of  1  per  cent. 

When  we  compare  this  mortality  rate  with  that  of  the  pa- 
tients having  abnormal  pelves  we  find  the  following:  in  abnor- 
mal pelves,  eclampsia,  and  nephritis,  1;  pernicious  anemia,  1; 
croupous  pneumonia  (pneumococcus  infection),  1;  septic  in- 
fection, 2 — total,  5,  or  1.2  per  cent. 

The  septic  mortality  in  abnormal  pelves  was:  streptococcus 
infection,  1;  mixed  infection  (bacillus  coli  communis),  1 — total 
maternal  septic  mortality  in  abnormal  pelves,  2,  or  .5  of  1  per 
cent. 

The  infant  mortality  of  all  cases  was  as  follows:  dead  before 
labor,  39;  birth  pressure,  3;  asphyxia,  2;  marasmus,  16;  syphi- 
lis, 5;  nephritis,  1;  hydrocephalus,  1;  uremia,  3;  visceral 
hemorrhage,  1;  intestinal  obstruction,  1;  pneumonia,  1 — total 
infant  mortality,  73,  or  6  per  cent. 

The  conditions  under  which  these  cases  were  delivered  repre- 
sented very  fairly  the  circumstances  under  which  an  obstetric 
practice  is  conducted  at  present.  Many  of  these  patients  were 
admitted  to  the  wards  of  a  maternity;  at  least  one-quarter  of 
them  were  attended  in  dwellings  and  tenements  of  various 
sorts.  They  were  of  all  classes  and  kinds  among  those  seeking 
medical  care.  Some  of  them  were  able  to  pay  board  in  a  pri- 
vate ward,  while  others  were  found  destitute  and  starving  in 
tenements.  They  were  under  the  care  of  obstetric  physicians 
varying  in  experience  and  operative  facilities.  All  are  accus- 
tomed to  practise  antiseptic  precautions  and  all  are  directly 
interested  in  obstetric  work.     The  major  operations  were  done 
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in  a  maternity  under  good  conditions.  The  treatment  was 
virtually  under  the  control  and  advice  of  the  chief  of  the  ob- 
stetric staff. 

The  following  conclusions  seem  justified  from  the  fore- 
going: 

1.  Among  child-bearing  women  in  the  United  States  of  the 
white  and  negro  races,  25  per  cent  have  pelves  smaller  than  the 
average  and  7  per  cent  have  pelves  larger  than  the  average. 

2.  Four-fifths  of  patients  having  abnormal  pelves  delivered 
themselves  spontaneously.  The  operations  most  suitable  for 
well-marked  pelvic  contraction  and  most  successful  for  mother 
and  child  are  the  induction  of  labor,  symphyseotomy,  and 
Cesarean  section  when  the  mother  is  uninfected  and  the  child 
is  in  good  condition,  and  embryotomy  when  the  mother  is  in- 
fected and  in  bad  condition  and  when  the  child  is  dead  or  likely 
soon  to  die. 

3.  The  general  mortality  rate  and  the  septic  mortality  rate 
of  all  classes  of  labor  and  of  labor  in  abnormal  pelves  compare 
favorably  with  the  results  obtained  by  modern  medicine  and 
surgery  when  obstetric  practice  is  conducted  in  accordance 
with  modern  scientific  knowledge  of  the  subject. 
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(With  three  illustrations.) 


Mrs.  p.,  a  large  and  fleshy  woman,  was  brought  to  me  in 
May  of  this  year  by  Dr.  A.  L.  Ambrose,  of  Hanover,  Mich., 
for  a  large  myofibromatous  tumor.  She  is  52  years  of  age  and 
her  family  history  is  negative.  She  first  discovered  a  tumor 
of  the  abdomen  six  years  ago,  which  gradually  increased  up  to 
six  months  ago,  since  which  time  its  growth  has  been  much 
more  rapid. 

Physical  examination  showed  a  solid  tumor  extending  from 
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midway  between  the  umbilicus  and  sternum  above  to  deep 
into  the  fokls  of  the  right  broad  ligament  below.  The  uterine 
cavity  measured  9  inches  in  depth.  Menstruation  ceased  two 
years  ago,  up  to  which  time  she  bled  profusely.  Her  general 
condition,  when  I  saw  her,  was  not  bad,  though  the  bladder, 
kidneys,  rectum,  and  stomach  were  all  more  or  less  disturbed 
because  of  pressure.  The  urine  was  deficient  in  solids  (six  and 
one-half  grains  of  urea  to  the  ounce),  but  this  was  largely  over- 
come previous  to  operating  by  copious  draughts  of  hot  water. 

The  abdomen  was  opened  on  May  25  of  this  year  and  the 
uterus  and  tumor  removed  with  but  little  diflQculty,  though 
the  right  ureter  was  exposed  for  about  three  inches  in  dissect- 
ing out  the  intraligamentous  portion  of  the  corresponding  side. 
All  raw  surfaces  were  nicely  covered  with  peritoneum  in  the 
usual  way.  The  uterus  and  tumor  were  large,  hard,  fibrous, 
and  nodular,  weighing  twelve  pounds.     On  section  the  tumor 


Fig.  l.—Cj'stic  appendix.     A,  lumen  of  appendix;  B,  mesenteric  vessels,  etc.;   C,  body 
of  appendix ;  D,  a  bunch  of  cysts  on  the  distal  extremity. 

mass  cut  with  diflBculty.  Fibrous  bands  ran  through  the 
structure,  and  the  v^hole  mass  was  surrounded  by  a  dense, 
thick,  and  fibrous  capsule,  from  which  it  could  be  shelled  with 
little  diflBculty.  In  no  part  did  the  tumor  mass  entirely  pene- 
trate the  surrounding  capsule.  The  uterine  cavity  was  almost 
obliterated  and  contained  a  foul-smelling,  purulent  material. 
The  openings  from  the  uterus  to  the  tubes  were  occluded. 
Microscopic  section  of  tissue  selected  from  various  parts  of  the 
mass  showed  it  to  be  myofibromatous  in  structure,  the  fibrous 
element  much  predominating. 

The  ovaries  were  sclerocystic,  with  multiple  hematomata. 
"Very  little  of  the  substance  of  the  ovaries  was  left  intact. 
The  tubes  showed  cystic  and  fibrous  degeneration,  and  were 
constricted  and  entirely  occluded  at  several  points. 

I  have  thus  given  the  macroscopic  and  microscopic  report  in 
full  to  show  that  there  is  nothing  pertaining  to  the  uterine 


wood:  distension  of  the  appendix  vermiformis. 


17 


growth  which  is  unusual  and  which  could  in  any  way  account 
for  the  condition  of  the  appendix.  After  completing  the  pelvic 
work  I  explored  the  appendix,  which  is  my  invariable  rule  in 
all  celiotomies,  and  was  not  a  little  surprised  to  find  attached 
to  the  extremity  of  the  cecum  a  mass  as  large  as  a  kidney  or 
the  link  of  a  large  bologna  sausage.  This  was  tied  off  and  the 
stump  inverted  by  means  of  a  purse-string  suture,  supple- 
mented by  two  Lembert  sutures.  The  abdomen  was  closed  in 
the  usual  way,  and  the  patient  made  an  uneventful  convales- 
oence. 

The  appendix  (Fig.  1)  measured  in   length   20  centimetres 
and  in  diameter  7  centimetres.     Its  walls  were  thin,  tense,  and 


Fig.  2.— Uterus  from  case  with   cystic  appendix.    E,  external  os;    F,  body  of  uterus; 
<5,  right  ovary  and  tube;  H,  left  ovary  and  tube  (note  cyst). 

injected.  The  mesentery  was  rather  short,  the  remains  of 
which  can  be  seen  on  the  lesser  curvature.  There  was  a  bunch 
of  cysts  on  the  distal  extremity  of  the  appendix  as  large  as  a 
hickory-nut.  The  appendix  contained  a  clear  and  transparent 
fluid  which  was  absolutely  sterile.  Notwithstanding  the 
enormous  distension  present,  the  patient  did  not  have  a  single 
symptom  calling  attention  to  the  appendix,  nor  did  the  most 
careful  inquiry  reveal  any  evidences  of  appendicitis,  either 
acute  or  chronic,  during  any  period  of  her  life. 

Stimson*  reports  two   cases  where   he   found   post  mortem 
appendices  which  were   6   inches   long,  in   one  of  which   the 
cecum  narrowed  uniformly  into  a  funnel  to  terminate  in  a 
dilated  appendix. 
2 
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Combemale"  reports  two  cases  (dropsy  of  the  appendix  ver- 
miformis)  which  he  found  post  mortem.  One  was  removed 
from  a  woman  of  GO  who  died  of  pneumonia.  The  appendix 
was  20  centimetres  in  length  and  10  centimetres  in  circumfer- 
ence. In  neither  of  these  cases  was  a  history  of  appendicitis 
during  life  obtained.  In  both  instances  the  cecal  extremity 
was  closed  by  adhesions. 

Maylard '  records  a  most  interesting  case  of  dilatation  of 
the  appendix  vermiformis  (which  was  also  discovered  post 
mortem)  in  a  patient  dying  of  Bright's  disease  in  Victoria 
Infirmar}'.  The  appendix  was  found  hanging  into  the  pelvic 
cavity  and  in  immediate  contact  with  the  parietes.  It  hung 
free  from  any  attachment  and  was  easily  withdrawn.  "On 
examination  it  was  found  to  be  4  inches  in  length,  perfectly 
normal  for  its  proximal  two  inches,  but  the  distal  portion  was 
dilated  into  an  egg-shaped,  tense,  cyst-like  structure.  The 
appendix  was  pervious  as  far  as  the  cystic  dilatation,  com- 
municating freely  with  the  cecum,  but  the  dilated  part  was 
entirely  shut  off.  On  opening  the  dilated  portion  it  was  found 
to  be  distended  almost  entirely  with  a  clear,  gelatinous  sub- 
stance which  could  be  turned  out  en  masse,  leaving  a  smooth, 
slightly  sacculated  wall.  Near  the  proximal  end  was  some 
white,  cream-like  material,  in  which  was  embedded  a  small 
calcareous  concretion.  The  peritoneal  surface  was  deeply 
injected  with  blood  vessels.  The  appendix  had  a  mesentery 
continuous  with  that  of  the  ileum." 

Coats  ^  mentions  a  somewhat  similar  case,  and  states  that 
the  specimen  he  there  describes  is  the  only  one  of  the  kind  that 
he  has  met  with. 

Dr.  L.  L.  McArthur  ^  describes  a  case  of  amputation  of  the 
appendix  in  which  the  inflammation  was  excited  by  a  truss 
used  to  keep  back  an  appendix  which  formed  the  contents  of  a 
hernia.  The  patient  was  a  child.  Upon  opening  the  hernial 
sac  there  was  found  a  peculiar  sausage-shaped,  blunt-extremity 
tumor,  which  was  lying  in  the  inguinal  canal  much  like  a 
slender  cigar,  and  which  proved  to  be  the  appendix  vermi- 
formis. It  would  slip  back  nearly  out  of  the  canal  when 
pressed,  but  immediately  pressure  was  removed  would  slip 
down  into  the  canal  again.  It  was  about  three  inches  in 
length,  possessing  the  anatomical  structure  of  the  normal  ap- 
pendix, and  terminated  in  a  blind  sac.  It  was  markedly  thick- 
ened throughout. 

Dr.   George  P.   Biggs  "  reports  two  cases  of  stricture  of  the 
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vermiform  appendix.  In  the  first  case  the  patient  died  of 
chronic  alcoholism,  without  any  history,  so  far  as  is  known, 
of  appendicular  symptoms.  "  The  appendix  lay  entirely  be- 
hind the  cecum  and  was  9  centimetres  long  and  2  centimetres 
in  diameter.  It  had  a  distinct  mesentery  except  at  its  tip. 
About  one-half  centimetre  from  its  origin  its  lumen  was  oc- 
cluded by  firm  fibrous  bands,  which  had  evidently  formed  at 
some  previous  time  in  the  course  of  a  reparative  process  fol- 
lowing a  localized  sloughing.  The  contents  of  the  appendix 
measured  two  drachms,  was  of  a  slightly  pinkish  color,  and 
consisted  of  fat  globules,  granular  matter,  and  cholesterin 
crystals. ''  In  the  second  case,  of  a  somewhat  similar  type,  the 
tube  was  about  8  centimetres  long  and  three-fourths  of  a  centi- 
metre in  diameter.  "  There  were  two  distinct  points  of  obstruc- 
tion near  the  tip,  which  were  apparently  not  the  result  of  disease, 
but  due  to  the  bending  produced  by  the  peritoneum.  The  pa- 
tient died  of  advanced  Bright's  disease. "  The  conditions  here 
described  are  not  unusual,  and  are  introduced  for  the  purpose 
of  showing  that  fibrinous  bands  and  strictures  may  terminate 
in  cystic  distension. 

Dr.  Robert  F.  Weir  '  recorded  years  ago  a  case  of  cystic  de- 
generation of  the  appendix  vermiformis  occurring  in  a  woman, 
age  55,  who  came  to  him  for  a  tumor  situated  in  the  right 
iliac  fossa.  The  tumor  was  opened  and  drained,  and  dis- 
charged a  thick,  glairy  fluid  which  gave  negative  results  upon 
microscopic  examination.     The  patient  ultimately  recovered. 

E.  E.  Montgomery  '  records  a  case  very  like  my  own.  Dr. 
Montgomery  opened  the  abdomen  and  made  a  panhysterec- 
tomy on  a  woman  53  years  of  age  for  multiple  myofibromata. 
''While  making  the  peritoneal  toilet,  after  removal  of  the 
growth,  a  mass  fell  into  the  pelvis.  Examination  disclosed 
that  it  was  a  tumor  of  the  appendix.  It  was  drawn  out  and 
the  bowel  incised  at  its  upper  margin,  permitting  the  removal 
of  the  cyst  without  opening  the  intestinal  canal."  The  cyst 
when  fresh  was  5^-  inches  long  and  4f  inches  in  its  largest  cir- 
cumference. 

Weller  Van  Hook'  describes  a  case  of  "strangulated  ingui- 
nal hernia  of  a  cystic  appendix  vermiformis  "  occurring  in  a 
man  of  43  years.  The  portion  of  the  appendix  removed  was  6 
centimetres  in  length  and  3  centimetres  in  diameter.  There 
was  a  good-sized  rent  at  the  distal  extremity  of  the  appendix, 
through  which  mucus  was  protruding.  Van  Hook  asserts 
that  this  is  the  third  case  "  where  a  cystic  dilatation  of  the  ap- 
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pendix  occurred  iu  a  hernia,  and  the  ninety-ninth  case  of  hernia 
of  the  appendix."  It  is  the  first  recorded  case  of  rupture  of  a 
cystic  appendix  by  taxis.  Van  Hook  has  so  thoroughly  re- 
viewed in  the  paper  quoted  the  literature  of  "hernia  of  the 
appendix "  as  to  make  it  unnecessary  for  me  to  prolong  this 
article  by  introducing  data  which  he  has  made  accessible  to 
English  readers. 

Shoemaker  '"  records  the  following  case:  The  patient  was  a 
man  of  60  and  died  of  croupous  pneumonia.  Notwithstand- 
ing the  fact  that  during  life  there  were  no  symptoms  suggest- 
ing disease  of  the  appendix,  there  was  found  on  postmortem 
a  cystic  distension  of  this  organ,  which  measured  4  inches  in 
length  and  1^  inches  in  diameter.  At  one  point  rupture  was  im- 
minent, and  at  the  point  of  attachment  on  the  cecum  the  canal 
was  obliterated. 

Baillet "  exhibited  at  the  January,  1891,  meeting  of  the  Soci- 
ete  Auatomique  a  cystic  appendix,  and  cites  another  case 
(author  not  given)  "in  which  the  appendix  had  the  appearance 
of  an  adult  penis  affected  with  phimosis,"  and  which  contained 
a  creamy,  whitish  fluid.  Histological  examination  showed  the 
walls  to  be  greatly  thickened,  the  mucous  membrane  being 
lined  "  with  non-ciliated  cylindrical  epithelium."  No  similar 
case  is  recorded  in  the  society's  bulletins  up  to  1891. 

Paul  Guttman'''  discovered  post  mortem  in  a  woman  72 
years  of  age  an  appendix  which  measured  14  centimetres  in 
length  and  21  centimetres  in  circumference  (thirty-two  times 
the  normal  circumference  of  the  appendix). 

Virchow"  mentions  a  case  of  cystic  distension  of  the  vermi- 
form appendix  as  large  as  a  man's  fist. 

Wenzel-Griiber '*  reports  a  case  6  centimetres  long  "which 
was  attached  to  the  cecum  by  a  pedicle  4  centimetres  long. 
The  cyst  had  a  transverse  diameter  of  4^  centimetres  and  was 
filled  with  a  viscid  mucus.  The  case  was  remarkable  for  the 
fact  that  the  obliteration  of  the  lumen  was  brought  about  by 
a  chronic  tubercular  catarrh"  (Van  Hook). 

Other  cases  are  recorded  by  Finkelstein,  Ribbert,  Steiner, 
Kelynack,  Berry,  Orth  and  Leube,  Bierhoff  and  Treves,  notes 
of  which  are  given  by  Van  Hook  \  That  the  condition  is  not 
a  common  one  is  shown  by  the  fact  that  only  three  cysts  were 
found  in  2,280  autopsies  made  in  Basle  (Steiner). 

Senn  '^  discusses  what  he  designates  as  "  appendicitis  oblite- 
rans," which  is  a  progressive  form  of  inflammation,  character- 
ized by  epithelial  and  glandular  destruction  and  complete 
obliteration  of  the  lumen  of  the  appendix.     It  is  probable  that 
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this  process  will  explain  the  impervious  condition  of  the  proxi- 
mal end  of  the  appendix  in  the  case  recorded  by  myself. 
This  caused  retention  of  the  septic  material,  which  in  turn  ex- 
cited non-suppurative  lymphadenitis  and  lymphangitis.  The 
retained  fluid  became  sterile  as  time  progressed,  just  as  occa- 
sionally happens  in  pyosalpinx;  or  it  is  possible  that  the  steno- 
sis was  congenital  and  that  the  secretion  was  sterile  from  the 
beginning. 

Rokitansky  "  in  this  connection  says:  "  We  further  occasion- 
ally observe  a  metamorphosis  of  the  vermicular  process  pro- 
duced by  obturation  which  is  analogous  to  dropsy  of  the 
efferent  ducts  of  glands,  and  which  is  most  apparent  in  the  gall 
bladder." 

It  is  to  be  noted  in  conclusion: 

1.  That  in  nearly  every  case  of  cystic  distension  of  the  ver- 
miform appendix  recorded  there  were  no  subjective  phenom- 
ena arising  from  the  condition,  and  that  in  the  majority  of  cases 
it  was  discovered  accidentally. 

2.  That  when  the  cyst  finds  its  way  into  the  inguinal  canal 
there  is  danger  of  causing  its  rupture  by  taxis,  as  actually  hap- 
pened in  Tan  Hook's  case. 

3.  The  possibility  of  mistaking  a  large  cyst  of  the  appendix 
for  a  floating  kidney  must  be  borne  in  mind.  In  a  thinner 
patient  such  a  mistake  might  easily  have  been  made  in  the 
case  passing  under  my  observation. 

I  introduce  Fig.  3  into  this  article,  both  for  the  purpose  of 
contrasting  the  size  of  the  appendix  shown  in  this  figure  and 
that  shown  in  Fig.  1,  and  to  give  briefly  the  clinical  history  of 
a  case  which  is  somewhat  typical  of  many  that  come  to  the 
abdominal  surgeon  for  relief,  and  which  formerly  he  failed  to 
relieve  because  the  appendix  was  ignored. 

Mrs.  S.  is  28  years  of  age  and  has  been  married  for  ten 
years.  Three  children,  aged  respectively  8,  7,  and  5.  Began 
to  menstruate  when  she  was  13.  Dysmenorrhea  after  the  first 
year,  which  gradually  increased  in  severity  from  year  to  year. 
The  menstrual  pains  are  shooting  and  cutting  in  character, 
extending  through  the  back  and  down  the  limbs,  becoming 
labor-like  and  bearing-down  toward  the  end  of  the  period. 
The  blood  is  dark,  stringy,  and  offensive.  There  is  a  purulent 
and  offensive  leucorrhea  during  the  intermenstrual  period. 
There  is  no  specific  history  and  no  gonococci  are  to  be  found 
in  the  discharge.  Has  been  much  worse  since  her  last  labor, 
which  was  a  severe  one,  though  not  instrumental.  Has  had 
two  miscarriages  since  the  birth  of  her  last  child,  one  at  two 
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aud  the  other  at  three  months.  Three  years  ago,  while  living 
in  Detroit,  she  had  an  attack  of  appendicitis,  which,  though 
not  severe,  was  attended  hy  the  classical  sj'mptoms  of  the  dis- 
ease. Her  digestion  has  been  much  disturbed  since  that  attack. 
During  the  last  year  sho  has  been  in  the  hands  of  Dr.  F.  E. 
Chase,  of  Cleveland,  and  while  he  has  succeeded  by  combined 
local  and  general  treatment  in  making  her  more  comfortable,  she 
is  very  much  of  a  wreck.  Dyspareunia  is  almost  absolute, 
and  the  sexual  appetite  is  entirely  destroyed.  She  has  con- 
stant backache  and  bearing-down  sensations,  which  are  made 
much  worse  by  being  on  her  feet.  Alternate  constipation  and 
diarrhea.  Marked  menorrhagia.  Has  lost  at  least  twenty 
pounds  in  weight  and  is  very  nervous.  Complains  of  almost 
constant  pain  through  the  ovarian  region.  The  appendix  can 
be  distinctly  outlined  by  palpation  as  a  hard,  cord -like  mass 
extending  from  a  little  below  and  inside  of  McBurney's  point 
into  the  pelvis.  The  fundus  uteri  is  retroflexed  and  bound 
down  by  adhesions  There  is  bilateral  laceration  of  the  cervix 
with  subinvolution.  The  pelvic  floor  is  relaxed,  with  concomi- 
tant cystocele  and  rectocele.  The  glans  clitoridis  is  almost 
completely  concealed  by  adhesions. 

On  November  4  of  this  year,  after  the  usual  preparation,  the 
patient  was  placed  upon  the  operating  table  and  ether  admin- 
istered. The  uterus  was  first  dilated,  curetted,  and  irrigated. 
The  cervix  was  then  repaired,  which  was  followed  by  anterior 
colporrhaphy  and  reparation  of  the  pelvic  floor.  After  overcom- 
ing the  adhesions  of  the  clitoris  and  dilating  the  rectal  sphincter, 
she  was  placed  in  the  Trendelenburg  posture  and  the  abdomen 
opened  by  a  medial  short  incision.  The  fundus  was  bound 
down  by  adhesions,  easily  overcome,  as  were  the  appendages 
of  both  sides.  The  appendix  vermiformis  was  attached  to  the 
right  ovary  and  closely  adherent  for  its  entire  distance  to  the 
cecum.  Both  tubes  were  infiltrated,  thickened,  and  impervi- 
ous. The  ovaries  were  so  diseased  that  I  did  not  deem  it  wise 
to  leave  either  behind,  especially  inasmuch  as  the  patient  par- 
ticularly requested  that  no  chances  be  taken  in  an  effort  to 
conserve  any  portion  of  them.  Both  ovaries  and  tubes  were 
therefore  tied  off  with  catgut  and  the  stumps  touched  with 
carbolic  acid.  A  subsequent  microscopic  examination  of  the 
ovaries  showed  them  to  be  sclerotic,  with  here  and  there  isl- 
ands of  caseous  degeneration  corresponding  to  Graafian  folli- 
cles. The  appendix,  which  was  much  infiltrated  and  thickened, 
was  next  dissected  free,  amputated,  and  the  stump  inverted 
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in  the  usual  way.  The  mesenteric  rent  was  closed  with  a 
running  catgut  suture.  Two  chromicized  gut  sutures  were 
passed  from  left  to  right  through  fascia,  muscle,  and  peritone- 


FiG.  3.— Case  II.    Tubes,  ovaries,  and  appendix  vermiformis. 


um;  were  made  to  penetrate  the  fundus  of  the  uterus  posteri- 
orly, and  carried  from  within  outward  through  corresponding 
structures  of  the  right  side.     These,  when  tied,  fixed  the  ute- 
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rus  firmly  iu  front.  The  kidneys  were  in  normal  position.  A 
litre  of  normal  salt  solution  was  left  behind  iu  the  abdominal 
cavity  when  the  wound  was  closed  with  two  running  catgut 
sutures  and  a  subcuticular  silk  suture.  Catgut  was  used  for  all 
plastic  work.  The  patient  has  reached  the  fifteenth  day  of  her 
convalescence,  which  thus  far  has  been  uninterrupted,  with  a 
temperature  not  exceeding  100°  F. 

I  shall  expect  this  patient  to  get  well,  or  at  least  as  well  as 
it  is  possible  for  any  woman  to  become  whose  pelvis  and 
abdomen  have  been  for  years  the  seat  of  organic  disease.  I 
record  the  case  thus  earl}'  in  its  surgical  history  for  the  reason 
that  it  happens  to  be  the  only  one  in  my  case  record  in  which 
I  have  taken  the  trouble  to  secure  a  photograph  of  the  appen- 
dix with  the  ovaries,  and  which  I  especially  desired  for  the 
purpose  of  contrasting  it  with  the  appendix  in  Fig.  1.  I  have 
something  more  than  one  hundred  cases  in  my  record  book  in 
which  disease  of  the  appendix  was  found  associated  with  vari- 
ous abdominal  and  pelvic  lesions,  the  appendix  in  all  instances 
being  removed,  I  shall  in  the  near  future  tabulate  these  cases 
for  the  purpose  of  making  deductions.  In  several  instances 
where  the  uterus  and  appendages  were  removed  through  th& 
vaginal  route,  the  appendix  had  to  be  subsequently  removed 
from  above.  I  can  attribute  many  of  my  early  failures  in 
abdominal  work  to  not  directing  attention  to  the  appendix,  the 
pain  in  the  right  side  persisting,  as  well  as  the  gastro-intestinal 
disturbance. 

In  this  case  the  whole  series  of  operations — divulsion,  curet- 
ting, uterine  flushing,  trachelorrhaphy,  anterior  colporrhapby, 
perineorrhaphy,  adhesions  of  the  clitoris,  divulsion  of  the 
rectum,  double  salpingo-oophorectomy,  removal  of  the  appen- 
dix vermiformis,  and  ventral  fixation — required  for  their  com- 
pletion less  than  an  hour's  time.  It  was  a  particularly  favor- 
able one  for  rapid  work,  but  no  experienced  surgeon  ought  to 
consume  more  than  ninety  minutes,  under  the  most  unfavorable 
conditions,  in  performing  the  same  number  of  operations.  It 
is  a  common  practice  with  me,  in  addition  to  the  operations 
enumerated,  to  overcome  rectal  lesions,  when  they  exist,  at  the 
same  sitting.  I,  of  course,  watch  the  patient  as  the  work  pro- 
gresses, and  should  it  become  manifest  that  she  will  not  tole- 
rate too  much  punishment,  I  desist.  But  when  the  conditions 
are  favorable  it  is  a  great  comfort  to  the  patient  not  to  be  con- 
fronted, upon  regaining  consciousness,  with  a  "  second  "  opera- 
tion, which  is  always  much  more  dreaded  by  her  than  the  first. 
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It  is  even  a  greater  satisfaction  to  the  eurgeon  to  feel  that  he 
has  overcome  all  lesions  in  any  way  responsible  for  her  ill 
health. 

When  several  plastic  operations  are  followed  by  a  celiotomy 
I  do  not  deem  it  wise,  when  the  kidney  requires  it,  to  fix  it  at 
the  same  sitting. 

It  affords  me  pleasure  to  acknowledge  my  indebtedness  to 
Edebohls  for  calling  attention  to  the  importance  of  correcting 
lesions  of  the  appendix  and  abnormal  mobility  of  the  kidneys 
in  doing  gynecological  work. 

122  Euclid  avenue. 
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A  CASE  OF  TWISTED  OVARIAN   CYST. 


BY 

A.  LAPTHORN  SMITH,  M.D., 
Montreal,  Canada. 


The  foUowiug  case  is  of  especial  interest  owing  to  its  resem- 
blance to  ruptured  tubal  pregnancy.  The  patient,  Mrs.  C, 
28  years  of  age,  began  to  menstruate  at  the  age  of  13,  menstru- 
ation always  having  been  very  painful.  She  was  married  four 
years  ago,  but  has  never  been  pregnant.  She  was  very  well  for 
nine  months  after  marriage,  although  never  very  strong.  She 
then  began  to  feel  as  if  her  womb  was  down  and  was  too  large, 
and  she  began  to  have  great  pain  in  her  left  side.  Last  Novem- 
ber she  consulted  a  physician,  who  attended  her  until  the  fol- 
lowing April  without  any  improvement.  She  could  not  stand 
up  to  do  her  work,  but  was  obliged  to  kneel  upon  a  chair,  and 
during  the  next  three  years  she  dragged  along,  suffering  a  great 
deal  all  that  time  and  coitus  being  very  painful.  In  August 
last  her  period  was  so  painful  that  she  had  to  go  to  bed  for 
three  days  and  she  had  several  fainting  spells.  She  then 
went  to  the  country,  where  she  felt  a  little  better  for  the  rest, 
remaining  there  until  September,  when  she  returned  to  town. 
Her  next  period  was  accompanied  by  severe  pain  and  almost 
imperceptible  pulse.  On  examination  the  uterus  was  found  to 
be  large  and  low  down  and  retroverted.  On  the  left  side  and 
behind  an  exceedingly  tender  mass  was  felt,  about  the  size  of 
an  orange,  which  was  thought  to  be  either  the  left  tube  or  the 
left  ovary;  the  right  tube  and  ovary  could  not  be  felt  owing  to 
the  great  tenderness  on  pressure,  which  made  the  abdominal 
walls  rigid.  She  seemed  very  ill,  temperature  of  101°,  but  her 
pulse  was  very  slow.  It  was  difficult  to  nourish  her  on  account 
of  the  constant  vomiting,  and  she  required  from  one  to  three 
hypodermatics  a  day,  and  even  with  these  she  would  frequently 
scream  with  pain.  On  examining  her  again  three  days  later  a 
considerable  change  had  taken  place;  the  tumor  was  twice  as 
large  as  before,  and  surrounded  by  what  appeared  to  be  a  mat- 
ting together  of  the  intestines  and  pelvic  contents,  giving  a 
board-like  feeling  to  the  touch. 
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Diagnosis. — I  felt  that  I  had  one  of  three  things  to  deal 
with:  First,  a  tubal  pregnancy  with  rupture  into  the  perito- 
neum, with  local  peritonitis  walling  off  the  blood.  In  favor 
of  this  view  were  the  severe  pain,  the  very  weak  pulse,  and  the 
fainting  spells  when  the  flow  came  on  in  August,  and  against 
it  was  the  slowness  of  the  pulse.  Second,  it  might  be  from 
torsion  of  an  ovarian  cyst,  which  would  be  accompanied  by 
severe  pain  and  shock,  and  great  weakness  of  the  pulse  due  to 
hemorrhage  into  the  cyst.  The  peritonitis  in  this  case  would 
be  due  to  the  gangrene  of  the  tumor,  and  the  peritoneum  en- 
deavoring to  nourish  the  latter  by  adhesions.  Third,  it  might 
be  a  large  and  leaking  pus  tube,  many  of  which  attain  the  size 
of  a  cocoanut,  which  this  tumor  felt  like.  In  any  case  it  seemed 
certain  that  an  operation  was  necessary,  and  so  she  was  brought 
to  my  private  hospital  and  her  abdomen  was  opened.  On 
making  the  incision  a  large,  round,  and  almost  black  mass  was 
seen,  to  which  the  bowels  were  everywhere  adherent,  although 
they  were  easily  detached,  and  the  tumor  was  lifted  out  with- 
out a  rupture,  until  just  as  it  was  coming  out  of  the  incision  it 
broke,  showing  that  it  was  a  cyst  full  of  clotted  blood,  firm 
enough  to  stay  in  the  cyst  even  after  the  latter  was  ruptured. 
The  cyst  was  found  to  be  twisted  three  times  on  itself  from  left 
to  right,  the  left  tube  being  twisted  with  it  and  almost  black. 
It  was  certain  that  it  was  not  a  tubal  pregnancy,  as  both  tubes 
were  clearly  seen  not  to  be  larger  than  normal.  The  right 
ovary  was  also  removed,  because  it  was  as  large  as  a  hen's  egg 
and  had  a  thick  cortex.  The  uterus  was  then  attached  to  the 
abdominal  wall  to  prevent  prolapse.  The  patient  made  a  very 
easy  recovery,  almost  devoid  of  pain;  certainly  at  no  time  since 
the  operation  did  she  ever  undergo  anything  like  the  suffering 
which  she  endured  before.  A  curious  fact,  which,  however,  I 
oannot  explain,  was  the  appearance  of  milk  in  the  breasts,  to 
which  the  patient  called  my  attention  about  two  weeks  after 
the  operation,  when  she  noticed  that  her  clothes  over  the 
breasts  were  kept  constantly  wet,  and  by  gently  milking  them 
"there  was  no  difficulty  in  getting  the  milk  to  come  quite  freely. 
It  was  not  a  clear  watery  secretion,  but  a  rich,  creamy  fluid 
"that  came  forth.  The  appearance  of  milk  in  the  breasts  of  a 
young  married  woman  who  has  not  borne  a  child  is  generally 
considered  strong  evidence  that  she  is  pregnant  or  that  she  has 
miscarried.  ,The  patient  has  since  been  examined,  and,  although 
the  uterus  is  still  rather  large,  it  is  certain  that  she  is  not 
pregnant. 


26  SlIOBEK:   TUBULAR   ADENOMA   OF   THE   RECTUM. 

Causes  of  the  'rtn'stiug. — The  causes  are  said  to  be  the- 
intluenc«  of  the  growing  pregnant  uterus;  emptying  of  the 
proi^naut  uterus;  sudden  alterations  of  intra-abdominal  pres- 
sure, such  as  lifting;  uneijual  growth  of  the  tumor  ;  move- 
ments resulting  from  a  physical  examination  ;  and  the  use  of 
corsets.  But,  as  far  as  could  be  learned,  none  of  these  causes 
were  at  work  in  this  case,  unless  it  could  have  been  the  put- 
ting on  of  the  corsets,  the  left  half  of  which  might  twist  the 
tumor  around  every  time  they  were  hooked. 
250  Bishop  street. 


TUBULAR  ADENOMA  OF  THE  RECTUM.^ 

(PAPILLARY  ADENOMA  TUBULARE  POLYPOSA.) 


JOHN  B.  SHOBER,  M.D., 
Philadelphia. 


(With  two  illustrations.) 


Mrs.  D.,  age  49,  applied  for  treatment  October  3,  1898,  and 
gave  the  following  history:  Her  general  health  was  fairly 
good  until  two  years  ago,  when  she  began  to  experience  dis- 
comfort in  the  rectum — bearing-down  sensations,  tenesmus,  a 
constant  discharge  of  a  thick  mucus,  and  occasionally  some 
bleeding  after  defecation.  These  symptoms  have  increased,  and 
of  late,  at  intervals,  she  has  lost  large  quantities  of  blood  from 
the  rectum  and  she  has  experienced  considerable  pain.  She  is 
anemic  and  greatly  debilitated.  Rectal  examination  revealed 
a  globular,  semi-solid  tumor,  about  the  size  of  a  small  lemon, 
attached  by  a  broad  base  to  the  left  lateral  wall  of  the  rectum 
about  two  inches  from  the  anal  margin.  She  stated  that  at 
times  the  mass  protruded  from  the  anus  during  defecation. 
The  diagnosis  of  villous  tumor  was  made.  Operation  was 
advised,  but  refused. 

On  January  28,  1899,  the  patient  applied  again,  requesting 
the  operation.  She  had  been  steadily  growing  weaker  from 
the  constant  mucoid  discharge,  the  frequent  hemorrhages 
(sometimes  losing  a  pint  at  a  time),  and  the  almost  constant 

'  Read  before  the  Section  on  Gynecology  of  the  College  of  Physicians  of" 
Philadelphia,  November  16,  1899. 
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■discomfort.  She  seldom  experienced  actual  pain.  The  mass 
frequently  protruded  from  the  anus  and  was  at  times  with 
difficulty  reduced. 

On  January  30,  under  ether  anesthesia,  the  tumor  was 
removed.  It  was  a  sessile  growth  springing  from  the  wall  of 
the  rectum,  from  a  surface  measuring  one  inch  by  one-half 
inch.  The  apparent  pedicle  was  the  dragged-out  rectal  mucous 
membrane,  which  was  removed  with  the  tumor. 

The  specimen  is  a  typical  example  of  so-called  villous  tumor 
of  the  rectum. 

I  am  indebted  to  Dr.  H.  L.  Williams  for  the  following 
pathological  report: 

"  Macroscopical  Examination. — The  specimen  consists  of  a 
soft,  polypoid,  fiesh-like  mass,  dark  red  in  color,  covered  on  the 
surface  with  innumerable  fringe-like  villous  processes  that  are 
easily  separated  or  torn  away. 

"The  growth  is  attached  to  a  firm  band  of  whitish  tissue 
which  serves  as  a  broad  pedicle.  The  measurements  are  as 
follows:  length,  8  centimetres;  width,  5  centimetres;  thick- 
ness, d\  centimetres;  circumference  in  long  diameter,  17i  cen- 
timetres; circumference  in  short  diameter,  12  centimetres. 

"  The  pedicle  measures  3i  centimetres  in  length  and  2  centi- 
metres in  width. 

"  On  vertical  section  through  the  middle  of  the  growth  a 
distinct  arbor  vitse  arrangement  is  seen,  the  villous  projections 
branching  out  from  a  central  core  pinkish  in  color  and  of 
rather  firm  consistence. 

'^  Microscopical  Examination. — Examinations  of  sections, 
made  through  the  tissue  perpendicular  to  the  base  of  the  pedi- 
cle, show  a  growth  which  appears  to  be  composed  almost 
entirely  of  tubular  glands,  separated  by  narrow  and  delicate 
septa  of  connective  tissue,  and  lined  by  a  single  layer  of  slender 
columnar  epithelial  cells  with  nuclei  placed  at  the  base. 

*•'  On  careful  examination  the  structure  is  seen  to  be  exceed- 
ingly complicated,  and  not,  as  at  first  appears,  made  up  of 
simple  tubular  glands.  The  appearance  is  somewhat  difficult 
to  describe.  We  might  aptly  compare  the  outgrowth  to  the 
imaginary  structure  of  a  dense  bush  with  an  infinite  number  of 
small  branches  projecting  in  every  direction — trunk,  limbs, 
and  branches  all  covered  on  their  surfaces  with  a  single  layer 
of  columnar  epithelium;  or  we  might  describe  it  as  a  growth 
made  up  of  an  infinite  number  of  tubular  glands  turned  inside 
out.     In  other  words,  the  structure  is  of  the  nature  of  a  villous 
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outgrowth,  the  surfaces  of  the  villi  being  covered  with  glandu- 
lar epithelium  in  a  single  layer.  The  villi  are  so  closely  packed 
together  that  the  spaces  befivecn  the  villi  have  the  appearance 
of  being  the  lumina  of  tubular  glands.  There  is  no  doubt,  how- 
ever, that  tubular  glands  are  also  actually  present.  They  are 
located  in  the  stroma  of  the  villi,  which  they  completely  riddle, 
making  a  delicate  skeleton  of  fibrous  connective  tissue  which 
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is  covered  inside  and  outside  with  a  single  layer  of  slender, 
high  columnar  epithelium. 

"While  in  most  portions  of  the  growth  the  epithelium  re- 
mains in  a  single  layer  with  nuclei  located  at  the  base,  in  some 
parts  the  epithelium  is  decidedly  shorter,  the  nuclei  have  a  ten- 
dency to  move  away  from  the  base  of  the  cells,  and  the  cells 
themselves  are  proliferated  into  several  layers,  indicating  an 
apparent  tendency  toward  malignancy. 

"The  stroma  of  the  villi  is  made  up  of  fibrous  connective 
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tissue  and  is  richly  supplied  with  thin-walled  blood  vessels,  the 
lumina  of  which  are  packed  with  red  blood  corpuscles  and  a 
few  leucocytes.  Fine  capillaries  extend  into  the  most  delicate 
septa. 
'*'  Diagnosis. — Papillary  adenoma  tubulare  polyposa." 
These  tumors  are  very  rare,  only  3G  cases  having  been  ob- 
served by  the  following  well-known  authorities:    William  and 
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H.  W.  Alliagham,  17  cases;  Gowland,  3;  Goodsall,  3;  Cripps, 
2;  Bryant,  1;  Cook,  1;  Alfred  Cooper,  1;  Symes,  2;  Gosselin, 
1;  Mathews,  2;  Van  Buren,  1;  and  Quain,  2. 

This  form  of  tumor  is  found  only  in  adults,  and  usually  in 
old  people.  It  is,  however,  a  well-recognized  and  distinct 
type  of  tumor,  and  according  to  Kelsey '  should  be  classified 
either  with  the  polypi  or  with  the  warty  growths.  According 
to  Cripps  it  stands  on  the  boundary  line  between  innocent 
'  "  Diseases  of  the  Rectum  and  Anus,"  3d  ed.,  p.  264. 
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polypus  and  the  malignant  adenoma.  It  has  been  variously 
termed  as  griinular  papilloma,  Gosselin;  villous  tumor,  Cur- 
ling; villous  polypus,  Esmarch;  "peculiar  bleeding  tumor," 
Quain,  Kelsey  (loc.  cit.)  says  that  it  consists  of  a  hypertro- 
phy both  of  the  villi  and  of  the  follicles  of  Lieberkuhn,  with  a 
centre  of  connective  tissue  and  generous  vascular  supply;  and 
he  quotes  Dr.  A.  Clark  as  saying  that  the  tumor  is  essentially 
an  outgrowth  of  dense  areolar  tissue,  permeated  by  blood 
vessels,  and  assuming  a  papillary  form,  the  papillae  being  flat- 
tened and  curled  so  as  to  represent  hollow  cylinders  and  being 
clothed  with  layers  of  epithelium,  the  free  layers  being  cylin- 
drical. 

Cripps  '  says  that  the  structure  of  these  growths  is  identical 
with  that  of  adenoid  polypus.  It  has  also  been  well  described 
as  a  lobulated  spongy  mass,  with  long,  villus-like  processes 
studding  its  surface. 

The  question  of  malignancy  in  connection  with  these  tumors 
is  as  yet  unsettled.  They  have  been  known  to  break  away 
from  their  attachment  to  the  bowel  and  to  be  passed.  Nature 
thus  effecting  a  cure.  When  this  does  not  occur  they  will 
usually  cause  death,  due  to  exhausting  hemorrhages,  and  are 
all,  therefore,  in  a  clinical  sense  malignant.  Pathologically 
they  may  become  carcinomatous\  Only  two  such  cases,  how- 
ever, are  reported.  There  is  no  tendency  to  penetration  of  the 
epithelial  cells  into  the  deeper  structures,  but  this  may  occur, 
the  epithelial  cells  invading  and  proliferating  in  the  stroma  of 
the  villi,  thus  giving  rise  to  carcinoma. 

112  South  Seventeenth  street. 


LABOR  COMPLICATED  BY  CONTRACTED   PELVIS,  LARGE 
FIBROMA  OF  UTERUS,  AND   ECLAMPSIA. 


EDWIN  K.  BALLARD,  M.D., 

Assistant  Surgeon  to  the  Hospital  for  Women  of  Maryland, 

Baltimore,  Md. 


During  the  afternoon  of  April  11  I  was  summoned  to  see 
A.  J.,  a  mulatto,  set.  37  years,  the  messenger  stating  that  the 
patient  was  in  confinement  and  very  ill. 

'  "Diseases  of  the  Rectum  and  Anus,"  second  ed.,  p.  299. 
'  Allingham:  "  Diseases  of  the  Rectum,"  sixth  ed. 
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On  arriving  at  her  house  the  patient  was  found  to  be  in 
charge  of  a  midwife,  who  had  been  waiting  a  number  of  hours 
for  something  to  develop,  and  who  seemed  to  think  that,  by 
waiting  sufficiently  long,  labor  would  terminate  spontaneously. 
She  informed  me  that  labor  pains  had  been  feeble,  that  the 
mouth  of  the  womb  was  not  open,  and  that  about  half  an  hour 
previously  patient  had  suffered  a  violent  convulsion.  On 
approaching  to  examine  the  woman  I  found  she  was  partly 
conscious  but  not  rational,  and  several  peculiarities  in  the  case 
immediately  presented  themselves.  The  woman  was  markedly 
rachitic,  with  deformity  of  principal  bones,  tibiae  and  femora 
being  strongly  curved,  and  a  pronounced  lordosis  in  the  sacro- 
lumbar  region.  Palpation  of  abdomen  showed  that  entire 
pelvic  and  abdominal  cavities  were  filled  by  a  large  tumor. 
In  the  right  hypochondriac  region  was  a  bulging  mass  about 
the  size  of  a  cocoanut,  apparently  connected  with  the  larger 
growth,  but  separated  from  it  by  a  sulcus.  On  careful  auscul- 
tation no  sounds  of  fetal  heart  were  audible,  nor  was  any  fetal 
motion  appreciable,  neither  could  a  uterine  souffle  be  detected. 
There  were  small  but  dark  areolae,  without  any  enlargement 
of  Montgomery's  glands,  and  a  pigmented  line  running  down 
the  abdomen.  By  vaginal  examination  the  os  was  found 
dilated  only  sufficiently  to  admit  one  or  two  fingers,  and  there 
was  no  excess  of  vaginal  secretion.  Pushed  up  into  the  ute- 
rus, the  examining  finger  could  feel  nothing  that  even  simu- 
lated a  presenting  fetus.  Uterine  neck  was  not  obliterated, 
and  a  slight  protuberance  was  felt  along  one  margin,  sug- 
gesting an  intrauterine  growth.  The  pelvis  was  found  to  be 
contracted  antero-posteriorly.  From  the  shape  of  the  tumor 
exteriorly  it  appeared  that  if  the  woman  was  pregnant  the 
case  was  one  of  transverse  presentation,  in  which  the  fetus  was 
too  high  up  out  of  the  pelvis  to  be  reached  by  the  examining 
finger  in  vagina.  By  abdominal  examination  no  fetal  parts 
could  be  detected.  If  the  lower  tumor  contained  a  child,  what 
was  the  nature  of  the  mass  protruding  from  under  the  ribs? 
And,  finally,  the  question  arose,  was  the  patient  pregnant  at 
all?  She  was  unconscious  and  could  give  no  account  of  her- 
self, but  her  mother  stated  most  positively  that  she  herself  had 
felt  the  motions  of  the  fetus  on  a  number  of  previous  occa- 
sions. 

Perceiving  that  labor  could  by  no  possibility  be  terminated 
ijhrough  the  natural  outlet,  I  so  explained  to  the  family,  and 
stated  that  the  operation  of  opening  the  abdomen  would  be 
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necessary  to  effect  delivery  and  give  the  patient  a  barely  pos- 
sible chance  for  her  life. 

Dr.  C.  H.  Riley  within  an  honr  kindly  saw  the  case  with 
me,  and  fully  ay:reed  upon  the  necessity  of  the  operation  sug- 
gested as  the  only  means  of  delivery,  as  well  as  affording  a 
means  of  positive  diagnosis.  Soon  after  his  entrance  into  the 
room  the  woman  went  into  another  strong  convulsion.  From 
3  P.M.  of  that  daj'  till  10  p.m.  she  had  twelve  spasms.  Family 
stated  that  her  last  urine  had  been  passed  at  2  p.m.  Upon 
catheterization  at  9  p.m.  no  urine  was  found.  Pelvic  measure- 
ments, as  determined  by  Dr.  Riley,  were  as  follows:  external 
antero-posterior  diameter,  17+  centimetres,  or  about  7  inches; 
distance  between  anterior  superior  spines,  24  centimetres,  9^ 
inches.  Internal  antero-posterior  diameter  measured  by  finger 
2f  inches,  as  well  as  could  be  determined,  the  presence  of  the 
mass  in  the  pelvis  preventing  the  promontory  of  sacrum  from 
being  quite  reached.  As  subsequently  proved  at  operation ,^ 
the  actual  measurement  of  true  conjugate  was  2i  inches.  The 
length  of  the  woman  was  4  feet  10  inches. 

At  10  P.M.  I  operated,  assisted  by  Drs.  Riley,  Yost,  Wells, 
and  A.  D.  Atkinson,  who  had  been  called  to  the  case  simulta- 
neously with  myself.  Through  a  long  incision  the  tumor  was- 
exposed  and  found  to  be  uterine,  but  did  not  present  the 
appearance  of  a  pregnant  uterus,  lacking  the  dark  hue  of  that 
condition.  The  large  nodule  felt  before  operation  over  the 
liver  was  found  to  be  part  of  the  main  growth.  No  indication 
of  a  fetus  could  be  felt,  and  it  became  more  of  a  question  than 
ever  as  to  whether  there  was  a  fetus  in  the  case.  The  whole 
mass  was  lifted  from  the  abdominal  cavity,  the  broad  liga- 
ments ligated  and  the  tumor  amputated  through  its  base, 
hemorrhage  controlled,  and  stump  sutured. 

On  removal  of  tumor  the  upper  part,  which  had  formed  the 
mass  projecting  under  edge  of  ribs  on  right  side,  was  incised 
and  found  to  contain  a  placenta  and  a  dead  fetus  weighing 
6  pounds,  the  whole  tumor  and  placenta,  exclusive  of  fetus,. 
weighing  20  pounds.  Patient  was  profoundly  shocked,  but 
after  stimulation  and  transfusion  of  normal  salt  solution  ral- 
lied, but  did  not  regain  consciousness.  Next  day  she  had 
four  more  spasms  and  the  coma  continued.  All  efforts  to 
stimulate  her  kidneys  to  action  were  unavailing,  and  she  did 
not  secrete  a  drop  of  urine  from  2  p.m.  April  11  till  5  p  M. 
April  12,  when  she  died  of  uremic  coma.  Her  case  seem& 
worthy  of  record  as  furnishing  a  most  unusual  combination  of 
serious  complications  of  labor. 
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It  seemed  unaccountable  that  conception  should  have  oc- 
curred in  the  presence  of  a  uterine  growth  which  must  have 
been  of  considerable  size  before  marriage.  And  it  was  also 
most  unfortunate  that  the  patient  could  not  have  had  the  ben- 
efit of  a  timely  and  perhaps  life-saving  operation,  instead  of 
one  that  was  a  desperate  chance  in  a  sudden  emergency  and 
done  under  most  unfavorable  circumstances. 

855  Park  avenue. 
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The  occurrence  of  convulsions  in  the  adult,  an  event  always 
of  grave  import,  is  never  more  alarming  and  discouraging  than 
immediately  after  the  termination  of  labor.  If  it  take  place 
during  the  later  stages  of  labor,  the  physician  has  at  least  the 
comforting  probability  that  it  is  due  in  some  way  to  the  child's 
presence  i7i  utero,  and  that  delivery,  either  natural  or  artificial, 
will  cause  the  cessation  of  the  convulsive  tendency.  If  it 
occur  after  labor  has  ended,  he  can  ascribe  it  to  no  such  physi- 
ological irritant,  but  is  in  the  dark  as  to  both  its  causation  and 
the  proper  means  of  relief,  and  is  oppressed,  at  this  time  which 
should  be  full  of  happiest  anticipations,  with  the  gloomiest 
forebodings  as  to  the  issue  of  the  case.  Therefore,  although  so 
much  has  been  written  concerning  the  convulsive  seizures  of 
pregnancy  and  the  lying-in  chamber,  I  make  no  hesitation  in 
presenting  to  you  the  following  case,  which  exhibited  the  dis- 
order in  its  gravest  aspects,  yet  terminated  in  full  health;  with 
some  inferences  as  to  the  possible  causation  and  prevention  of 
such  attacks. 

The  patient,  a  healthy-looking  woman  of  23,  in  whose  home 
I  had  for  some  time  been  family  physician,  and  whose  domestic 
surroundings  were  of  the  happiest  description,  the  older  people 
taking  all  unnecessary  care  from  her  shoulders,  came  under 
my  care  on  March  7,  1898,  eight  months  after  her  marriage; 
being  pregnant  thirty  weeks,  as  reckoned  from  the  beginning 

'  Read  before  the  Baltimore  Medical  and  Surgical  Association,  Novem- 
ber 13,  1899. 
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of  the  last  meustrual  period.  She  stated — and  I  have  never 
known  her  to  be  untruthful  or  to  exaggerate  facts — that  she 
had  never  taken  a  doctor's  prescription  in  her  life;  had  never 
had  any  disease  except  measles;. had  never  had  greater  dis- 
turbance at  menstrual  periods  than  could  be  met  by  resting  a 
little;  had  never  had  leucorrhea  nor  any  sign  of  dropsy.  She 
had  during  her  pregnancy  had  a  little  nausea  on  two  or  three 
occasions,  and  sometimes  vomited.  For  two  months  she  had 
had  occasionally,  on  lying  down,  a  twitching  of  lower  limbs 
which  would  compel  her  to  sit  up,  when  it  would  pass  away. 
She  had  to  take  aperient  pills  two  or  three  times  a  week.  She 
slept  well;  appetite  in  last  two  weeks  not  so  good.  Urine  at 
the  date  of  this  first  visit  was  normal,  color  natural,  subacid, 
specific  gravity  1010;  cold  nitric  acid  gave  no  cloud;  micro- 
scope showed  no  sediment  at  all.  In  fine,  my  investigations 
of  the  patient,  fortified  by  her  general  appearance,  made  me 
think  I  had  an  ideally  healthy  parturient  to  deal  with. 

The  only  possible  source  of  danger  lay  in  the  rather  small 
build  of  the  patient.  On  May  13  I  made  external  measure- 
ments of  the  pelvis,  finding  the  interspinal  9f  inches,  that 
between  crests  11  inches,  the  external  conjugate  7-k  inches,  or  a 
deficiency  of  about  a  half-inch  in  each.  Vaginal  examination 
was  refused.  The  child's  head  was  well  fixed  in  the  pelvis, 
the  buttocks  up  near  the  gall  bladder.  The  patient  had  no 
dropsy;  passed  urine  which  looked  normal;  had  normal  appe- 
tite and  sleep;  daily  stools;  felt  no  discomfort  anywhere  in 
body;  walked  out  each  evening. 

As  the  date  of  expected  labor  passed  (May  17)  I  felt  some 
anxiety  lest  an  overgrown  baby  might,  in  the  probably  some- 
what narrowed  pelvis,  cause  serious  parturition  trouble.  On 
the  evening  of  May  26  I  found  labor  in  progress.  The  head, 
in  left  occipito-anterior  position,  had  not  engaged  deeply,  as  in 
normal  first  pregnancy,  but  was  movable  at  the  pelvic  inlet. 
Though  there  was  little  amniotic  fluid,  the  uterus  reached  high 
to  the  ensiform  cartilage.  There  was  a  distinct  souffle  heard 
over  both  sides  of  the  lower  uterine  segment.  The  patient  lay 
propped  up  on  pillows,  unable  to  lie  flat.  (This  high  uterus, 
vessel  souffle,  and  discomfort  I  suspect  all  pointed  toward  a 
large  child. )  The  fetal  heart  beat  normally  at  140.  The  first 
stage  was  carried  through  by  the  uterus  without  considerable 
aid  from  the  abdominal  muscles  and  without  excessive  pain. 
The  lower  parturient  canal  was  dilatable, with  soft,  moist  walls. 
The  cervix  was  thin  and  distensible.  The  urine  was  free;  the 
bowels  had  been  moved  daily  by  the  pills  till  labor  came  on, 
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and  the  patient  considered  the  movements  quite  satisfactory, 
having  been  warned  of  the  importance  of  this  daily  evacuation. 
The  patient  repeatedly  vomited  bilious  matter  throughout  the 
whole  of  the  first  and  second  stages  of  the  labor — a  symptom 
which  I  disliked,  but  which  I  thought  might  be  due  to  the 
pressure  of  a  large  child  on  the  upper  bowel. 

At  4  A.M.  the  cervix  was  wholly  dilated  and  the  bag  of 
waters  projected  sausage-shaped  into  the  lower  vagina.  The 
pains  became  less  frequent,  the  patient  sleeping  between  them, 
I  broke  the  membranes,  and  the  pains  became  stronger  and 
more  frequent.  The  head  came  down  with  excessive  slowness, 
in  normal  position  and  well  flexed,  until  the  scalp  parted  the 
vulva  during  the  pains,  showing  a  scalp  area  of  about  two  and 
a  half  by  one  inch  in  diameter.  It  retired  well  between  pains, 
came  strongly  down  with  them,  but,  while  it  ceased  to  make 
headway,  the  patient's  agony  increased  and  became  continuous 
between  the  pains.  I  tried  to  reach  the  chin  with  finger  in  the 
rectum,  but  even  with  scalp  parting  the  vulva  the  head  seemed 
to  the  rectal  finger  endlessly  long,  and  I  could  not,  after  thrust- 
ing in  the  whole  finger,  reach  beyond  the  hairy  scalp,  and  so 
could  not  use  it  in  aiding  delivery. 

At  6  A.M.  I  found  the  fetal  heart  beating  irregularly  at  70. 
Dr.  Hundley  kindly  giving  me  his  advice  and  chloroforming, 
I  delivered  the  child  with  forceps,  putting  three  sutures  into 
the  resultant  perineal  tear,  which  reached  to  the  rectal  muscle 
and  about  two  and  a  half  inches  upward  into  the  vagina.  The 
head  was  very  large  and  covered  with  a  permanent  suit  of  very 
long  hair.  The  family  reported  child's  weight  at  13^  pounds. 
He  is  still  a  finely  thriving  and  very  vigorous  child.  The 
mother  had  very  little  bleeding  during  delivery,  and  none  after- 
ward except  normal  lochia.  Her  uterus  contracted  well,  her 
pulse  and  temperature  were  good.  The  whole  labor  difficulty 
was  apparently  due  to  the  very  large  size  of  the  child's  head 
and  the  small  pelvis,  which  might,  however,  have  let  a 
smaller,  softer  head  pass  easily. 

At  4  P.M.  of  this  same  day  I  was  summoned  in  haste,  as  the 
mother  had  had  a  convulsion.  I  found  that  she  had  com- 
plained of  headache  during  the  middle  of  the  day,  but  had 
slept  off  and  on  naturally.  She  told  me  later  that  the  spell  oc- 
curred because  she  ' '  could  not  bear  the  headache. "  At  4. 30  P.  M. 
the  temperature  in  axilla  was  100.3°,  pulse  120  and  hard,  respi- 
ration 28.  I  drew  off  the  urine  at  this  time,  finding  it  very 
abundant,  acid,  of  normal  color,  specific  gravity  1010,  con- 
taining neither  casts  nor  cells  under  microscope,  but  giving, 
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both  with  the  cold  nitric  acid  and  with  the  heat  and  acid  tests, 
a  very  slight  opalescence  of  albumin.  This  seemed  to  me  to 
be.  not  the  albuminuria  of  nephritis,  but  that  following  con- 
vulsive states.  The  convulsion  had  been  a  full  one,  with 
tongue-biting.  She  remembered  only  the  twitching  of  the 
right  arm  with  which  it  began.  I  gave  her  a  hypodermatic  of 
morphia  one-eighth  of  a  grain,  atropia  one-three-hundredth  of 
a  grain. 

At  about  6  o'clock  Dr.  Hundley  saw  her  with  me  again.  We 
found  her  conscious,  with  persistent  headache.  It  seemed  to 
us  that  the  kidneys  and  parturient  tract  were  not  at  fault,  but 
that  there  must  be  an  acute  intestinal  poisoning  of  a  nervous 
system  worn  out  with  a  hard  labor.  We  gave  morphia  one- 
quarter  of  a  grain,  atropia  one-one-hundred-and-fiftieth  of  a 
grain  hypodermatically,  and  directed  that  thirty  grains  of 
chloFal  and  forty  grains  of  potassium  bromide  should  be  taken 
every  two  hours,  beginning  at  8  p.m.  Dr.  Hundley  then  re- 
turned home.  Under  these  remedies  the  convulsions  returned, 
seven  or  eight  occurring  between  our  consultation  and  mid- 
night. All  were  general  and  violent,  and  at  one  time  there 
was  a  "status  epilepticus"  (consciousness  not  returning  be- 
tween the  convulsions),  which  yielded  to  chloroform  inhalation. 
Vomiting  occurred  from  time  to  time,  so  that  it  was  uncertain 
how  much  of  the  chloral  mixture  was  retained.  At  11  p  m.  (a 
convulsion  having  occurred  after  the  chloroform  had  restored 
consciousness)  I  bled  at  the  bend  of  each  elbow,  as  had  been 
agreed  on  at  the  consultation,  but,  being  inexpert  in  the  prac- 
tice, got  altogether  not  more  than  three  ounces  of  blood.  This 
bleeding  did  much  to  soften  the  pulse  and  helped  to  quiet  the 
tendency  to  spasms.  I  believe  there  were  no  convulsions  after 
the  bleeding. 

Believing  that  the  patient  would  not  be  safe  from  the  con- 
vulsive tendency  until  free  bowel  cleansing  was  obtained,  I 
had  given  at  7.30  p.m.  a  half-drop  of  croton  oil  in  sweet  oil  on 
the  tongue,  and  repeated  this  dose  at  8  P.M.  Later  I  had 
placed  five  grains  of  calomel  in  powder  on  the  tongue.  At  1 
A.M.,  the  convulsions  having  ceased,  but  the  condition  of  the 
patient  still  threatening  their  return,  I  gave  to  the  now  con- 
scious patient  a  drop  of  croton  oil  in  improvised  bread  pill  on 
the  tongue,  and  at  4  a.m.,  the  stomach  having  quieted,  a 
strong  vegetable  cathartic  pill.  At  about  6  A.M.  the  bowels 
acted  gently  for  the  first  time,  with  a  foul-odored  passage,  and 
two  or  three  easy  passages  followed  at  intervals  during  the  fore- 
noon.    The  headache  and  nausea  hardly  recurred  at  all  after 
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this  purging,  and  it  seemed  to  render  permanent  the  good  ef- 
fect of  the  bleeding.  I  kept  up  a  gentle  aperient  action  with 
less  powerful  drugs  during  this  and  the  following  day,  the 
temperature  standing  about  99^'',  the  respiration  being  about 
20,  and  the  pulse  108  and  still  slightly  hard  and  nervous. 

On  the  third  day  the  milk  came  freely  in  full  breasts,  and 
she  thenceforth  for  many  months  wholly  nourished  her  vigor- 
ous child  on  the  breast  with  great  satisfaction  to  both  parties. 
The  urine  continued  free  and  seemed  in  every  way  normal  to 
the  attendants.  From  the  fifth  daj'  for  about  two  weeks  there 
was  a  temperature  rise,  which  was  considered  by  me  and  by 
an  experienced  adviser  to  be  a  simple  "  surgical  fever''  from 
the  laceration  of  the  cervix  and  perineum,  and  from  a  tear, 
made  apparently  by  the  forceps  blade,  running  along  the  side 
of  the  vagina  near  its  roof  from  a  point  close  by  the  vulva  to 
the  cervical  region.  It  is  separate  from  the  perineal  tear. 
Under  antiseptic  washing  of  cervix  and  vagina  the  tempera- 
ture soon  came  to  normal  as  the  parts  healed.  The  lochial 
discharge  was  at  no  time  offensive.  A  year  after  this  confine- 
ment I  met  the  patient  and  was  much  pleased  with  her  vigor- 
ous appearance.  She  was  feeling  perfectly  strong  and  looked 
a  rosy  cheeked,  healthy  girl. 

Bejiections  upon  the  Case  Presented. — There  are  two 
points  in  the  case  which  seem  worthy  of  especial  notice.  First, 
the  causation  of  the  attacks.  I  think  it  is  pretty  well  settled 
that  for  convulsions  in  the  adult  (I  am  not  sure  that  this  is  not 
true  of  epilepsy,  which  is  not  now  under  consideration)  there 
must  be  usually  at  least  two  coincident  causes:  one,  which  pre- 
disposes the  nervous  system  to  excessive  action;  the  other,  an 
immediate,  exciting  cause.  The  predisposing  cause  is,  I  think, 
not  usually  able  of  itself  to  bring  on  a  convulsion,  as  it  is  a 
comparatively  long-existing  condition  and  the  nervous  system 
has  gotten  used  to  it.  This  predisposing  cause  may  be  an  inher- 
ited state  of  nerve  tissue  or  of  nerve  nutrition;  or  may  be  an 
acquired  irritation  of  the  nerve  centres,  as  a  chronic  inflam- 
mation, the  disturbance  left  by  an  old  wound,  the  retention 
materials  of  a  long-standing  nephritis,  the  unwholesome  state 
involved  in  chronic  alcoholism,  or  some  other  blood-polluting 
or  nerve  exhausting  cause  of  considerable  duration. 

When  to  this  predisposing  cause  the  immediate  cause  is 
added,  a  convulsion  occurs,  and  convulsions  continue  to  occur 
as  long  as  this  immediate  cause  acts,  when  they  cease  and 
the  patient  goes  back  to  his  chronic  state  with  its  original  symp- 
toms, having  another  onset  of  convulsions  only  if  the  imme- 
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diate  cause  agaiu  comes  into  play  while  the  predisposing  cause 
still  obtains.  Neither  the  predisposing  cause  nor  the  immediate 
cause  can  of  itself,  as  a  rule,  occasion  convulsions.  If  this  is 
true,  as  I  believe  it  is,  it  is  an  extremely  important  fact  as 
concerns  the  relief  of  the  convulsions,  as  I  will  explain  when  I 
speak  of  treatment.  Among  immediate  causes  may  be  classed 
extreme  pain  or  agony,  (perhaps)  exsanguination  by  excessive 
blood  loss,  mental  shock,  acute  nephritic  disorders  (perhaps),  a 
very  foul  atmosphere,  and  acute  stercoremia.  I  have  records 
of  several  cases  in  which  the  predisposing  cause  was  nephritis 
and  the  immediate  cause  acute  stercoremia,  several  others  in 
which  the  predisposing  was  chronic  alcoholism  and  the  imme- 
diate cause  the  acute  stercoremias  of  influenza,  and  one  case 
where  the  predisposing  cause  seemed  to  be  nephritis  and  the 
immediate  cause  the  agony  of  a  non- progressing  severe  second 
stage  of  labor  where  the  head  failed  to  engage  well  in  the  pelvic 
cavity. 

In  the  case  which  I  have  now  brought  before  you  I  believe 
that  the  predisposing  cause  was  the  nerve  exhaustion  of  a 
severe,  protracted  instrumental  labor,  and  the  immediate  cause 
an  acute  stercoremia.  Although  the  grandmother  and  an 
aunt  have  sensitive  kidneys  (showing  albuminuria  on  occasion), 
the  patient  in  the  history  I  have  given  shows,  I  think,  no  clear 
sign  of  nephritis.  Her  normal  kidney  and  health  record  in 
pregnancy;  the  absence  of  sediment  and  of  more  than  the 
faintest  nebulosity  in  the  abundant  urine,  tested  after  a  severe 
labor  and  a  convulsion;  and  her  perfect  lactation  record,  with 
return  of  fine  general  health  and  ruddy  beauty,  seem  to  contra- 
indicate  nephritis.  There  was  no  sepsis  from  the  genital  tract, 
as  shown  by  the  wholesomeness  of  the  discharges,  the  quick 
healing  of  her  extensive  wounds,  the  perfect,  full  lactation,  the 
rapid  return  of  general  health.  Moreover,  the  short  interval 
after  labor,  in  absence  of  foul  discharge,  pointed  away  from 
blood  sepsis  from  this  source.  The  patient's  general  nervous 
system  was,  and  is,  excellent  in  its  stability.  She  certainly  was 
greatly  exhausted  by  the  hard  labor,  as  every  woman  must  be 
as  concerns  nerve  force. 

As  the  labor  was  over  and  there  was  no  pain  nor  sense  of 
discomfort  and  no  abnormal  oozing  of  blood,  I  do  not  believe 
the  immediate  cause  of  the  spasms  was  connected  with  the  par- 
turient tract  or  the  effects  of  labor  shock.  There  was  no  emo- 
tional strain  brought  to  bear  upon  the  patient  after  labor.  The 
room  was  well  ventilated,  it  being  daylight.  There  was,  how- 
ever, some  disorder  in  the  digestive  tract,  as  shown  by  the 
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continual  bilious  vomiting  during  the  labor;  and  there  was  the 
expulsion  of  a  very  foul  stool  (coincident  with  marked  relief 
from  the  convulsive  disposition,  as  shown  by  hard  pulse,  head- 
ache, nausea)  in  a  patient  whose  normal  accumulations  in  the 
rectum  had  been  daily  removed  by  her  purgative  pills.  It  may 
have  been  an  old  decaying  accumulation  in  the  cecum,  whose 
poisons  got  sudden  access  to  the  blood  stream  during  the  ex- 
haustion and  circulatory  relaxation  following  the  emptying  of 
the  uterus.  Croton  oil  will  remove  such  accumulations,  as  I 
have  many  times  observed,  when  ordinary  purges  pass  by 
them  into  the  rectum. 

The  other  point  of  interest  in  the  case  is  the  treatment  used. 
Bold  therapeutics  is  as  much  demanded  in  vital  emergencies 
as  is  gentleness  in  ordinary  cases.  I  believe  that  with  the  or- 
dinary measures  advised  by  some  standard  text  books  my 
patient  might  have  died.  (Her  only  hope  would  have  been  the 
possible  self -limitation  of  convulsive  states,  which  seems  occa- 
sionally to  occur. )  An  authority  of  some  years  back,  Leish- 
man,  says  of  postpartum  convulsions:  "Full  doses  of  chloral 
or  opium,  the  administration  of  chloroform,  cold  to  the  head, 
perfect  rest  and  quiet,  and  the  emptying  of  the  bowels,  if  neces- 
sary, by  a  simple  enema,  are  the  main  points  to  be  attended 
to."  Lusk,  who  is  still  an  authority,  and  usually  a  wise  guide, 
says:  "In  the  treatment  of  convulsions  during  the  childbed 
period  the  agents  used  should  be  opium,  chloral,  veratrum,  or 
digitaUs.  Chloroform  and  venesection  should  be  employed 
with  extreme  caution,  if,  indeed,  they  are  ever  entitled  to  con- 
fidence at  that  time."  The  only  agent  worthy  of  consideration 
in  the  above  lists  of  remedies  that  I  did  not  try  was  veratrum 
viride.  It  was  mentioned  by  Dr.  Hundley,  but,  having  no 
experimental  acquaintance  with  it,  I  preferred  the  drug  in 
which  I  had  learned  to  trust  for  softening  of  the  pulse  and 
stoppage  of  the  convulsive  status.  Veratrum  is  certainly  a 
drug  which  acts,  when  it  acts,  along  very  dangerous  lines.  It 
has,  I  learn  from  text  books,  to  be  vigorously  pushed  until 
heart- weakening  begins,  and  then  tends  to  produce  emesis.  It 
is  evident  that  the  amount  of  such  a  drug  absorbed  from  the 
stomach  by  a  patient  already  frequently  vomiting  is  very  un- 
certain, and  it  is  clear  that  if  there  was,  as  we  believed,  a 
poisoning  mass  in  the  large  bowel,  veratrum  could  not  cure  by 
simply  lowering  arterial  tension.  The  same  is  true  of  blood- 
letting, which  latter,  if  moderate,  goes  well  with  purging;  and, 
indeed,  the  old-time  doctors  so  used  it.  I  should  not  care  to 
give  a  strong  purge  after  depressing  the  pulse  and  heart  by 
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veratrum.  Hot  baths  were  undesirable,  as  favoring  hemor- 
rhage; and  high  enemata  were  not  readily  attainable  nor 
likely  to  be  free  from  harm  in  a  patient  just  over  a  hard  for- 
ceps labor  and  with  a  deeply  sown  perineum.  On  careful 
review  of  the  case  I  believe  that  venesection  sufficient  to 
lower  arterial  pressure  by  nerve  reflex,  and  stopping  well  of 
exhaustion  and  heart  weakness  of  large  blood  loss,  with  croton 
oil  just  sufficient  to  carry  off  the  septic  mass,  was  the  correct 
treatment  for  stopping  the  convulsive  tendency.  With  a  less 
robust  parturient  I  would,  of  course,  use  still  greater  care  not 
to  excessively  weaken  the  heart.  I  am  inclined  to  think  that 
however  valuable  morphia  may  be  in  convulsions  from  other 
sources,  in  those  from  fecal  poisoning  it  is  either  inert,  of  very 
brief  benefit,  or  positively  harmful  in  rendering  the  intestines 
still  less  ready  to  part  with  their  poisonous  contents. 

I  have  determined  in  future,  whenever  I  have  reason  to  be- 
lieve that  a  patient  is  on  the  verge  of  incipient  labor,  to  advise 
her  to  take  a  good  dose  of  castor  oil,  followed  by  such  other 
simple  measures  as  will  insure  a  thorough  cleaning-out  of  the 
large  bowel.  The  possible  bringing-on  of  labor  at  this  time 
by  the  purge  would  be  no  disadvantage,  and  the  additional 
security  against  complications  of  intestinal  origin  would  com- 
pensate for  the  nastiness  of  the  dose.  Especially  is  this  desir- 
able in  cases  where  for  the  daily  stool  it  has  been  deemed 
necessary  to  take  one  of  the  milder  aperient  pills  at  bedtime 
each  night. 
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The  diagnosis  of  extrauterine  pregnancy  is  frequently  made 
at  the  present  time.  Very  often  after  operation  the  pathologi- 
cal and  microscopical  evidence  of  the  correctness  of  the  diag- 
nosis is  brought  forward.     Some  unusual  features  that  were 
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observed  in  three  cases  which  are  herewith  reported  may  jus- 
tify their  publication.  These  cases  came  under  my  observa- 
tion during  the  year  1899  at  the  German  Hospital. 

Case  I. — Mrs.  S.,  set.  23.  Menstruation:  first  at  13  years 
of  age;  every  three  weeks,  four  days  at  a  time;  discharge  pro- 
fuse and  dark;  on  the  first  day  of  the  flow  severe  pain.  Since 
marriage,  pain  has  become  decidedly  lessened.  Last  menses 
August  10.  Patient  married  five  years;  one  female  child,  4 
years  of  age;  labor  normal;  mastitis  right  breast;  nursed  nine 
months.  General  health  has  always  been  good.  Prior  to  the 
present  attack  there  has  been  a  constant  "drawing"  pain  in 
right  side  and  back;  this  dates  back  to  the  birth  of  the  child. 

Present  Illness. — -August  22,  while  patient  was  sitting  quietly 
upon  a  chair,  agonizing  pains  commenced  in  the  abdomen,  of  a 
bearing-down  character.  During  a  period  of  four  weeks  the 
pains  recurred  at  intervals  of  two  or  three  days.  September 
22  a  hemorrhage  per  vaginam  commenced;  the  discharge  was 
dark,  clotted,  and  very  offensive.  On  the  evening  of  the  22d 
a  lump,  looking  like  a  membrane,  came  away.  Next  day  a 
lump,  which  the  patient  describes  as  looking  like  a  piece  of 
kidney  and  of  about  the  length  of  a  finger,  was  passed.  In 
the  interval  between  September  23  and  October  3  the  flow  con- 
tinued interruptedly.  October  3  the  patient  was  conveyed  to 
the  hospital.  She  had  no  subjective  signs  of  being  gravid ; 
temperature  101°,  pulse  104. 

Uterus  small  and  immovable;  pushed  to  the  left,  forward, 
•and  upward.  Right  side  of  pelvis  presents  a  round,  fluctu- 
ating tumor,  reaching  half-way  to  the  umbilicus  and  back  to 
the  cul-de-sac;  left  side  appears  to  be  normal.  Diagnosis  was 
ileft  uncertain  between  tumor  of  the  ovary  and  ectopic  gestation. 
October  7,  celiotomy.  Incision  in  median  line.  There  was 
found  a  tumor,  bluish  in  appearance,  attached  to  the  right 
-side  of  the  uterus.  The  right  tube  remained  on  top  of  it.  At 
the  uterine  end  the  tube  was  small,  but  about  an  inch  from  the 
alter  us  it  gradually  grew  as  large  as  a  thumb  and  bluish;  it 
•disappeared  in  the  tumor. 

The  tumor  was  adherent  to  the  broad  ligament;  it  was  eas- 
ily peeled  off,  clamped,  and  cut  away.  During  manipulation 
it  was  ruptured  and  dark,  liquid  blood  escaped;  a  number  of 
blood  clots  were  removed.  The  arteries  were  singly  ligated 
with  catgut.  Then  the  cut  in  the  broad  ligament  was  united 
with  catgut,  and  the  uterine  end  of  the  tube  was  buried  under 
the  peritoneum.     Left  ovary  and  tube  were  found  to  be  normal, 
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only  there  were  a  great  manj''  cobweb  adhesions  between  the 
tube  and  ovary  and  the  pelvic  peritoneum,  which  were  sep- 
arated and  cut  awa3^  Abdomen  closed  in  tiers.  Recovery 
was  uninterrupted.  Patient  left  the  hospital  October  31,  1899. 
Pathologist's  Report. — "The  specimen  consists  of  right 
adnexa  and  some  loose  blood  clots.  Fallopian  tube  is  9  cen- 
timetres long;  its  uterine  third  does  not  admit  probe  and  is 
three-fourths  of  a  centimetre  in  diameter;  its  abdominal  two- 
thirds  is  patulous  and  1^  centimetres  in  diameter.  Mesosalpinx 
is  thickened  and  closely  adherent  to  tube.  At  its  abdominal  end 
tube  opens  into  a  large,  ovoid  sac  10  by  7^  by  5  centimetres  in 
diameter.  This  sac  is  covered  externallj''  by  thickened,  ragged 
tissue,  evidently  the  distorted  mesosalpinx,  and  is  irregularly 


Fig.  1.— Case  I.    Tubal  abortion.    Inside  view.    M,  mole. 

sacculated  by  bands  of  this  tissue.  Its  internal  surface  is  rough 
with  the  remains  of  adherent  blood  clots;  and  attached  to  this 
surface  at  its  inner  end,  superiorly,  is  an  ovoid,  organized  blood 
clot  6^  by  4  by  3  centimetres  in  diameter.  The  inner  half  of 
sac  is  thick,  firm  tissue,  and  ends  on  the  internal  surface  in  a 
thick,  circular  band,  this  much  of  the  sac  being  apparently 
tubal  tissue.  The  outer  half  of  sac  is  very  thin  and  friable. 
Attached  to  the  posterior  inferior  surface  of  sac  externally  is  a 
normal  ovary. 

''  Microscopical  Examination. — Section  of  the  uterine  end 
of  Fallopian  tube  shows  small  round-cell  infiltration  of  mucous 
membrane  and  extensive  polypoid  proliferation,  with  the  forma- 
tion of  follicles,  which  are  mostly  lined  with  a  single  layer  of 
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columnar  epithelium.  The  muscular  and  serous  coats  are  nor- 
mal and  the  lumen  open.  Section  from  the  inner  part  of  sac 
shows  this  to  be  Fallopian  tube,  with  extensive  small  round- 
cell  infiltration  of  all  its  coats.  Its  mucous  membrane  shows 
again  polypoid  proliferation,  with  much  heaping-up  of  epi- 
thelial cells,  producing  a  glandular  appearance.  There  is 
great  hypertrophy  of  the  muscular  coat  and  wrinkling  of  the 
«erous  coat. 

"  Section  of  the  outer,  thin  part  of  sac  shows  only  fibrous 
■connective  tissue  with  many  newly  formed  blood  vessels  and  a 
few  muscle  fibres. 

"  Section  of  the  tubal  part  of  sac,  at  the  point  of  attachment 
of  the  ovoid,  organized  blood  clot,  shows  small  round-cell  in- 


FiG.  2.— Case  I.    Tubal  abortion.    S,  site  of  mole;  T,  tube;  O,  ovary. 

filtration  of  all  its  coats,  the  muscular  coat  much  thinned,  in 
some  places  no  muscle  fibres  being  present.  The  mucous  mem- 
brane shows  great  increase  of  blood  vessels;  its  epithelium  in 
many  places  is  gone,  and  where  present  the  cells  are  flattened 
and  the  cell  boundaries  often  indistinct.  Penetrating  the  mu- 
cous membrane  and  overlying  it  are  large  round  and  oval 
decidual  cells,  irregularly  placed;  with  these  are  also  chorionic 
villi,  many  of  these  being  partly  necrotic  in  the  centre  and 
showing  much  heaping-up  of  epithelial  cells  in  the  outer  layer, 
and  also  some  giant  cells,  some  of  these  being  free  in  the  inter- 
villous spaces. 

*'  Section  of  ovary  shows  normal  ovarian  tissue. 
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'*  Diagnosis:  Chrouic  follicular  eudosalpingitis;  tubal  abor- 
tion." 

Case  II. — Mrs.  L.,  iBt.  25.  Menstruation:  first  at  14  j^ears 
of  age;  regular,  twenty-eight  days;  duration,  four  or  five  days;, 
quantity  normal;  no  pain.  Last  menstruation  August  26, 
only  one  day.  General  health  has  always  been  well.  Married 
two  years;  no  children;  no  miscarriage. 

Present  Illness. — On  the  evening  of  July  26,  while  at  the 
theatre,  she  was  attacked  by  a  sudden  and  very  severe  pain  in 
her  abdomen  which  she  can  locate  in  no  particular  spot.  She 
was  overcome  with  weakness,  felt  suddenly  hot,  a  sweat  broka 
out,  and  she  was  with  difficulty  able  to  leave  the  building. 
Hot-water  applications  relieved  the  pain  somewhat,  and  next 
morning  she  arose  at  the  usual  time.  She  was  too  weak,  how- 
ever, to  continue  up,  and  took  to  her  bed  again.  During  the 
interim  between  July  27  and  September  14,  the  date  of  her 
admission  to  the  German  Hospital,  she  was  alternately  on  her 
feet  and  in  bed.  At  intervals  she  was  attacked  by  the  same 
pain  that  overcame  her  while  attending  the  theatre.  There 
were  no  discharges,  but  the  patient's  weakness  was  extreme. 
September  12  sudden  pains,  more  violent  than  any  that  had 
preceded  them,  manifested  themselves.  The  patient  was  com- 
pletely "doubled  up"  in  agony.  September  14  the  patient 
was  brought  to  the  hospital.  She  never  experienced  any  signs 
of  pregnancy. 

Status. — September  17,  temperature  102°,  pulse  120.  The 
abdominal  walls  are  extremely  painful  to  touch;  a  mass  is  felt 
from  the  outside,  reaching  close  to  the  umbilicus,  rather  dif- 
fuse, filling  the  whole  of  the  suprapubic  region.  The  uterus  is 
found  pushed  forward,  small,  immovable.  Appendages  can- 
not be  mapped  out;  the  Douglas  cul-de-sac  is  filled  with  a  very 
sensitive  infiltration,  which  is  irregular,  hard  in  some  places,, 
and  in  others  giving  the  sense  of  not  very  distinct  fluctuation. 
The  diagnosis  of  periuterine  hematocele  after  ruptured  tubal 
pregnancy  is  made.  The  treatment  was  entirely  expectant. 
The  fever  subsided;  pulse  became  lower;  the  diffuse  mass  be- 
came more  distinct  and  smaller;  pain  on  touch  persisted.  The- 
examination  through  the  vagina  showed  only  little  change;  it 
appeared  as  if  fluctuation  became  more  apparent.  It  was  de- 
cided to  operate  through  the  vagina. 

September  28,  after  careful  preparation,  the  Douglas  cul-de- 
sac  was  exposed,  a  transverse  incision  made,  the  vagina  de- 
tached, and  a  trochar  pushed   into   the  presenting,   bulging 
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mass.  Thick,  dark  blood  escaped.  The  cul-de-sac  was  then 
entered  with  the  finger,  and  it  was  found  that  the  uterus  could 
be  very  well  felt  and  mapped  out  after  detaching  it  from  the 
surrounding  tissue.  A  free  space  was  thus  made  between  the 
uterus  and  the  mass,  which  latter  gave  to  the  finger  the  im- 
pression of  an  ovarian  tumor;  it  was  therefore  decided  to  re- 
move this  tumor  through  an  abdominal  incision  above  the 
pubes.  This  was  made  and  a  dark-red  tumor  presented  itself, 
part  of  which  was  entirely  free;  the  lower  segment,  however, 
was  adherent.  In  order  to  reduce  it  in  size,  a  trochar  was 
pushed  into  it;  only  dark  blood  escaped.  It  was  then  ripped 
open  with  the  finger  and  a  good  deal  of  coagulated  blood  re- 
moved. The  enucleation  of  the  tumor  was  done  by  beginning 
the  separation  from  the  left  side  and  from  the  uterus,  working 
toward  the  upper  end  of  the  broad  ligament.  The  cul-de-sac 
was  entered  and  the  tumor  without  great  difficulty  freed  until 
the  upper  end  of  the  broad  ligament  was  reached;  here  were 
found  very  close  adhesions  with  the  cecum,  and  it  was  dis- 
covered that  the  thickened  vermiform  appendix  was  matted 
with  the  tumor.  Separation  of  the  cecum  had  to  be  done  with 
extreme  care.  Some  shreds  of  the  tumor  remained  on  the  sur- 
face of  the  intestine;  in  other  places  the  peritoneal  covering  of 
the  cecum  was  accidentally  removed,  requiring  a  number  of 
fine  catgut  stitches  over  the  intestine.  The  appendix  was  re- 
moved with  the  thermocautery  after  ligation.  The  most  con- 
spicuous feature  of  this  enucleation  was  that  all  the  tissues 
involved  were  extremely  friable,  the  tumor  as  well  as  the 
tube  and  ovary;  besides,  everything  was  indistinctly  mixed  up. 
The  broad  ligament  was  tied;  several  bleeding  vessels  were 
caught  and  ligated. 

The  left  ovary  and  tube  were  found  to  be  adherent  every- 
where; they  were  simply  freed  from  the  adhesions,  and,  being 
normal,  were  left  in  situ.  There  was  a  very  free  hemorrhage 
from  the  surface  of  the  uterus  where  the  tumor  had  been  de- 
tached; also  in  the  Douglas  cul-de-sac.  Tamponade  drainage 
was  therefore  made,  and  a  strip  of  iodoform  gauze  brought  out 
through  the  vagina  and  another  through  the  lower  end  of  the 
wound.  The  abdomen  was  quickly  closed  with  a  number  of 
through-and-through  silk  sutures,  the  lowest  suture  being  left 
untied.     The  patient  stood  the  operation  very  well. 

Recovery  was  uninterrupted;  in  the  first  few  days  after 
operation  the  pulse  ran  very  high,  160;  patient  was  very  weak, 
but  soon  everything  was  well;  she  left  the  hospital  October  26. 
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Specimen. — "  The  specimen  consists  of  right  adnexa,  a  large 
cyst,  and  vermiform  appendix.  Fallopian  tube  is  6^  centi- 
metres long,  with  its  uterine  fifth  apparently  closed,  and  its 
outer  four-tifthg  dilated  and  correspondingly  thinned.  At- 
tached to  the  internal  surface  of  this  dilated  part  of  tube  is 
an  ovoid,  organized  blood  clot  0  by  4  centimetres  in  diameter. 
The  right  ovary  is  separate  from  the  other  parts  of  specimen 
and  of  normal  appearance. 

"  The  cyst  is  irregularly  ovoid,  15  by  9  centimetres  in  diam- 


M 


Fig.  3. — Case  II.    Tubal  abortion  and  tumor  of  ovary, 
formis;  T,  tube. 


M,  mole;  A,  appendix  vermi- 


eter,  and  presents  one  main  sac  with  a  smaller  communicating 
one.  Its  walls  are  much  sacculated,  very  friable,  and  contain 
numerous  small  cysts  filled  with  blood  and  gelatinous  sub- 
stance; walls  vary  in  thickness  from  i  to  2|  centimetres. 
Main  cyst  was  filled  with  blood  clots,  which  have  been  re- 
moved. Vermiform  appendix  is  5  centimetres  long,  1^  centi- 
metres in  diameter,  and  shows  thickened  walls. 

"Microscopical  Examination.— Section  of  Fallopian  tube 
just  before  its  dilatation  shows  its  lumen  nearly  closed;  its 
mucous  membrane  well  preserved,  even  the  cilia  of  the  epithe- 
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lial  cells  being  present  in  many  parts,  and  no  proliferative 
changes.  Its  muscular  coat  shows  extreme  hypertrophy,  and 
its  serous  coat  moderate  hypertrophy  with  wrinkling. 

"  Section  of  Fallopian  tube  at  point  of  attachment  of  its 
<;ontained  blood  clot  shows  thinning  of  muscular  coat; 
changes  of  mucous  membrane  similar  to  those  already  de- 
scribed of  placental  site  in  Case  1;  decidual  cells  and  chorionic 
villi,  some  of  these  being  necrotic. 

'•  Section  of  ovary  shows  normal  ovarian  tissue. 

"  Section  of  wall  of  cyst  shows  fibrous  connective  tissue 
and  numerous  small  cysts,  some  of  these  lined  with  a  single 
layer  of  columnar  epithelium,  others  with  several  layers  of 
flattened  epithelium. 

"Section  of  vermiform  appendix  shows  small  round-cell  in- 
filtration of  all  coats;  its  mucous  membrane  fairly  well  pre- 
served. The  most  marked  change  is  the  extreme  hypertrophy 
of  muscular  and  serous  coats. 

''Diagnosis:  Chronic  interstitial  salpingitis;  tubal  abortion; 
multilocular  glandular  cystoma  of  ovary,  which  has  originated 
from  a  separated  portion  of  right  ovary  or  from  a  third  ovary; 
chronic  interstitial  appendicitis." 

Case  III. — Mrs.  H.,  set.  31;  married.  First  menstruation 
at  12  years  of  age;  regular;  no  pains.  Two  miscarriages. 
One  child;  instrumental  delivery.  Has  some  leucorrhea.  Her 
general  health  is  fair. 

She  entered  the  German  Hospital  on  January  4,  1899.  She 
was  then  flowing  at  her  regular  time;  nothing  abnormal  was 
noticed  with  the  flow.  She  had  been  taken  sick  about  two 
weeks  before  with  pain  in  the  right  side  of  her  abdomen,  and 
fever;  her  case  was  diagnosed  as  appendicitis,  and  she  came  to 
the  hospital  to  have  the  operation  for  appendicitis  performed. 
Temperature  101°,  pulse  112. 

Patient  complains  about  pain  in  the  right  inguinal  region. 
She  presented  the  following  status:  Abdomen  flat.  Three 
fingers'  breadth  above  the  pubis  a  resistance  is  palpated, 
reaching  somewhat  higher  up  on  the  right  side;  it  feels  hard, 
appears  to  be  immovable;  pressure  is  painful.  Perineum  is 
lacerated;  uterus  small;  fundus  pushed  to  the  left  side,  appa- 
rently not  enlarged.  Left  appendages  cannot  be  clearly  out- 
lined. Right  appendages  are  taken  up  by  a  round  thickening 
which  is  identical  with  the  one  felt  on  the  outside,  reaching 
down  into  the  Douglas,  where  fluctuation  apparently  is  per- 
ceptible. Diagnosis  uncertain;  to  clear  up  the  case,  on  Janu- 
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ary  9  chloroform  is  giveu.  The  mass  is  mapped  out  more 
clearly;  aspiration  through  the  vagina  is  negative.  Diagnosis: 
cystic  ovary;  extrauterine  pregnancy  was  also  taken  into  con- 
sideration. 

January  14,  operation.  Ether;  incision  in  median  line.  It  is 
found  that  the  uterus  is  pushed  toward  the  left  and  forward, 
and  turned  on  its  longitudinal  axis;  it  runs  nearly  sagittally  in 
its  transverse  diameter.  On  the  right  side  of  uterus,  reaching 
from  the  pubis  half-way  to  the  umbilicus  and  a  little  over  the 
median  line,  a  round,  bluish  tumor  is  visible,  over  which  the 
broad  ligament  is  stretched.  The  tube  is  hard,  thickened,  and 
running  in  its  entire  length  over  the  tumor,  disappearing  intO' 
it  at  the  abdominal  end.  There  are  a  few  adhesions  with  the 
intestines;  the  appendix  vermiformis  with  its  lower  end  is- 
adherent  to  the  tumor.  It  is  found  that  the  tumor  adheres  to- 
the  broad  ligament,  pelvic  wall,  and  uterus.  The  adhesions 
are  separated,  under  the  control  of  the  eye,  with  fingers  and 
scissors.  During  the  process  of  enucleation  the  tumor  ruptures 
in  several  places  and  coagulated,  dark  blood  escapes.  When 
freed  everywhere  but  from  the  ligament  and  uterus,  clamps 
are  applied,  oue  on  the  ligamentum  infundibulo-pelvicum,  an- 
other on  the  uterus,  then  the  tumor  is  cut  away.  The  tube 
stump  is  excised  from  the  uterus,  a  few  arteries  are  caught 
with  artery  forceps  and  tied  with  catgut,  and  the  clamps  are 
released.  A  few  mattress  stitches  are  put  over  the  broad  liga- 
ment, starting  from  the  uterus.  The  inspection  of  the  left  side 
shows  that  the  tube  and  ovary  are  buried  down  in  adhesions. 
The  ovary  appears  normal;  the  tube  at  its  abdominal  end  is 
closed;  it  is  enlarged  in  the  shape  of  a  retort — sactosalpinx 
serosa.  Tube  and  ovary  are  closely  adherent.  The  ovary,  at 
the  end  where  the  tube  is  adherent,  is  the  seat  of  a  corpus 
luteum.  Tube  and  ovary  are  freed  from  adhesions,  and  an 
incision  is  made  in  the  abdominal  end  of  the  tube.  The  lumen 
of  the  tube  is  thus  exposed  and  the  thickened,  fimbriated  end 
is  excised;  the  corpus  luteum  is  also  cut  off  the  ovary.  With 
running  stitch  the  wound  in  the  ovary  is  closed;  another  run- 
ning stitch  brings  the  mucous  membrane  of  the  tube  into  appo- 
sition with  its  serous  coating.  In  the  pelvis  a  troublesome 
bleeding  occurs  in  the  depth  of  the  Douglas  pouch.  A  cloth 
wrung  out  in  hot  water  is  put  in  tightly,  but  thermocautery 
has  to  be  applied  to  stop  this  bleeding.  Then  the  abdomen  is 
closed  in  tiers. 

Recovery   was  uninterrupted;  patient  left  the  hospital  on 
February  4. 
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*'  The  specimen  consists  of  right  adnexa,  including  an  ova- 
rian cyst  with  a  blood  clot.  Fallopian  tube  is  11  centimetres 
long;  its  uterine  third  is  not  patulous,  but  its  outer  two-thirds 
gradually  dilates  until  at  its  abdominal  end  its  diameter  is  4 
centimetres.  This  abdominal  end  shows  thickened  fimbriae 
and  is  firmly  attached  to,  and  opens  into,  an  ovarian  cyst. 
This  cyst  is  irregular  in  shape  and  measures  10  by  9  by  8 
centimetres  in  diameter.  It  presents  one  large  cavity,  with  a 
second  smaller  one  opening  into  the  first.  Its  external  surface 
is  ragged  from  numerous  adhesions,  and  its  internal  surface 
rough  with  adherent  blood  clots.  Attached  to  this  internal 
surface  anteriorly  is  a  firm  blood  clot  5  by  4  by  3  centimetres 
in  diameter. 


Fig.  4.— Case  III.    Pregnancy  in  tubo-ovarian  cyst.    M,  mole;  T,  tube. 

"ISTo  ovary  or  remains  of  one  to  be  seen.  Mesosalpinx 
thickened  and  opaque. 

''Microscopical  Examination. — Section  of  the  Fallopian 
tabe  near  the  point  where  this  opens  into  the  ovarian  cyst 
shows  its  muscular  coat  mach  hypertrophied,  but  no  prolife- 
ration of  its  mucous  membrane,  its  epithelium  being  well  pre- 
served.    Its  lumen  is  nearly  closed. 

"Section  of  wall  of  ovarian  cyst  shows  chiefly  fibrous  con- 
nective tissue  with  gland  acini,  some  of  these  being  lined  with 
a  single  layer  of  columnar  epithehum,  others  being  more  or 
less  filled  with  flat  epithelial  cells  but  no  papillse. 

"Section  of  the  organized  blood  clot  attached  to  the  internal 
surface   of  the  ovarian  cyst  shows  newly-formed  connective 
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tissue  scattered  throughout  the  blood  clot;  decidual  cells  irreg- 
ularly distributed;  and  groups  of  chorionic  villi,  often  necrotic 
in  the  centre,  and  covered  with  one  or  more  layers  of  epithe- 
lium. 

"Diagnosis:  Chronic  interstitial  salpingitis;  multilocular 
glandular  cystoma  of  right  ovary;  tubo-ovarian  abortion." 

Be  marks. — The  three  cases  present  a  few  features  worthy 
of  remark.  In  not  one  of  these  cases  did  the  women  experience 
any  sign  or  sj'mptom  of  being  pregnant.  Menstruation  had 
been  regular;  in  two  instances  the  first  seizure  of  pain  occurred 
two  weeks  after  the  last  menstruation,  in  one  instance  at  the 
time  of  the  expected  flow.  In  the  third  case  menstruation 
took  place  again  at  the  regular  time  without  any  peculiarity; 
in  Case  2  a  slight  show  of  blood  was  observed  days  after  the 
first  attack  of  pain;  and  in  Case  1  an  irregular  metrorrhagia 
was  started  at  the  time  of  the  expected  menses;  in  this  latter 
case  clotted  blood  was  also  passed.  It  may,  therefore,  be  sur- 
mised that  the  ovum  of  the  ectopic  gestation  was  not  detached 
from  the  ovary  at  the  last  menstruation  before  the  attack  of 
pains,  but  at  some  previous  menstruation. 

This  opinion  finds  confirmation  in  the  condition  of  the  corpus 
luteum.  A  fresh  corpus  luteum  was  found  during  operation 
only  in  one  case,  where  the  (regular)  menstruation  was  just 
over  when  the  abdomen  was  opened. 

All  patients  had  rise  of  temperature  when  admitted  to  the 
hospital. 

Case  2  presented  some  decidedly  extraordinary  points. 
During  and  right  after  the  operation  I  was  fully  convinced 
that  the  tumor  which  I  had  removed  was  an  ovarian  cystoma. 
My  opinion  was  somewhat  shaken  when,  on  studying  the 
literature,  I  found  cases  reported  where  extravasated  blood 
had  become  organized,  and  where  this  organized  blood  clot 
could  be  peeled  off  like  a  tumor.  I  was  furthermore  dubious 
because  the  ovary  had  been  removed  in  toto  and  the  tumor 
walls  had  been  so  very  friable.  But  very  numerous  and  most 
careful  microscopical  examinations  by  Dr.  Nelson  have  estab- 
lished the  fact  beyond  any  doubt  that  the  mass  removed  is  a 
true  ovarian  cystoma.  Whether  there  was  a  communication 
between  this  cyst  and  the  tube  before  ectopic  pregnancy  oc- 
curred, or  how  the  extravasation  of  blood  occurred  into  the 
cyst,  I  am  unable  to  explain,  since  the  very  great  friability  of 
the  tumor  caused  its  removal  piecemeal. 

In  the  third  case  reported,  there  cannot  be  any  doubt  that 
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this  is  a  case  of  ectopic  pregnancy  in  a  tubo-ovarian  cyst.  The 
tumor  was  removed  in  toto;  only  the  utmost  outer  end  of  the 
tube  was  patulous  and  attached  directly  in  this  ovarian  cyst; 
that  it  is  an  ovarian  cyst  is  demonstrated  by  microscopical 
examinations. 

From  the  pathologist's  point  of  view  the  following  features 
appear  interesting  as  characteristic  of  tubal  pregnancy:  Hyper- 
trophy of  muscular  coat  outside  of  placental  site  present  in 
two  of  these  cases.  Thinning  of  muscular  coat  at  placental 
site  present  in  two  cases.  Follicular  change,  polypoid  prolife- 
ration of  mucous  membrane  of  tube  outside  of  placental  site, 
present  in  one  case  here,  or  mucous  membrane  may  remain 
unchanged  outside  of  placenta.  Irregular  arrangement  of 
decidual  cells;  necrotic  change  of  chorionic  villi  in  the  centre 
and  heaping  up  of  epithelial  cells  on  the  borders;  also  giant 
cells  on  these. 

1018  Sutter  street. 


ovarian  cystoma  complicating  pregnancy. 


BY 

WILLIAM  S.   STONE,  M.D., 

Instructor  in  Gynecology,  College  of  Physicians  and  Surgeons,  Columbia  University, 

New  York. 


Mrs. came  to  me  on  the  22d  of  last  July  to  engage  me 

for  her  approaching  labor. 

History. — Age  22.  Married  one  and  a  half  years.  Preg- 
nant for  the  first  time.  Menstruation  began  at  15;  has  always 
been  large  in  amount  and  attended  by  severe  dysmenorrhea. 
Her  last  menstruation  stopped  December  12,  1898.  When  17 
years  of  age,  suddenly,  without  known  cause,  an  attack  of  severe 
pain  in  the  lower  portion  of  the  abdomen  began  that  lasted  about 
six  weeks.  She  was  obliged  to  be  in  bed  ten  days  of  this  time, 
and  her  menstruation  appeared  twice,  more  profusely  and  more 
painful.  After  that  attack  she  suffered  more  or  less  severely 
from  pain  in  the  left  iliac  region  until  she  became  pregnant. 

Last  March  she  consulted  a  physician  at  her  home  in  the 
West  as  to  the  advisability  of  her  going  to  Porto  Rico  to  join 
her  husband,  who  was  stationed  there  with  the  United  States 
cavalry.  The  physician  examined  her  and  said  it  was  a  normal 
pregnancy,  and  saw  no  reason  why  the  trip  should  not  be 
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made.  The  anxiety  of  her  mother,  however,  prompted  her  to 
consult  another  physician,  who  thought  that  she  must  be  fur- 
ther advanced  in  pregnancy  than  was  supposed  and  advised 
against  her  leaving  home.  His  advice  was  not  followed,  and 
she  went  to  Porto  Rico  and  remained  there  until  the  1st  of 
July.  Her  health  remained  good,  with  the  exception  of  slight 
digestive  disturbances  that  appeared  near  the  end  of  her  stay. 

JE.vamination. — General  appearance  good.  Heart  and  lungs 
normal.  Abdomen  was  symmetrically  enlarged  by  a  tumor  that 
corresponded  in  size  and  shape  to  a  full-teim  pregnant  uterus. 
Fetal  heart  was  heard  high  up  near  the  median  line.  The 
fetal  head  was  felt  in  the  upper  part  of  the  tumor  upon  the 
right  side.  Fetal  movements  were  strong.  Pelvic  measure- 
ments were  normal.  The  vaginal  examination  revealed  a  very 
soft  cervix  with  patulous  external  os  situated  high  up  and  be- 
hind the  symphysis.  None  of  the  fetal  parts  were  felt  from 
below. 

A  tumor  of  regular  and  smooth  outline,  that  appeared  to  be 
of  solid  consistence,  was  felt  behind  the  cervix.  It  almost 
completely  filled  the  pelvic  inlet. 

A  consultation  with  Dr.  Jar  man  the  next  day  confirmed  the 
diagnosis  of  a  probable  fibromyoma  impacted  behind  a  preg- 
nant uterus.  But,  in  order  to  determine  more  completely  the 
nature  and  relations  of  the  tumor,  another  examination  under 
chloroform  was  made  the  following  day.  It  was  then  found 
that  the  tumor  was  probably  a  very  tense  cyst,  although  per 
rectum  it  still  felt  rather  hard.  Our  efforts  to  push  it  up  and 
out  of  the  pelvis  were  futile. 

We  decided  to  make  an  exploratory  vaginal  section  first, 
and,  if  necessary,  to  immediately  complete  the  operation  by  the 
abdominal  route.  Preparations  for  both  operations  were  com- 
pleted, and  two  days  later  (July  26)  an  incision  was  made  in 
the  posterior  vaginal  wall  just  behind  the  cervix  and  two  fin- 
gers inserted.  The  tumor  was  then  found  to  be  cystic  and 
apparently  not  adherent  to  surrounding  structures.  It  was 
then  opened  upon  the  fingers  as  a  guide,  and  about  two  quarts 
of  clear,  straw-colored  fluid  came  away.  It  also  turned  out  to 
be  unilocular,  as  the  sac  completely  collapsed.  The  cyst  wall 
with  gentle  traction  came  down  through  the  vaginal  opening, 
but,  on  account  of  the  advanced  stage  of  the  pregnancy,  it 
could  not  be  drawn  down  far  enough  to  tie  off  completely  with- 
out pulling  down  more  than  seemed  desirable.  A  small  part 
of  the  cyst  wall  was  therefore  left  and  gauze  packed  lightly 
through  the  vaginal  opening. 
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The  patient  did  well  after  the  operation,  but,  in  spite  of  large 
doses  of  morphine,  uterine  contractions  began  on  the  third  day 
and  slowly  and  irregularly  increased  in  severity  until  the 
fourth  day.  The  cervix  dilated  very  slowly,  and  on  the  morn- 
ing of  the  fifth  day  was  only  about  half-completed.  The 
patient  at  this  time  began  to  be  exhausted  and  the  pulse  in- 
creased a  Httle  in  frequency.  The  dilatation  was  therefore 
completed  manually  under  chloroform,  and  a  small  premature 
child  was  delivered  alive  by  the  breech.  Both  legs  were  ex- 
tended to  the  head,  and  in  getting  down  one  foot  the  left  thigh 
was  broken  at  the  junction  of  the  middle  and  upper  thirds. 
The  patient  suffered  from  considerable  shock  for  a  few  hours 
after  the  oparation,  but  she  reacted  well  and  made  an  uninter- 
rupted recovery. 

The  pelvic  organs  involuted  very  well,  and  at  the  end  of  a 
month  the  following  conditions  were  found:  Pelvic  floor 
strong.  A  small  cicatrix  in  the  posterior  vaginal  wall  at  the 
site  of  the  incision  was  present.  Cervix  was  bilaterally  lacer- 
ated, and  the  mucosa  was  the  seat  of  considerable  catarrh. 
The  uterus  was  in  a  normal  position,  of  nearly  normal  size, 
fairly  movable  and  not  tender.  Nothing  could  be  felt  upon 
the  right  side;  but  upon  the  left,  the  ovary,  slightly  enlarged, 
tender  and  prolapsed,  could  be  distinctly  made  out.  Above  it 
some  irregular  thickening  could  be  detected.  The  old  pain  in 
the  left  iliac  region  returned  mildly  about  this  time.  Local 
treatment  was  begun,  and  October  10  the  thickening  together 
with  the  tenderness  and  pain  had  markedly  decreased.  The 
patient  went  then  to  her  home,  to  return  to  New  York  in  about 
three  months. 

Child. — The  child  was  thought  to  be,  when  born,  in  about  the 
thirty-third  week  of  intrauterine  life.  One  week  after  birth  it 
weighed  three  and  one-quarter  pounds  and  measured  seven- 
teen inches  in  length.  The  lanugo  had  begun  to  disappear. 
The  hair  of  the  head  was  fairly  abundant,  and  the  nails  pre- 
sented a  normal  appearance,  although  they  had  not  quite 
reached  the  ends  of  the  fingers.  There  was  a  fair  amount  of 
subcutaneous  fat. 

An  incubator,  made  of  a  pasteboard  box  and  kept,  by  means 
of  hot-water  bags,  at  a  fairly  uniform  temperature,  was  impro- 
vised, in  which  the  child  was  kept  for  nearly  a  month.  Its 
nourishment  during  the  first  three  weeks  was  from  the  Walker- 
Gordon  laboratory.  After  that  cow's  milk  modified  at  home 
was  used.  Many  changes  in  the  percentages  were  made,  for, 
although  it  did  not  lose  in  weight,   no  real  gain  began  for  a 
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luonth.     At  the  end  of  nine  weeks  it  weighed  four  pounds  and? 
ten  ounces. 

The  fracture  of  the  thigh,  although  a  cause  of  much  anxiety^ 
united  quickly,  and  when  last  seen  no  deformity  or  shortening 
appeared,  and  even  the  callus  had  almost  disappeared,  The- 
treatment"  consisted  in  splinting  with  triangular  pasteboard 
boxes,  with  the  thigh  flexed  upon  the  abdomen  and  the  leg 
upon  the  thigh.  Frequent  change  of  dressings  and  light  mas- 
sage to  the  seat  of  the  fracture  were  kept  up  for  two  weeks. 
Traction  with  the  legs  at  right  angles  to  the  body  was  applied 
for  three  days  in  order  to  anticipate  any  possible  shortening. 

The  Tumor. — The  character  of  the  fluid,  the  position  of  the 
tumor,  and  the  fact  of  its  being  unilocular  would  suggest  its 
origin  to  have  been  from  the  right  parovarium,  but  the  wall 
was  too  thick  and  a  separate  peritoneal  covering  could  not  be 
detected.  There  were  three  small  and  rather  flat  papillomata 
upon  its  inner  surface,  but  no  others  were  seen  or  felt  in  the 
pelvis  during  the  operation. 

Microscopically  the  wall  of  the  sac  showed  small  and  col- 
lapsed openings  that  were  taken  to  be  old  atrophied  loculi. 
Sections  of  the  warts  showed  a  preponderance  of  connective 
tissue  over  the  epithelial  elements,  and  the  term  papillary 
fibromata,  used  by  Kelly,  might  be  appropriately  applied  to 
them.  The  tumor,  then,  from  the  examination  would  appear 
to  be  a  papillary  cyst-adenoma  of  the  right  ovary,  one-third  of 
which  are  found  at  operation  to  be  unilocular. 

The  history  and  outcome  of  the  case  up  to  the  present  time- 
present,  I  think,  some  points  worthy  of  consideration. 

1.  It  is  perhaps  unnecessary  to  call  attention  to  the  dan- 
gerous possibilities  of  neglecting  to  examine  every  pregnant 
woman  before  labor. 

2.  DiflSculties  in  the  diagnosis  of  pelvic  diseases  are  especial- 
ly frequent  during  pregnancy.  All  of  the  parts  are  so  altered 
by  the  attending  congestion  that  the  consistence,  especially 
of  tumors,  may  be  easily  misjudged,  and  the  differentiation 
between  the  tumor  and  the  uterus  may  be  difficult,  or  even  the 
presence  of  the  tumor  may  be  hard  to  appreciate.  The  nature 
and  relations  of  the  tumor  in  this  case  were  harder  to  deter- 
mine than  perhaps  the  writer's  description  of  the  case  would 
imply. 

3.  Both  the  advantages  and  the  limitations  of  the  vaginal 
route  for  access  to  pelvic  lesions  appear  to  be  demonstrated  in 
this  case. 
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It  was  possible  by  this  route,  at  an  undesirable  time  for  sur- 
gical procedures,  to  remove  a  serious  obstruction  to  labor  with- 
out endangering  the  patient's  life.  A  complete  surgical  result, 
however,  was  not  obtained,  although  it  possibly  might  have 
been. 

A  previous  knowledge  of  the  presence  of  papillomata  might 
determine  some  operators  to  go  in  by  the  abdomen.  The  most 
recent  pathological  studies  teach  us  that  many  papillomata  do 
not  spread,  that  they  are  not  malignant  in  the  sense  that  carci- 
noma is,  and  that  they  do  not  become  carcinomatous.  The  re- 
sults of  the  histological  examination  of  the  papillomata  in  this 
particular  case  would  seem  to  assure  a  favorable  prognosis. 


THE  OBSTETRICAL  AND  GYNECOLOGICAL  TREASURES  OF 
THE  ARMY  MEDICAL  MUSEUM. i 


THOMAS  C.  SMITH,  M.D., 
Washington,  D.    C. 


The  government  of  the  United  States  has  established  in 
this  city,  at  great  expense,  the  magnificent  library  of  the  Sur- 
geon-General's office,  which  is  unsurpassed  as  a  reference 
library  by  any  similar  institution  in  the  world.  Along  with 
this  great  and  useful  establishment  is  the  Army  Medical  Mu- 
seum, containing  thousands  of  pathological  specimens  illustra- 
tive of  the  many  phases  of  disease,  and  open  to  inspection  to  all 
who  may  be  pursuing  investigations  in  pathological  and  ana- 
tomical matters.  While  the  library  is  all  that  can  be  asked 
of  it,  much  remains  to  be  done  to  make  the  museum  what  it 
should  be — i.  e. ,  a  reference  museum .  It  is  true  there  are  speci- 
mens illustrating  every  disease  to  which  flesh  is  heir,  but  many 
phases  of  many  diseases  are  still  unrepresented  in  this  magnif- 
icent collection.  Enough,  however,  is  on  hand  to  supply  mate- 
rial for  the  earnest  student  of  disease,  and  it  is  the  object  of 
this  address  to  call  the  attention  of  the  profession  in  a  general 
way  to  the  advisability  of  more  frequently  resorting  to  this 
storehouse  of  pathology,  and  in  a  special  way  ask  obstetricians 
and  gynecologists  to  consider  the  advantages  to  be  derived 

'  The  address  of  the  President,  delivered  before  the  Washington  Obstet- 
rical and  Gynecological  Society,  October  6, 1899. 
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from  frequent  visits  to  the  museum  when  they  are  preparing 
papers  to  be  read  before  societies  or  for  yiublication  in  medical 
journals,  emphasizing  the  fact  that  what  may  be  said  of  the 
richness  of  the  museum  in  obstetrical  and  gynecological  speci- 
mens will  apply  with  equal  force  to  other  branches  of  medical 
and  surgical  pathology. 

Reference  is  frequently  made  in  the  discussions  before  the 
great  medical  and  surgical  societies  of  Europe,  especially  in 
England,  to  specimens  in  the  museums  attached  to  the  leading 
hospitals,  illustrating  subjects  under  consideration,  which 
demonstrates  that  the  profession  abroad  is  alive  to  the  value 
of  pathological  specimens  and  that  the  specimens  are  so  placed 
and  classified  as  to  be  readily  available  to  those  who  desire 
to  use  them.  Yet  how  seldom  is  reference  made  to  the  mate- 
rial to  be  found  in  this  museum!  This  should  not  be  the  case. 
Valuable  specimens  are  presented  to  our  medical  societies  and 
are  then  relegated  to  the  darkness  of  private  collections,  or 
packed  away  in  hospital  closets  or  medical  colleges  where  they 
are  never  seen  except  when  ajar  is  needed  for  fresh  specimens, 
and  then  they  are  found  to  be  spoiled  and  useless,  and  are 
dumped  out  to  make  room  for  others  which  are  to  go  the  same 
way.  This  does  not  seem  to  me  to  be  right.  Instead  of  look- 
ing upon  these  specimens  as  so  much  "embalmed  beef,"  they 
should  be  regarded  as  treasures  of  great  value,  to  be  revered  as 
sacred;  because  many  have  been  secured  at  the  cost  of  many  a 
promise  to  those  who  have  consented  to  subject  the  bodies  of 
their  loved  ones  to  autopsical  examination,  and  besides  they 
are  parts  of  human  beings  and  should  be  ever  regarded  as 
worthy  of  the  same  consideration  as  is  bestowed  upon  that 
portion  of  mortality  which  is  interred  in  the  grave. 

Never  in  the  history  of  medicine  have  so  much  time  and 
labor  been  devoted  to  the  determination  of  the  causes  of  dis- 
ease as  now.  The  purpose  of  wringing  from  disease  the  se- 
crets which  will  enable  us  to  thwart  the  attacks  on  human  life 
and  health  was  never  before  pursued  with  so  much  assiduity. 
This  we  must  do  in  self-defence.  The  "  public  "  demands  that 
we  shall  find  the  causes  of  disease  and  apply  or  suggest  the 
remedy.  The  government,  while  not  so  liberal  in  appropria- 
tions for  the  museum  as  it  should  be,  has  made  it  possible  for  a 
great  deal  to  be  done  bj"  establishing  this  Army  Museum  and 
fitting  it  up  in  a  manner  that  will  make  it  useful  to  those  who 
would  investigate,  or  have  investigated,  matters  of  vital  inter- 
est to  pathologists;  and  it  is  reasonable  to  suppose  that,  if  the 
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medical  profession  manifests  that  interest  in  the  work  which  it 
should  exhibit,  more  will  be  done  to  make  this  great  institu- 
tion commensurate  with  our  national  importance  and  with  the 
demands  which  advancing  medical  science  may  make  upon  it. 

The  classification  of  the  specimens  in  the  museum  discloses 
the  fact  that  a  great  deal  of  useful  material  is  to  be  found 
pertaining  to  obstetrical  and  gynecological  matters,  and  the 
investigator  will  be  amply  repaid  by  an  examination  of  the 
several  sections  devoted  to  these  branches.  Through  the 
courtesy  of  Dr.  Daniel  S.  Lamb  I  am  enabled  to  refer  to  some 
■of  these  collections  and  will  now  invite  your  attention  thereto. 

In  addition  to  the  specimens  of  deformed  pelves,  there  are 
some  35  models  showing  deformities  of  the  female  pelvis. 
The  normal  contents  of  the  pelvis  are  also  depicted.  These  are 
Invaluable  for  purposes  of  teaching.  Specimens  illustrating 
fetal  development  in  the  human  being  and  the  lower  animals 
are  quite  numerous.  There  are  about  50  embryos  and  fetuses 
from  the  lower  animals,  and  100  human  specimens  at  ages 
varying  from  about  one  month  to  term,  some  with  uterus  and 
placenta,  some  twins;   also,  twin  and  triplet  placentas. 

Models  showing  various  physiological  and  developmental 
features  are  quite  numerous.  The  following  are  worthy  of 
mention:  1  showing  ovary  and  Graafian  vesicle;  23  showing 
development  of  the  chicken;  8  showing  development  of  the 
human  embryo  during  first  month;  8  showing  developmental 
conditions  during  third  week;  series  showing  development  of 
human  embryo  up  to  two  months;  series  of  20  showing  devel- 
opment of  mammalian  embryo;  series  of  6  showing  develop- 
ment of  uterus  to  term;  series  of  14  showing  dyvelopment  of 
human  brain;  series  of  22  showing  development  of  human 
heart;  series  of  9  showing  development  of  human  eye;  series 
of  10  showing  development  of  human  genitalia.  Also  a  large 
number  of  serial  sections  of  embryos  and  photographs  of  the 
same,  showing  relative  and  consecutive  parts. 

There  are  between  150  and  200  specimens  of  malformations, 
single  and  double,  human  and  comparative,  all  the  more  com- 
mon and  many  rare  forms. 

Many  of  these  specimens  and  models  are,  of  course,  of  more 
use  to  the  teacher  or  student  of  physiology;  but  in  medical 
matters  it  is  impossible  sometimes  to  say  where  one  branch 
leaves  off  and  another  begins,  so  intimate  are  the  relations 
between  them. 

Of  pathological  conditions  of  the  uterus,  including  puerperal 
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cases,  there  are  many  specimens.  Among  the  puerperal  are 
2  of  uterus  containing  a  child,  9  uteri  after  parturition,  3  rup- 
tured uteri,  1  showing  suhinvolution,  2  cases  of  Cesarean  sec- 
tion, 1  from  a  case  of  puerperal  pyemia. 

Of  the  specimens  of  diseased  uteri  there  are  2  of  sarcoma. 
One  of  these  is  the  specimen  I  had  the  honor  to  present  before 
the  Medical  Society  some  years  ago,  which  was  obtained  from 
a  child  under  4  years  of  age,  and  is  the  first  case  recorded  of 
sarcoma  of  the  uterus  occurring  before  puberty.  The  relative 
infrequency  of  sarcoma  to  carcinoma  is  emphasized  in  the  fact 
that  while  only  2  specimens  of  the  former  are  found,  10  or 
more  of  the  latter  may  be  seen.  Of  fibroids  there  are  40  speci- 
mens illustrative  of  the  many  forms  and  locations  of  these 
tumors.  I  would  call  attention  to  the  sparsity  of  small  tumors. 
Why  this  should  be  I  cannot  understand,  as  the  study  of  the 
etiology  of  this  form  of  tumor  would,  it  seems  to  me,  be 
greatly  facilitated  by  having  a  large  number  of  very  small 
tumors  for  reference  instead  of  so  many  large  ones.  The  for- 
mer would,  of  course,  show  the  starting  point  — tissue — of  the 
growth,  while  the  latter  only  demonstrate  the  dangers  which 
attend  the  development  of  fibroids  and  the  skill  of  the  surgeon 
who  removes  them,  but  furnish  very  little  information  which 
may  be  available  for  the  formulation  of  treatment  looking  to 
the  prevention  or  arrest  of  the  growths.  Eight  specimens  of 
polypi  might  properly  be  added  to  the  last-named  form  of 
growths.  Displacements,  injuries,  abscess,  atrophy,  hyper- 
trophy of  the  cervix,  etc.,  are  among  the  other  interesting 
objects. 

Diseases  of  the  ovary  furnish  many  specimens.  I  may 
mention  5  of  cancer,  2  of  sarcoma,  25  cysts,  9  dermoid  tumors, 
2  fibroids,  adenoma,  calcareous  changes,  hemorrhage,  rupture 
of  Graafian  follicle,  and  other  interesting  conditions  which 
lack  of  time  will  not  permit  me  to  name. 

Interesting  exhibits  of  tubal  disease  may  be  cited.  Tuber- 
culosis (3  specimens),  cysts,  tubo-ovarian  abscess  (12  speci- 
mens), broad-ligament  cysts  and  tumors,  pelvic  cellulitis,  and 
many  other  affections  met  with  by  gynecologists,  are  open  for 
inspection  and  study. 

Affections  of  the  external  genitalia  and  the  vagina  are  amply 
illustrated.  Among  these  may  be  mentioned  syphilis,  tuber- 
culosis, tumors,  hypertrophies,  fibromata,  adenomata,  myxo- 
mata,  papillomata,  cysts,  ulcerations,  etc. 

I  would  invite  serious  consideration  of  the  diseases  of  the 
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mammary  glands  as  they  are  illustrated  by  the  specimens. 
Merely  mentioning  2  cases  of  hypertrophy  occurring  in  girls 
a-nd  others  in  adults  (among  the  latter  being  specimens  weigh- 
ing Hi  and  33|  pounds),  I  will  call  attention  to  the  50  or 
more  of  cancer,  10  of  fibroma,  and  2  of  adenoma.  The  large 
number,  comparatively,  of  the  last  two  varieties  gives  a  ray 
of  hope  in  cases  of  tumor  of  the  breast.  While  the  surgi- 
cal dictum  is  to  remove  all  growths  of  the  mammary  glands 
and  make  the  diagnosis  afterward,  the  fact  remains  that  we 
are  too  prone  to  give  an  unfavorable  prognosis  in  all  cases  of 
tumor  affecting  these  organs.  The  trend  of  surgical  thought 
of  late  has  been  to  regard  a  great  many  mammary  growths  as 
benign  which  a  few  years  ago  would  have  been  named  malig- 
nant in  the  absence  of  microscopical  examination.  While  the 
correctness  of  the  surgical  rule  to  remove  all  growths  in  this 
region  must  meet  with  cordial  support,  the  peace  and  happi- 
ness of  many  a  home  will  be  preserved  when  we  shall  be  able 
to  so  formulate  diagnostic  signs  as  to  enable  us  to  give  a 
favorable  prognosis  to  dispel  the  gloom  incident  to  the  discov- 
ery of  a  tumor  in  the  breast  of  some  dear  one  in  a  family. 

Having  called  attention  to  the  large  number  of  classified 
specimens — more  than  a  thousand — and  to  the  facilitj"  with 
which  they  may  be  examined,  I  may  now  add  a  few  words 
concerning  the  obligations  of  the  medical  profession  generally, 
and  of  the  local  profession  especially,  to  make  this  collection 
still  more  useful. 

Outside  of  the  large  cities  the  facilities  for  the  preservation 
and  exhibition  of  pathological  specimens  are  very  meagre,  in 
fact  are  practically  worthless.  Therefore,  if  phj'sicians  who 
have  valuable  specimens  would  send  them  to  the  Army  Muse- 
um they  would  greatly  add  to  the  value  of  the  collection  and 
thus  ultimately  make  a  reference  museum  of  this  institution, 
as  has  been  already  mentioned.  The  local  profession  has  con- 
tributed greatly  to  the  collection  already  available,  but  may  do 
much  more.  The  interesting  specimens  presented  before  our 
own  Society  constitute  no  mean  number,  and,  if  they  alone 
were  deposited  in  the  Army  Museum,  would  considerably  aug- 
ment that  portion  of  the  material  which  is  particularly  inter- 
esting to  us  as  members  of  a  ''  specialist"  society.  A  spirit  of 
emulation  might  then  arise  in  other  societies,  and  the  benefit 
which  would  result  cannot  be  estimated.  The  facility  with 
which  the  local  profession  has  access  to  this  collection  should 
be  a  further  incentive  to  make  it  still  more  interesting  and  use- 
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fill  toothers.  As  the  collection  increases  in  number  and  vari- 
ety of  specimens,  its  benefits  to  our  local  physicians  will  be- 
naturally  greater  than  to  those  living  at  a  distance.  The  ap- 
preciation of  this  institution  by  the  medical  profession  will 
justify  Congress  in  making  larger  appropriations  whereby  in- 
creased accommodations  for  laboratory  work  may  be  secured, 
and  there  is  no  reason  why  the  very  best  scientific  work  in  the 
way  of  pathological  investigations  should  not  be  fostered  by 
the  aid  of  the  government.  Splendid  work  has  already  been 
done  by  the  Department  of  Agriculture  in  ascertaining  the 
cause  and  prevention  of  diseases  among  cattle;  and  if  similar 
vigorous  efforts  are  made  bj^  the  government  to  learn  the 
causes  of  diseases  among  the  people,  may  we  not  look  for 
grand  results  in  the  future?  It  may  be  that  this  matter  could 
be  more  advantageously  carried  out  by  a  department  of  public 
health,  but  the  situation  has  not  yet  been  sufficiently  worked 
up  to  convince  the  "  powers  that  be"  of  the  necessity  for  such 
a  department.  If  the  medical  profession  will  do  its  duty  and 
rally  around  this  nucleus,  the  Army  Medical  Museum,  the  time 
will  speedilj^  come  when  it  will  outgrow  its  present  limits  and 
blossom  forth  into  a  full-fledged  institution  of  such  usefulness 
as  will  compel  the  establishment  of  a  branch  of  the  government 
service  devoted  to  the  investigation  of  the  causes  of  diseases 
and  the  means  for  their  prevention.  Much  is  being  done  by 
the  Marine  Hospital  Service  to  prevent  the  spread  of  epidemic 
diseases,  and  if  a  department  shall  be  established  to  consider 
the  health  of  the  people,  it  is  not  unreasonable  to  suppose  that 
the  determination  of  the  etiology  and  pathology  of  diseases 
would  be  more  satisfactorily  attained  by  the  consolidation 
of  all  these  branches  under  one  management.  The  Army 
Medical  Museum  has  the  pathological  material  on  hand  to 
provide  for  the  needs  of  a  new  department  in  that  direction. 
Surely  the  obstetrical  and  gynecological  sections  are  replete 
with  valuable  specimens.  A  move  in  this  direction  would  be 
of  infinite  value  in  preserving  the  health  of  our  people.  No 
nobler  theme  can  engage  the  attention  of  a  government  than 
that  which  pertains  to  the  health  and  prolongation  of  happy 
life  among  the  people.  Our  government  will  not  be  backward 
in  this  matter  if  the  medical  profession  manifests  proper  inter- 
est in  pushing  on  its  share  in  the  work. 

Having  invited  attention  to  the  valuable  and  interesting  ob- 
stetrical and  gynecological  material  in  the  Army  Medical  Mu- 
seum and  to  our  duty  to  add  to  it  in  every  way  we  can,  I  will 
make  a  single  suggestion  and  close  this  address. 
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When  a  specimen  is  presented  before  this  Society,  let  it  be 
accompanied  by  a  short  ivritten  history  of  the  salient  points  in 
the  case,  together  with  such  results  of  microscopical  and  chem- 
ical examinations  as  may  have  been  made.  The  value  of  the 
specimen  is  thus  greatly  enhanced,  and  if  it  should  be  con- 
tributed to  the  Army  Museum,  further  investigation  would  be 
greatly  facilitated  thereby  and  the  labor  incident  thereto  re- 
duced to  a  minimum. 

1133  Twelfth  street,  N.  W. 


CORRESPONDENCE. 


THE  PREMONITORY  SYMPTOMS  OF  APPENDICITIS. 

HOW  SHALL  WE  ACT  WHEN   WE  RECOGNIZE  THEM  ? 


To  THE  Editor  of  The  American  JomiNAL  of  Obstetrics,  etc. 


Dear  Sir. — As  progress  should  be  our  aim,  I  believe  that 
there  is  one  moot  question  in  abdominal  surgery  that  requires 
careful  consideration. 

Owing  to  the  advance  that  has  been  made,  our  knowledge  of 
intra-abdominal  diseases  has  reached  such  a  stage  that  the  last 
word  has  been  said  in  connection  with  many  of  them.  By  a 
careful  analysis  of  symptoms  we  are  now  able  to  detect  an  un- 
ruptured ectopic  gestation,  to  operate,  and  to  save  the  life  of 
the  patient;  by  a  careful  analysis  of  symptoms  we  are  able  to 
recognize  the  presence  of  gall  stones  and  to  distinguish  be- 
tween obstruction  of  the  cystic  and  common  ducts;  by  a  care- 
ful analysis  of  symptoms  we  are  able  to  unravel  the  mj^stery 
that  formerly  surrounded  the  early  stages  of  Fallopian-tube 
disease.  And  now  it  is  high  time  that  our  attention  should  be 
turned  to  the  premonitory  symptoms  of  appendicitis.  That 
there  is  a  premonitory  stage  in  a  certain  number  of  cases  can- 
not be  denied. 

In  the  past  we  have  been  satisfied  to  diagnose  the  acute  dis- 
ease after  its  sudden  onset.  Our  attention  has,  therefore,  been 
diverted  from  what  has  gone  before.  Now,  at  the  close  of 
this  century,  there  is  scarcely  a  medical  man  who  is  not  able 
to  diagnose  with  ease  a  case  of  appendicitis.  Of  late  I  have 
been  endeavoring  to  obtain  the  history  of  little  ailments  that 
might  have  guided  me  to  foretell  the  probability  of  an  acute 
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attack.  In  some  of  these  patients  a  definite  feeling  of  discom- 
fort has  been  noticed  in  the  right  iliac  region.  The  patients 
have  ])aid  but  little  attention  to  it,  or,  if  they  have  consulted 
a  physician,  the  physician  has  paid  but  little  attention  to  it. 
When  carefully  examined  in  the  recumbent  posture  the  appen- 
dix may  be  occasionally  palpated,  and  on  palpation  it  will  be 
found  to  roll  like  a  tender  cord  under  the  fingers  of  the  left , 
hand.  The  tenderness  is  to  be  made  out  in  this  way,  and  it  is 
very  definite.  When  the  temperature  has  been  ascertained  it 
will  be  found  slightly  elevated.  These  symptoms,  I  think,  are 
sufficient  to  point  to  an  inflammatory  condition  of  the  vermi- 
form appendix. 

We  now  have,  therefore,  a  patient  who  is  in  as  much  danger 
as  if  suffering  from  an  unruptured  ectopic  gestation.  In  the  one 
case,  that  of  ectopic  gestation,  we  now  advise  immediate  ope- 
ration. The  profession  has  not  as  yet  stated  what  we  should 
do  in  the  other  case.  Should  we  stand  b}^  and  wait  for  the 
onset  of  the  attack  (that  may  be  a  fatal  attack),  or  should  we 
anticipate  the  attack  and  prevent  it  by  the  removal  of  the 
appendix  ? 

It  is  needless  to  state  that  the  appendix  cannot  be  palpated  in 
all  cases.  When  situated  beneath  the  liver  or  in  the  depths 
of  the  pelvis,  or  curled  downward  and  backward  and  folded 
against  the  outer  wall  of  the  meso-colon,  it  is  impossible  to  feel 
it.  But  even  in  these  situations  a  tenderness  may  be  made 
out,  if  the  organ  is  inflamed,  by  a  careful  examination.  When 
the  profession  has  become  thoroughly  informed  as  to  the  pre- 
monitory signs  ]of  appendicitis,  the  public  must  needs  follow 
suit,  and  then  a  man  or  a  woman  will  understand  that  there  is 
a  .meaning  in  a  soreness  jn  the  right  side  of  the  abdomen,  as 
well  as  there  is  a  meaning  in  the  soreness  of  a  throat. 

We  are  all  well  aware  that  interval  operations  are  practi- 
cally free  from  danger  in  skilled  hands.  I  have  never  yet  lost 
a  patient  from  an  interval  operation  for  the  removal  of  the 
appendix.  When  the  fulmination  comes  and  the  discharge  of 
a  septic  product  has  taken  place  into  the  peritoneal  cavity, 
surgical  treatment  is  unfortunately  oftentimes  of  no  avail. 
The  premonitory  symptoms  have  not  been  read  aright.  The 
patient  has  not  understood  their  meaning,  and  he  is  suddenly 
awakened  to  the  fact  that  there  is  something  very  wrong  by 
the  severe  symptoms  that  now  set  in.  Even  after  this  period 
has  been  reached  a  physician  is  frequently  not  called  for  an- 
other twenty-four  hours,  and  then  the  golden  opportunity  has 
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been  lost.  If  taught  to  anticipate  the  possibility  of  a  sudden 
outbreak  by  a  careful-  consideration  of  the  premonitory  signs 
by  both  physician  and  patient,  the  patients  are  prepared  to  act 
promptly  when  the  real  attack  is  ushered  in.  In  this  way  it 
seems  to  me  that  many  a  life  may  be  saved  that  is  otherwise 
sacrificed. 

We  all  know  that  unless  these  cases  are  operated  on  within 
from  twenty-four  to  thirty-six  hours  after  the  septic  material 
has  been  poured  into  the  peritoneal  cavity,  we  are  not  likely  to 
gain  anything  by  surgical  measures  until  a  later  period  has 
been  reached.  When  operated  upon  quite  early,  convalescence 
is,  in  many  cases,  not  as  uneventful  as  we  could  wish.  I  have 
seen  a  patient  suffer  from  septic  pneumonia  when  operation 
was  performed  as  early  as  seventeen  hours  after  the  first  onset 
of  pain. 

I  do  not  wish  to  be  understood  as  advocating  the  removal  of 
the  appendix  as  a  prophylactic  measure,  but  as  discussing  the 
advisability  of  removing  a  slightly  inflamed  appendix  to  pro- 
tect the  patient  from  what  may  be  a  more  virulent,  and  per- 
haps a  fatal,  attack  of  appendicitis.  It  has  been  said  that 
after  the  second  attack  of  appendicitis  the  appendix  should  be 
removed.  I  cannot  understand  why  we  should  wait  for  the 
second  attack.  My  own  belief  is  that  after  a  first  attack  of 
appendicitis  the  appendix  should  be  removed,  and  I  am 
beginning  to  believe  that,  given  the  symptoms  of  an  inflamed 
appendix  previous  to  the  onset  of  acute  symptoms,  the  patient 
is  safer  after  the  appendix  has  been  removed  than  he  is  after 
any  other  form  of  treatment. 

I  frequently  find  fecal  concretions  in  the  appendix  when 
operating  for  first  attacks.  These  concretions  no  doubt  work 
their  way  a  little  further  into  the  appendix,  produce  a  tension 
of  its  walls,  and  give  rise  to  pain;  they  then  may  slip  back 
again  and  the  pain  ceases.  I  believe  that  these  fecal  concre- 
tions give  rise  to  certain  symptoms,  just  as  a  gall  stone  passing 
down  one  of  the  ducts  will  give  rise  to  symptoms.  But  these 
symptoms,  up  to  the  present  time,  have  scarcely  been  recog- 
nized. We  might  as  well  attempt  to  treat  a  case  of  unrup- 
tured ectopic  gestation  on  conservative  lines  as  to  attempt  to 
treat  an  appendix  with  a  fecal  concretion  on  conservative 
lines.  No  one  would  think  of  treating  the  former  condition  in 
any  such  way. 

Many  of  us,  I  am  afraid,  have  not  yet  cast  aside  the  tra- 
ditions of  the  past,  and  therefore  are  apt  to  treat  the  latter 
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condition  according  to  old  methods.  It  is  not  only  the  sudden 
damage  we  have  to  deal  with,  but  the  insidious  burrowing^ 
ulcerative  and  suppurative  changes  that  may  be  going  on 
inside  of  the  abdomen  during  the  so-called  premonitory  stage 
of  the  disease. 

A  great  deal  of  advanced  suppurative  disease  may  be  found 
inside  of  the  abdomen  of  a  patient  who  has  been  able  to  do  his 
or  her  daily  work.  I  have  seen  a  woman  walk  about  the 
wards  of  a  hospital  with  her  abdomen  full  of  blood  from  a 
ruptured  ectopic  gestation.  I  have  seen  a  man  walk  to  the 
operating  table  with  his  abdomen  full  of  pus.  When  we  know 
that  so  much  that  is  serious  may  be  hidden  from  our  gaze,  we 
must  look  about  us  and  endeavor  to  inake  a  more  careful 
analysis  of  the  symptoms  presented  by  our  patients.  A  pain 
in  the  abdomen  must  not  any  longer  be  looked  upon  as  a 
trifling  "belly-ache,"  but  must  rather  be  regarded  as  an  indi- 
cator of  the  existence  of  a  dangerous  condition  within. 

The  whole  question,  therefore,  can  be  summed  up  as  fol- 
lows: First,  are  there  definite  premonitory  signs  that  presage 
an  attack  of  appendicitis  ?  Secondly,  if  these  signs  exist, 
what  are  they  ?  Thirdly,  when  these  definite  signs  are  found,, 
what  should  be  done  ? 

Yours  very  truly, 

James  F.  W.  Ross. 

481  Sherbourne  street,  Toronto,  Can., 
November  15. 1899. 
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Stated  Meeting,  October  19,  1899. 
R.  C.  NoRRis,  M.D.,  in  the  Chair. 
Dr.  E.  p.  Davis  read  a  paper  entitled 

THE  FREQUENCY  AND  MORTALITY  OF  ABNORMAL  PELVES.' 

Dr.  John  C.  Da  Costa. — If  I  understand  the  paper  rightly, 
these  patients  of  Dr.  Davis  were  among  what  are  ordinarily 
called  hospital  cases,  none  of  them  in  the  better  walks  of  life. 

'  See  original  article,  p.  11. 
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I  would  like  to  ask  his  opinion  as  to  what  percentage  there 
would  be  among  people  better  nourished,  those  who  had  not 
been  starved  during  childhood,  as  probably  the  majority  of 
these  cases  had  been.  We  know  how  starvation  affects 
the  development  of  the  body,  and  I  would  like  to  have  his 
opinion  of  the  probability  of  it  having  affected  these  women's- 
pelves. 

Dr.  George  M.  Boyd. — I  think  Dr.  Davis  is  to  be  congrat- 
ulated upon  so  successful  a  report  of  the  low  mortality,  and 
particularly  that  in  contrast  with  the  number  of  operations  that 
were  demanded  in  the  majority  of  cases. 

I  was  glad  to  hear  him  lay  stress  upon  the  fact  that  we  can- 
not consider  alone  the  measurements  of  the  pelvis  in  conduct- 
ing our  labor  cases,  but  must  make,  at  all  events,  the  first  stag© 
of  labor  the  test  in  many  cases.  This  being  the  case,  it  seems 
to  me  the  wisdom  of  inducing  labor,  in  many  cases,  must  be 
questionable.  Can  we,  a  month  before  term,  determine  posi- 
tively whether  it  is  wise  to  induce  labor  or  not?  So  much 
depends  upon  the  size  of  the  presenting  part  and  the  size  of 
the  deformity.  Although  the  pelvis  may  be  considerably 
deformed,  the  passenger  may  be  equal  to  the  deformity.  I 
remember  hearing  read  before  this  Section  a  paper  by  Dr.  Rey- 
nolds, of  Boston,  entitled  "The  Cesarean  Section  vs.  Fetal 
Mortality."  The  question  of  the  frequency  of  pelvic  deformity 
is  discussed  there.  In  the  discussion  Dr.  Duer  stated  that  in 
his  work,  a  private  obstetric  experience,  he  seldom  met  with 
pelvic  deformity,  and  that  obstructive  labor  was  quite  rare. 
This  is  not  the  experience  of  those  who  follow  hospital  work 
and  the  work  among  the  poorer  classes,  the  cases  coming  to  us 
in  bad  condition.  We  find  that  our  mortality  is  higher,  and  I 
quite  agree  with  Dr.  Davis  that  in  my  own  work,  in  the  medico- 
chirurgical  maternity  particularly,  we  find  just  as  frequently 
pelvic  deformity. 

Dr.  R.  C.  Norris. — The  subject  is  of  great  practical  import- 
ance as  well  as  of  scientific  interest,  and,  having  charge  of  a 
lying-in  institution  such  as  the  Preston  Retreat,  I  always  feel 
it  my  duty  to  take  part  in  the  discussion  of  these  subjects.  My 
experience  in  that  institution  with  pelvic  deformities  has  been 
worth  noting.  Dr.  Davis'  patients  were  only  measured  external- 
ly, except  when  these  measurements  or  the  patient's  history  in- 
dicated deformity,  when  they  were  examined  internally  as  well. 
That  is  the  plan  I  follow,  and  for  practical  purposes  it  is  suffi- 
cient. An  internal  examination  of  all  cases,  however,  is 
necessary  for  statistics  of  real  value. 

In  Dr.  Williams'  report  at  the  Johns  Hopkins  every  case  was 
examined  internally  and  externally;  and  while  commendable 
from  the  standpoint  of  accurate  statistics,  I  have  felt,  even  in 
hospital  work,  that,  from  the  standpoint  of  practical  obstetrics, 
the  routine  internal  examination  is  unnecessary  and  may  be 
dangerous,  since  the  patient  is  exposed  to  the  risk  of  infection. 
It  is,  however,  a  very  valuable  and  necessary  attention,  if  we 
wish  to  make  complete  records  for  their  scientific  interest  alone. 
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My  work  in  pelvimetry  at  the  Preston  Retreat  has  been  along 
the  lines  indicated  by  Dr.  Davis.  I  have  records  of  the  exter- 
nal measurements  of  every  case  entered  in  the  institution  since 
I  have  been  in  charge.  The  number  has  been  in  the  neighbor- 
hood of  1,-iOO  cases,  and  the  percentage  of  pelvic  deformity 
shown  by  external  measurements  alone  would  agree  with  Dr. 
Davis'  work.  I  cannot  give  the  actual  percentage,  because  I 
have  not  analyzed  the  records  since  my  last  report. 

External  measurements  will  not  indicate  the  exact  condition 
or  size  of  the  pelvis  internally;  therefore  to  estimate  the  capa- 
city of  a  woman  to  bear  a  child,  and  for  an  accurate  knowledge 
of  the  pelvic  deformity,  internal  measurements  are  essential. 
With  an  external  conjugate  of  16  centimetres  I  have  observed 
an  internal  conjugate  practically  normal,  and  with  an  external 
conjugate  of  18  centimetres  I  have  found  a  true  conjugate  of 
8  centimetres.  I  have  made  it  a  rule,  however,  to  consider  an 
external  conjugate  of  18  centimetres  the  limit  indicating  the 
necessity  for  an  internal  examination. 

The  internal  measurements  are  difficult  to  take.  They  re- 
quire a  trained  and  skilled  observer  and  an  intelligent  assistant. 
The  average  practitioner  will  not  use  a  Skutch  or  similar  pelvi- 
meter with  precision.  If  all  the  cases  were  examined  inter- 
nally the  results  of  our  study  of  the  types  and  variations  of 
pelvic  deformity  would  be  more  valuable  from  a  scientific  point 
of  view.  From  a  practical  standpoint  I  have  not  felt  it  my 
duty  to  do  so  and  can  present  no  statistics.  When  a  woman 
has  repeatedly  been  delivered  with  no  difficulty,  I  can  see  no 
practical  benefit  to  her  or  to  me  from  measuring  her  pelvis 
internally. 

I  was  glad  to  hear  Dr.  Davis  speak  favorably  of  inducing 
labor.  That,  in  my  experience,  has  been  the  method  of  choice. 
The  cases  at  the  Preston  Retreat  usually  come  tome  sufficient- 
ly early  for  this  method  of  treatment  to  be  employed.  As  a 
result  of  this  fact,  in  the  series  of  1,400  cases,  I  have  never 
found  it  necessary  to  do  a  Cesarean  section,  and  only  once  has  it 
been  necessary  to  do  symphyseotomy.  The  latter  patient  has 
subsequently  been  delivered  twice  by  induced  labor,  and  each 
child  is  living.  The  child  born  by  symphyseotomy  was  also 
living.  I  should  also  say  that  I  have  never  done  a  craniotomy  in 
the  Preston  Retreat.  During  my  vacation  one  summer  my 
assistant  did  craniotomy  on  a  dead  child.  This  scarcity  of 
major  obstetric  operations  is  in  contrast  with  the  work  of  other 
obstetricians  in  charge  of  lying-in  institutions;  and  I  could 
never  quite  understand  why  it  should  be  so,  unless  it  is  due  to 
the  fact  that  my  cases  are  seen  early  and  opportunity  for  in- 
duced labor  is  offered.  That  factor,  however,  cannot  be  true 
of  my  service  at  the  Philadelphia  Hospital,  where  my  patients 
are  of  the  same  class  as  those  of  my  colleagues.  Throughout 
eight  years  of  my  service  in  that  institution  I  have  never  found 
it  necessary  to  do  a  Cesarean  section. 

As  to  mortality,  the  freedom  from  grave  obstetric  operations 
in  the  Preston  Retreat  has  given  results  in  mortality  and  mor- 
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bidity  that  I  cannot  hope  to  improve  by  major  obstetric  opera- 
tions. There  have  been  no  septic  deaths  at  all.  I  have  had 
two  patients  die  since  I  have  been  in  charge.  One  had  ad- 
vanced Bright's  disease  accompanied  by  general  anasarca,  and 
died  from  uremia  ten  or  twelve  days  after  an  induced  labor.  The 
second  case,  eight  days  after  a  perfectly  normal  delivery,  sud- 
denly sat  up  in  bed,  gave  a  gasp,  and  died  with  symptoms  of 
pulmonary  thrombosis.  Careful  autopsy  by  Dr.  Edsall  could  find 
no  cause  for  death.  Microscopical  study  of  the  heart  muscle, 
however,  found  a  rare  pathological  condition  which  was  of 
exceeding  interest,  and  I  hope  to  report  the  case  in  detail  dur- 
ing the  coming  winter.  You  may  ask,  in  the  absence  of  these 
obstetrical  operations,  what  has  the  infantile  mortality  been? 
Dr.  Davis'  results  were  6  per  cent.  In  the  first  500  cases  of  my 
work  at  the  Preston  Retreat  the  fetal  mortality  was  7  per  cent. 
I  have  not  critically  studied  the  statistics  since  the  report  was 
published,  but  I  am  certain  the  mortality  is  not  greater. 

When  Cesarean  section  is  indicated  I  would  not  hesitate  to 
do  it,  I  have  had  cases  where  I  thought  I  might  be  called  upon 
to  operate.  I  recall  one  night  when  I  was  prepared  for  a 
Cesarean  section,  the  labor  being  obstructed  by  a  fibroid  tumor. 
It  was  situated  in  the  lower  segment  of  the  uterus,  and,  rather 
than  rush  into  the  operation,  I  waited,  and  was  gratified  to  find 
that  the  fibroid  was  lifted  out  of  the  pelvic  cavity  and  the 
child  was  bora  spontaneously.  The  woman's  convalescence 
was  satisfactory  in  every  respect.  There  have  been  cases  of 
pelvic  deformity  which,  during  the  period  of  popularity  of  sym- 
physeotomy, I  thought  would  require  that  operation;  but  hav- 
ing been  much  impressed  by  the  similarity  of  my  experience 
and  that  detailed  in  an  article  on  "  The  Symphyseotomies  One 
Does  Not  Do,"  I  allowed  the  patients  to  be  in  active  labor,  have 
applied  the  forceps  in  a  tentative  manner,  have  removed  the 
forceps  after  some  progress  had  been  made,  in  order  to  permit 
moulding  to  proceed,  and  have  then  reapjDlied  the  forceps  and 
have  been  successful  in  delivering  the  child.  For  other  cases 
of  this  class  version  has  been  selected.  I  confess  that  wide  ex- 
perience and  the  best  of  obstetric  judgment  are  necessary  to 
choose  between  forceps,  version,  symphyseotomy,  and  Cesarean 
section.  It  may  be  that  the  patients  at  the  Preston  Retreat  do 
not  show  the  same  degree  of  deformity  as  in  other  institutions, 
and  that  they  are  perhaps  a  better  class  of  patients.  If  that  be 
true,  then  they  more  nearly  represent  the  conditions  that  pre- 
vail in  private  practice,  and  emphasize  the  fact  that  the  policy 
of  inducing  labor,  when  cases  are  seen  early,  is  the  safest  course 
for  one  to  pursue.  What  we  say  in  these  discussions  guides  and 
moulds  men's  opinions,  and  I  think  we  should  bear  that  in  mind 
when  we  report  grave  obstetrical  operations. 

Dr.  Boyd  has  not  infrequently  discussed  the  advisability  of 
inducing  labor,  and  has  dwelt  especially  upon  the  difiiculty  of 
accurately  determining  the  proper  time  for  the  induction  of 
labor,  I  will  grant  that  this  is  a  difficult  problem.  It  requires 
accurate  knowledge  of  a  combination  of  conditions  in   each 
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individual  case  that  cannot  be  reached  except  by  the  most  care- 
ful stud\'.  To  estimate  the  duration  of  a  woman's  pregnancy 
from  the  date  of  her  last  menstrual  period  and  induce  labor  on 
that  factor  alone  will  often  lead  us  into  error.  If  we  take  the 
pelvic  measurements  alone  we  will  often  be  led  into  error.  It 
has  been  my  experience  that  a  careful  calculation  of  the  dura- 
tion of  pregnancy,  an  accurate  estimation  of  the  size  of  the 
pelvis,  and  careful  palpation  to  determine  the  growth  and  de- 
velopment of  the  child  and  the  relative  size  of  the  child's  head 
to  the  pelvis,  are  the  three  factors  which  best  determine  the 
time  for  terminating  pregnancy.  The  last  two  factors  are  the 
most  difficult,  as  well  as  the  most  important,  and  their  accu- 
racy always  depends  upon  individual  skill  and  experience. 

In  my  experience  in  inducing  labor  at  the  Preston  Retreat 
and  elsewhere  for  pelvic  deformity,  to  my  certain  knowledge, 
I  have  only  twice  terminated  pregnancy  at  a  period  too  early. 
That  is  to  say,  in  two  cases  the  growth  and  development  of  the 
child  had  not  advanced  to  the  extent  estimated.  Recalling 
these  cases,  the  error  is  explained  by  the  rather  hurried  and 
superficial  study  of  the  cases,  a  carelessness  resulting  from  my 
successful  experience  with,  and  great  confidence  in,  the  induc- 
tion of  premature  labor. 

Dr.  Davis  (closing). — In  reply  to  Dr.  Da  Costa's  question 
as  to  whether  starvation  had  not  influenced  the  condition  of 
the  pelvis  in  these  cases,  I  found  no  direct  evidence  that  such 
was  the  case.  In  private  practice  I  find  quite  as  large  a  per- 
centage of  abnormality  of  the  pelvis  as  in  the  cases  mentioned. 
I  do  not,  however,  find  a  high  degree  of  pelvic  contraction, 
common  among  private  patients. 

Dr.  Boyd  lays  stress  upon  the  difficulty  of  choosing  the  best 
time  for  the  induction  of  labor.  This  we  fully  appreciate,  but 
in  our  experience  pelvimetry  and  palpation  first,  with  subse- 
quent palpation  at  sufficiently  frequent  intervals  to  enable  one 
to  follow  the  development  of  the  child,  are  usually  sufficient  to 
give  proper  data  for  inducing  labor.  The  relative  stature  of 
both  parents,  the  menstrual  history,  and  thorough  internal 
palpation  of  the  pelvis  should  all  be  taken  into  consideration. 
When  we  cannot  bring  the  fetus  to  engage  within  the  pelvic 
brim  by  moderate  and  gentle  manipulation,  the  time  has  come 
for  the  induction  of  labor,  independently  of  calculations  based 
upon  the  menstrual  history. 

With  regard  to  Dr.  Norris'  remarks  upon  the  internal  exami- 
nation of  the  pelvis,  in  all  cases  in  which  a  decided  variation 
from  the  normal  was  observed  the  pelvis  was  measured  and  each 
lateral  half  examined  by  internal  palpation.  If  we  possessed 
an  accurate  method  of  examining  the  fetal  head  by  internal 
palpation,  it  would  be  our  duty  to  examine  each  case  by  this 
method.  In  the  absence  of  such  an  accurate  method,  and  in 
view  of  the  risk  of  infection  which  each  internal  examination 
affords,  pelvimetry  and  palpation  suffice  in  the  great  majority 
of  cases.  When  they  throw  doubt  upon  the  ability  of  the 
child  to  pass  through  the  pelvis,  thorough  internal  examination 
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is  necessary.  The  choice  of  operation  must  usually  be  decided 
by  the  test  of  labor.  In  a  number  of  cases  pelvimetry,  exter- 
nal and  internal,  pointed  to  delivery  by  Cesarean  section.  At 
labor,  however,  by  posture  and  appropriate  stimulation,  the 
head  moulded  and  entered  the  pelvis,  when  successful  delivery 
was  completed  by  forceps. 

These  cases  were  primarily  studied  to  observe  the  presence 
or  absence  of  pelvic  abnormality.  Incidentally,  the  statistics 
as  to  the  results  of  labor  were  collected.  They  seemed  to  me 
of  interest  because  they  in  no  way  are  selected  statistics.  The 
cases  were  of  all  sorts,  in  out-patient  as  well  as  hospital  prac- 
tice, under  the  care  of  a  number  of  physicians,  and  in  a  con- 
siderable number  of  cases  medical  students  acted  as  assistants 
under  the  personal  supervision  of  instructors.  At  the  Preston 
Retreat  patients  are  necessarily  selected  by  the  restrictions  for 
entrance.  The  risk  of  infection  is  reduced  to  a  minimum,  as 
they  are  attended  by  one  physician  only.  Instraction  to  stu- 
dents in  the  wards  is  not  permitted,  and  the  conditions  are 
more  favorable  than  in  private  houses.  It  would  be  strange  if 
good  results  were  not  obtained  under  these  circumstances. 

As  regards  the  frequency  of  major  operations  in  these  cases, 
and  the  question  as  to  whether  induced  labor  should  supplant 
major  operations,  each  case  must  be  judged  upon  its  own 
merits.  In  dealing  with  intelligent  married  women,  when  the 
patient  is  seen  in  time,  induced  labor  should  be  proposed  when 
necessary,  and  will  usually  be  accepted.  It  has  been  my  ex- 
perience, however,  to  have  such  a  patient  voluntarily  o£fer  to 
submit  to  any  form  of  operation  deemed  necessary.  Where 
cases  come  to  our  notice  at  the  time  of  labor,  if  the  condition 
of  the  mother  is  good  and  the  child  uninjured  and  the  time  for 
induced  labor  has  long  since  passed,  we  must  face  two  alter- 
natives, the  major  operation  or  embryotomy  upon  the  living 
child.  I  should  decline  the  latter  positively,  unless  the  patient 
was  so  situated  that  my  withdrawal  from  the  case  would  leave 
her  without  medical  attendance.  Under  those  circumstances 
I  should  do  what  I  could  to  save  her  life  under  protest  against 
injury  to  her  child. 

I  desire  to  call  attention  to  the  fact  that  the  use  of  forceps 
and  version  is  rarely  appropriate  in  contracted  pelves.  When 
a  high  degree  of  contraction  is  present,  it  is  easy  for  the  prac- 
titioner to  take  alarm  and  to  desist  from  the  use  of  forceps. 
Many  obstetric  disasters  in  private  practice  arise  from  a  mode- 
Tate  degree  of  pelvic  contraction  which  is  not  diagnosticated. 
The  patient  comes  into  labor;  no  effort  is  made  to  assist  in  the 
engagement  and  descent  of  the  child;  the  child  becomes  ex- 
hausted early  in  labor,  partial  engagement  only  being  present, 
and  a  very  difficult  forceps  delivery  ends  disastrously  for  the 
child  and  often  for  the  mother.  If  these  cases  had  been  diag- 
nosticated before  labor  began,  the  induction  of  labor  would 
have  been  indicated,  and  appropriate  treatment  in  the  first 
stage  of  labor  might  have  enabled  the  child  to  reach  the  pelvic 
floor,  when  a  forceps  delivery  would  have  been  successful. 
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In  view  of  the  frequency  of  pelvic  abnormality  in  this  coun- 
try, we  must  insist  that  no  one  should  attend  a  pregnant 
woman  without  thoroughly  examining  her,  when  possible,  be- 
fore labor.  Such  examination  should  include  pelvimetry,  pal- 
pation, and  auscultation,  with  internal  pelvimetry  and  palpa- 
tion of  the  pelvis  when  marked  abnormality  exists.  The 
results  obtained  in  the  cases  described  show  that  when  this  is 
universalh"  done  the  results  of  labor  compare  favorably  with 
those  in  other  departments  of  medicine.  In  obstetrics,  as  in 
other  branches  of  medicine,  thorough  examination  and  correct 
diagnosis  are  most  important. 

Dr.  John  B.  Shober  exhibited  a  specimen  of 

MYOFIBROMA   OF   OVARY. 

Macroscopy. — A  rounded,  oval  tumor  measuring  5^  by  2^  by 
3i  inches,  springing  from  a  portion  of  the  ovary,  the  unaffected 
part  of  which  remains  intimately  connected  with  the  lateral 
surface  near  one  end  of  the  growth.  The  Fallopian  tube,  con- 
nected by  a  portion  of  broad  ligament  with  the  tumor,  showa 
no  abnormality. 

The  tumor  proper  is  firm  and  heavy.  It  has  a  smooth  sur- 
face. The  capsule,  which  resembles  peritoneum,  is  too  adhe- 
rent to  be  stripped  off. 

Section  shows  wavy  bands  of  fibrous  tissue.  In  the  interior 
a  few  small  and  rather  ill-defined  cysts  are  present.  Their 
contents  have  apparently  been  clear  fluids.  No  large  blood 
vessels  are  apparent. 

Microscopij. — The  tissue  consists  of  many  bands  of  fibrous 
tissue  containing  a  moderate  number  of  nuclei.  The  nuclei  are 
elongate  and  narrow,  and  are  not  present  in  uniform  numbers 
throughout  the  section.  In  places  the  tissue  consists  largely  of 
long,  parallel  fibres  with  but  few  nuclei,  while  other  portions  of 
the  section  show  a  considerable  number  of  narrow,  rod-like 
nuclei  in  elongate  cells.  No  infiltrations  of  inflammatory  na- 
ture are  observed.  The  tissue  is  free  from  vessels,  except 
those  of  very  moderate  size. 

The  cysts  were  not  studied  microscopically,  but  are  believed 
to  be  cysts  by  softening,  a  result  of  the  imperfect  blood  supply. 

Pathologic  Diagnosis. — Myofibroma  of  the  ovary. 

Dr.  R.  C.  Norris  exhibited  specimens  of 

OVARIAN  AND    FIBROID   TUMORS   AND   EXTRAUTERINE 
PREGNANCIES. 

There  are  here  specimens  of  three  interesting  cases  of  ovariaa 
tumors,  the  histories  and  hospital  records  of  which  briefly  I  will 
read. 

Specimen  No.  1.  Multilocular,  Intraligamentous  Ova- 
rian Cystoma.  —  Mrs.  S.,  age  23;  menses  at  14,  always- 
irregular  and  painful.  At  the  age  of  IG  the  flow  continued 
throughout  two  years.  Since  her  marriage,  two  years  ago,, 
the  menstrual  flow  has  been  regular,  very  free  and  painful. 
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She  has  constant  pain  in  the  right  side  over  the  right  ovary  and 
the  appendix.  Urination  is  painful  and  the  bowels  are  very 
constipated. 

Examination. — A  fluctuating  tumor  rises  out  of  the  pelvis 
on  the  right  side,  reaching  to  the  level  of  the  umbilicus.  The 
uterus  is  enlarged  and  pushed  obliquely  to  the  left  and  is  ad- 
herent to  the  tumor.  The  tube  and  ovarj'  on  the  left  side  are 
firmly  adherent  and  slightly  enlarged.  There  is  a  profuse 
vaginal  discharge. 

Operation. — After  separating  omental  adhesions  a  thin- 
walled,  multilocular  cyst  occupied  the  pelvis  and  the  right  iliac 
region.  The  thickened  and  enlarged  Fallopian  tube  traversed 
the  upper  surface  of  the  tumor,  indicating  an  intraligamentary 
growth  of  the  tumor.  Six  quarts  of  bloody  fluid  were  aspirated 
from  three  loculi  of  the  tumor.  After  freeing  dense  adhesions 
of  the  sac  to  bowel,  bladder,  omentum,  and  parietal  peritoneum, 
the  ovarian  artery  was  ligated  at  the  pelvic  wall  and  a  ligature 
was  placed  at  the  cornu  of  the  uterus.  The  anterior  face  of 
the  broad  ligament  was  then  incised,  the  line  of  cleavage  be- 
tween the  sac  and  the  broad  ligament  was  found,  and  the 
tumor  was  enucleated  from  its  situation  between  the  layers  of 
the  broad  ligament.     There  was  no  pedicle. 

The  left  tube  and  ovary  were  densely  adherent,  and  so  de- 
stroyed by  inflammatory  changes  that  they  could  not  be  saved 
by  conservative  resection.  That  fact  and  the  yqtj  large  size 
of  the  nuUiparous  uterus,  with  the  history  of  profuse  bleeding 
and  discharge,  determined  the  advisability  of  hysterectomy, 
which  operation  was  performed,  the  uterus  being  amputated  at 
the  level  of  the  internal  os.  The  appendix  vermiformis,  thick- 
ened, occluded,  and  firmly  adherent  to  the  sac  of  the  tumor, 
was  also  removed. 

You  will  observe  that  the  uterus  is  a  large  uterus  for  a  nuUi- 
parous woman.  You  can  see  the  threads  and  bands  of  adhe- 
sions, which  almost  wholly  cover  the  peritoneal  coat  of  the 
womb.  These  denuded  areas  of  the  uterus  and  pelvic  perito- 
neum, together  with  the  size  of  the  uterus,  presented  a  surgical 
necessity  for  hysterectomy.  The  patient  now  is  ten  days  con- 
valescent, and  recovery  is  assured.  It  was  a  difficult  opera- 
tion, the  adhesions  were  widespread,  and  Dr.  Slocum,  who  was 
present,  will  remember  the  difficult  character  of  the  work. 

Specmen  No.  2.  Malignant  Cystic  Adenoma.— The  sec- 
ond specimen  is  a  large  tumor  removed  within  the  last  three 
weeks.  The  history  is  as  follows:  Mrs.  C,  age  44.  Two  chil- 
dren, the  last  sixteen  years  ago.  Menses  ceased  about  a  year 
ago,  at  which  time  she  first  observed  enlargement  of  the  abdo- 
men. The  enlargement  of  the  abdomen  decreases  at  intervals, 
suggesting  absorption  of  free  fluid. 

Examination. — The  abdomen  is  symmetrically  enlarged. 
The  skin  is  tense  and  glistening.  The  superficial  veins  are  very 
prominent.  An  irregular  nodular  mass  occupies  the  lower  seg- 
ment of  the  abdominal  cavity  and  reaches  to  the  umbilicus, 
which  is  protuberant.      Auscultation  negative.      When   the 
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patient  is  in  the  erect  posture  the  upper  line  of  duluess  is  four 
finjjers*  breadth  above  the  navel  and  the  corona  of  resonance 
in  the  tiauks  disappears.  The  legs  are  edematous  and  pit  on 
pressure.  The  intra-abdominal  pressure  distends  and  pushes 
■outward  the  vaginal  walls.  The  lacerations  of  childbirth  are 
thus  made  very  apparent  at  the  vaginal  opening.  The  poste- 
rior cul-de-sac  is  tilled  with  a  dense,  nodular  mass.  The 
patient's  respiration  is  seriously  embarrassed,  her  pulse  is 
quickened,  and  she  has  a  typical /acz'<?s  ovariana. 

Operation. — On  opening  the  peritoneum  two  gallons  of 
straw-colored  fluid  were  evacuated,  and  a  large  ovarian  tumor, 
free  from  adhesions,  its  pedicle  springing  from  the  right  broad 
ligament,  was  brought  into  view.  The  left  tube  and  ovary 
appeared  normal.  The  tumor  was  a  thick- walled,  semi-solid 
cyst,  presenting  areas  of  fluctuation  which  on  tapping  gave 
a  few  ounces  of  bright  blood.  The  greater  portion  of  the 
tumor  being  solid,  with  areas  containing  a  brain-like  sub- 
stance, it  was  impossible  to  reduce  its  size  by  tapping,  and  the 
tumor  was  delivered  through  an  enlarged  incision  of  the 
abdominal  wall.  After  ligating  the  pedicle  with  catgut,  the 
parietal  and  pelvic  peritoneum  were  inspected  and  found  to  be 
studded  with  small  nodules,  which  were  thought  to  be  sarco- 
matous. The  intestines  and  mesenteric  glands  were  not 
invaded  by  these  growths.  Two  quarts  of  normal  salt  solution 
were  left  in  the  abdominal  cavity.  The  patient's  general  con- 
dition had  wonderfully  improved  the  day  following  the  opera- 
tion. Her  convalescence  was  rapid,  and  she  is  about  ready 
to  return  to  her  home. 

The  size,  rapid  growth,  and  density  of  this  tumor  suggested 
sarcoma.  The  contents,  you  observe,  in  some  places  are  brain- 
like.  The  fact  that  the  peritoneal  cavity  contained  a  large 
quantity  of  fluid  gave  the  impression  that  the  growth  was 
malignant  and  probably  sarcomatous.  Microscopic  examina- 
tions by  Dr.  Eklsall  prove  it  to  be  a  malignant  cystic  adenoma. 
The  patient  is  three  weeks  convalescent  and  will  soon  return 
to  her  home.  The  subsequent  history  of  this  patient,  to  note 
recurrence,  will  be  of  interest. 

Specimen  No.  3.  Papillomatous  Ovarian  Tumor. — Miss 
B.,  age  48.  Menses  began  at  age  of  14;  were  regular  and  free 
from  pain;  cessation  of  menstrual  flow  one  year  ago.  En- 
largement of  abdomen  first  noticed  six  months  ago. 

Examination. — Abdomen  distended  by  a  smooth,  round, 
fluctuating  tumor  reaching  midway  between  umbilicus  and 
ensiform.  Respiration  seriously  embarrassed.  Circumference 
of  abdomen  at  the  umbilicus,  85  centimetres;  from  symphysis 
pubis  to  umbilicus  22^  centimetres,  and  to  ensiform  40  centi- 
metres. The  uterus,  normal  in  size,  lies  in  front  of  the  tumor. 
The  ovaries  cannot  be  felt. 

Operation. — Two  gallons  of  chocolate-colored  fluid  were 
removed  from  a  monolocular,  thin-walled  cyst  of  the  right 
ovary.  The  sac  was  loosely  adherent  to  omentum,  sigmoid, 
and  rectum.     The  ovarian  artery,  enlarged  to  the  size  of  a 
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lead  pencil,  was  first  ligated  close  to  the  pelvic  wall;  the  broad 
ligament  forming  the  pedicle  was  then  included  in  a  figure-of- 
eight  ligature,  and,  after  cutting  away  the  tumor,  the  enlarged 
vessels  of  the  stump  were  separately  ligated  with  fine  silk. 
Upon  incising  the  tumor  after  its  removal,  the  interior  was 
found  to  contain  large  areas  of  papillomatous  masses  which 
had  bled  freely  from  contact  with  the  end  of  the  trocar  em- 
ployed to  tap  the  tumor.  The  left  tube  and  ovary  were  freed 
from  adhesions,  and,  being  normal  in  appearance,  were  not 
removed.     Recovery  was  uneventful. 

Specimex  No.  4.  A  Pelvic-Bound  Fibroid  firmly  ad- 
herent to  the  Rectum. — I  wish  to  exhibit  this  specimen  as 
bearing  upon  the  relative  technical  difficulty  and  danger  of 
abdominal  hysterectomy  for  removal  of  a  fibroid  of  that  size 
and  the  operation  by  the  vaginal  route.  The  tumor  was  so 
placed  in  the  pelvis  and  so  densely  adherent  to  the  rectum  that 
I  am  certain  the  operation  by  the  vaginal  route,  at  the  hands 
of  the  most  expert  vaginal  operator,  would  have  run  greater 
risk  of  serious  injury  to  the  bowel  than  by  the  abdominal 
route.  This  specimen,  showing  the  area  of  dense  adhesions  to 
the  bowel,  is  of  no  special  interest  except  to  emphasize  the 
opinion  that  adhesions  so  widespread  and  so  firm  are  more 
safely  separated  through  the  abdominal  incision  with  the 
patient  in  the  Trendelenburg  posture. 

Specimen  Xo.  5.  Pelvic-Bound  Fibroid  moulded  to  the 
Shape  of  the  Pelvic  Cavity. — The  next  specimen  is  a  pecu- 
liarly shaped  fibroid.  There  are  some  points  in  the  patient's 
history  and  in  the  technical  difficulties  of  the  operation  that 
are  of  value.  Mrs.  G.,  colored,  age  35;  married;  never  preg- 
nant; menses  had  always  been  regular  and  rather  scanty. 
During  the  past  three  years  she  has  complained  of  dysuria, 
•obstinate  constipation,  and  constant  pelvic  pain.  Three 
months  ago  she  first  noticed  enlargement  of  the  abdomen. 

Examination. — A  hard,  nodular  tumor  fills  the  pelvis,  pro- 
truding into  Douglas'  pouch  and  lateral  vaginal  fornices,  and 
reaches  to  the  navel. 

Operation. — After  freeing  adhesions  and  ligating  both  ova- 
rian arteries,  it  was  impossible  to  dislodge  the  pelvic-bound 
position  of  the  tumor  until  firm  upward  pressure  was  made  by 
an  assistant's  fingers  in  the  vagina.  When  this  very  firm 
pressure  finally  dislodged  the  tumor,  the  pressure  not  being 
well  under  control,  a  linear  laceration  of  the  wall  of  the  rec- 
tum, two  inches  in  length,  was  discovered  and  immediately 
closed.  It  was  impossible  to  locate  by  touch  the  uterine 
arteries,  which  were  only  discovered  and  ligated  by  keep- 
ing close  to  the  fibroid  mass  and  cutting  toward  the  cervix. 
One  nodule  in  the  region  of  the  cervix  was  embedded  between 
the  folds  of  the  left  broad  ligament,  and  had  pushed  the  corre- 
sponding ureter  and  uterine  artery  well  over  to  the  pelvic 
wall.  After  amputating  the  uterus  at  the  internal  os  the 
embedded  nodule  was  enucleated  and  the  artery  and  ureter 
located.     I  desire  to  emphasize  the  value  of  pressure  by  an 
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assistant,  through  the  vagina,  to  dislodge  a  pelvic-bound  tumor, 
while  an  attempt  is  also  made  to  permit  the  entrance  of  atmos- 
pheric pressure  alongside  of  and  beneath  the  tumor  by  pass- 
ing, at  some  point,  the  finger  or  blades  of  a  forceps  to  the 
depth  of  the  pelvis.  Pressure  from  the  vagina,  however, 
carries  with  it  a  danger  illustrated  in  this  case.  The  danger 
of  too  sudden  liberation  of  the  tumor  with  laceration  of  impor- 
tant viscera  is  best  prevented  b}^  instructing  the  assistant  to  be 
on  his  guard  when  the  tumor  begins  to  be  dislodged,  and  not 
to  permit  too  sudden  release  of  the  pelvic-bound  mass.  The 
laceration  in  this  case  was  carefully  stitched,  drainage  was 
not  emploj'ed.  and  the  patient's  recovery  was  without  incident. 

Specimen  No.  G.  Pedunculated  Submucous  Fibroid  de- 
livered with  Obstetric  Forceps. — I  have  often  delivered 
women  with  forceps,  but  this  was  my  first  experience  in  de- 
livering a  woman  with  obstetric  forceps  who  had, never  been 
pregnant.  The  fibroid  was  found  in  the  vagina,  occupying  the 
entire  cavity  of  the  true  pelvis.  The  patient  had  had  no  seri- 
ous trouble  so  far  as  bleeding  or  discharge  was  concerned. 
She  knew  nothing  of  the  existence  of  the  tumor  until  suddenly 
she  was  unable  to  pass  her  urine.  She  sent  for  a  local  physi- 
cian, who  for  some  time  catheterized  her  at  intervals.  The 
condition  getting  no  better,  he  had  me  see  the  patient  with  him. 
Upon  examination  I  found  this  hard  round  tumor  filling  the 
vaginal  canal.  She  was  taken  to  the  hospital  and  etherized. 
The  cervix  could  not  be  reached  by  the  finger,  but  the  body  of 
the  normal-sized  uterus  could  be  felt  through  the  abdomen. 
Sawyer's  obstetric  forceps  was  applied  to  the  tumor  the  same 
as  to  a  child's  head,  and  the  delivery  proceeded  exactly  as  in 
an  obstetric  case.  I  did  a  double  episiotomy  and  thus  saved 
the  structures  of  the  vaginal  outlet  from  extensive  laceration. 
A  slow  and  deliberate  delivery  saved  from  injury  the  muscles 
of  the  pelvic  floor.  In  my  opinion,  by  the  way,  episiotomy 
can  only  do  the  former,  and  will  not  save  from  injury  the  mus- 
cles and  fascia  of  the  pelvic  floor.  Before  the  tumor  was 
finally  delivered  its  pedicle  was  located  and  could  be  felt 
passing  into  the  uterus.  After  the  pedicle  was  clamped  and 
cut  away,  the  finger  passed  well  into  the  uterus  found  two 
other  submucous  fibroid  nodules,  which  were  enucleated.  The 
base  of  the  pedicle  was  curetted  and  the  interior  of  the  uterus 
was  packed  with  gauze.  The  patient's  convalescence  was 
without  incident. 

Specimen  ISTo.  7.  Extrauterine  Pregnancy;  Rupture  into 
the  Broad  Ligament. — The  patient,  Mrs.  K.,  has  a  charac- 
teristic history  of  ruptured  extrauterine  pregnancy.  Repeated 
attacks  of  pain,  accompanied  by  fainting,  nausea,  and  irregu- 
lar bleeding,  had  occurred  at  intervals  throughout  two  months. 
The  interesting  character  of  the  specimen  is  that  the  case  was 
one  of  broad-ligament  rupture.  The  formation  of  pseudo- 
membrane  wholly  covering  an  inflammatory  mass  adherent  to 
the  posterior  surface  of  the  broad  ligament  will  sometimes  ap- 
pear  to   be  an  intraligamentary  situation  of  the  mass,  but 
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careful  enucleation  along  lines  of  cleavage  will  dispel  that 
notion  as  the  tube  and  ovary  are  peeled  away  from  the  poste- 
rior surface  of  the  ligament  and  the  ligament  is  brought  into 
the  abdominal  incision.  In  this  case,  however,  the  tube  rested 
on  top  of  the  tumor,  and  this  clot  containing  the  embryo  was 
removed  from  between  the  layers  of  broad  ligament  and  could 
not  be  reached  until  the  anterior  face  of  the  broad  ligament 
was  incised. 

Specimen  No.  8.  Extrauterine  Pregnancy;  Rupture  at 
the  Fifth  Month. — Here  is  also  a  specimen  of  extrauterine 
pregnancy,  and  the  only  fatal  case  in  the  group  of  specimens 
exhibited  to-night.  It  is  the  most  advanced  and  interesting 
case  of  extrauterine  pregnancy  in  my  experience.  The  history 
is  as  follows:  P.  H.,  unmarried;  set.  27;  one  child  five  years 
ago.  Two  weeks  before  admission  had  a  sudden  and  severe 
pain  in  the  abdomen,  followed  by  a  discharge  of  blood  from 
the  vagina.  Denied  the  possibility  of  pregnancy.  Menses 
were  said  to  have  been  regular.  Abdomen  very  tense  and 
tender;  pulse  120.  A  rounded,  soft  tumor  occupied  the  false 
pelvis,  having  the  consistence  of  a  pregnant  uterus;  the  cervix 
was  soft  and  admitted  the  finger  tip.  While  the  case  was 
being  studied  and  an  effort  made  to  elicit  a  truthful  history, 
the  symptoms  suddenly  became  more  alarming.  The  tempera- 
ture rose  to  104°,  the  pulse  remained  120.  A  midnight  opera- 
tion was  performed.  On  opening  the  abdomen  a  thin-walled 
sac  was  found,  containing  a  fetus  six  inches  in  length.  The 
sac  and  placenta  were  densely  adherent.  The  right' tube  was 
enlarged  (hematosalpinx).  The  pregnancy  had  occurred  in  the 
left  tube.  The  appendix  was  involved  in  the  adhesions  of  the 
right  tube  and  ovary  and  was  removed.  Supravaginal  hyste- 
rectomy was  necessary  to  obtain  safe  hemostasis.  Drainage 
was  also  employed  because  of  the  evident  and  widespread 
peritonitis. 

This  case  is  of  interest  because  of  an  unsuspected  and  over- 
looked extrauterine  pregnancy.  The  girl  was  employed  as  a 
waitress,  and  had  continued  to  work  until  the  very  day  she 
came  to  the  hospital.  The  operation  had  no  effect  upon  her 
general  condition  of  infection,  the  rapid  pulse  and  elevated 
temperature  were  uninfluenced,  and  in  spite  of  every  effort  she 
died.  The  case  emphasizes  the  value  of  early  operations  in 
extrauterine  pregnancy. 

Specimen  No.  9.  Carcinoma  of  the  Uterus. — One  more 
specimen  is  a  carcinomatous  uterus  removed  from  a  woman  73 
years  of  age.  The  patient  had  Bright's  disease,  was  very  ane- 
mic, and  her  general  condition  was  most  unfavorable  for  ope- 
ration, but  the  bleeding  was  so  profuse  that  death  from  hemor- 
rhage was  only  a  question  of  a  few  days.  The  local  condition 
also  warranted  operation.  I  started  to  do  a  vaginal  hysterec- 
tomy, but  found  the  uterus  so  large  that  it  would  be  necessary 
to  morcellate  the  uterus,  and  therefore  did  an  abdominal  ope- 
ration. Although  this  patient  was  operated  on  as  soon  as  she 
came  under  observation,   and    although  the  local  condition 
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warrantod  hysterectomy,  scarcely  six  months  have  passed  and 
the  patient  is  practically  dying  from  recurrence  of  carcinoma. 
This  earl}'  recurrence  in  an  apparently  favorable  case  is  only 
another  example  of  the  fact  that  operation  for  carcinoma  of 
the  uterus  very  rarely  avails.  I  think  some  of  the  cures  re- 
ported are  cases  which  the  microscope  would  show  were  not 
true  carcinoma. 

Dr.  Davis. — The  first  series  of  specimens  brinj^  up  the 
question  of  the  malignancj'  of  ovarian  growths.  Clinically, 
we  are  accustomed  to  estimate  the  malignancy  of  an  ovarian 
growth,  not  onlj^  from  its  character,  but  from  the  degree  of 
peritoneal  involvement.  We  do  not  refer  to  adhesions,  but  to- 
altei'ations  in  the  structure  of  the  peritoneum.  In  the  intra- 
ligamentary  blood  cyst  a  suspicion  of  ruptured  tubal  gesta 
tion  of  long  standing  must  be  entertained.  Against  this  is  the 
fact  that  the  entire  tumor  seemed  to  have  been  removed  with 
comparative  ease. 

In  the  group  of  fibroid  cases,  we  recall  an  experience  similar 
to  that  described  by  Dr.  Norris,  in  which  the  fibroid  was  deliv- 
ered in  labor.  In  this  case,  some  months  after  confinement,  a 
second  labor  came  on,  in  which  the  patient  forced  a  fibroid 
tumor  out  of  the  womb  and  upon  the  pelvic  floor.  This  was 
followed  by  severe  hemorrhage,  for  which  the  nearest  physi- 
cian was  summoned.  He  delivered  what  he  supposed  to  be  a 
child,  and  was  surprised  to  find  that  a  portion  of  the  fleshy 
mass  remained  within  the  womb.  As  the  patient  was  in  shock, 
lie  summoned  assistance.  On  seeing  the  case,  a  large  fibroid 
tumor  had  been  delivered,  the  womb  had  been  inverted,  and 
the  fibroid  was  attached  to  the  fundus  by  a  very  slender  pedi- 
cle.    The  patient  perished  from  hemorrhage  and  shock. 

In  the  specimens  shown  of  ectopic  gestation  long  tolerance 
of  a  ruptured  ectopic  gestation  is  illustrated.  In  my  own 
experience  I  recall  a  case  in  which  abdominal  section  was  per- 
formed for  a  pelvic  tumor  of  uncertain  origin  and  history.  A 
mass  of  disintegrated  blood  was  encysted  in  the  right  broad 
ligament  and  could  be  traced  to  nothing  but  ruptured  ectopic 
gestation.  According  to  the  patient's  history,  the  condition 
must  have  persisted  for  over  a  year. 

Dr.  Shober. — I  do  not  agree  with  Dr.  ISTorris  that  operations 
for  malignant  disease  of  the  uterus  are  always  so  hopeless  as 
regards  permanent  cure.  If  total  hysterectomy  is  performed 
while  the  disease  is  still  confined  to  the  body  or  cervix,  before 
infiltration  to  surrounding  tissues  has  occurred,  my  experience 
has  been  that  these  growths  do  not  recur.  Hence  the  import- 
ance of  early  diagnosis  and  operation  in  all  cases  where  the 
symptoms  point  to  possible  malignant  disease.  In  my  opinion 
the  microscope  alone  will  determine  the  diagnosis.  The  curet- 
tings  in  cases  where  corporeal  carcinoma  is  suspected,  or  the 
clipping  from  a  suspected  epithelioma  of  the  cervix,  should  be 
sent  to  a  pathologist  specially  trained  and  experienced  in  this 
line  of  work,  and  the  question  of  operation  should  be  deter- 
mined by  his  report. 
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Dr.  Boyd. — The  two  specimens  of  ectopic  pregnancy  are 
interesting  to  me,  as  illustrating  the  frequencj^  with  which 
recurrence  of  hemorrhage  may  exist  and  not  be  fatal.  Dr. 
Xorris  will  recall  the  case  he  operated  upon  two  or  three  years 
ago,  in  which  the  patient  recovered  from  the  primary  rupture. 
The  operation  showed  that  there  had  been  great  hemorrhage,, 
and  Nature  had  attempted  to  shut  oiBf  the  coagula,  and  encapsu- 
lation and  absorption  of  the  clots  had  taken  place.  "With  opera- 
tion some  two  months  after,  the  patient  recovered. 

In  two  other  cases,  one  had  been  diagnosticated  fibroid  tumor. 
She  had  had  apparently  repeated  hemorrhage  and  had  come  to 
the  hospital  with  the  mass  filling  up  the  pelvis.  The  history, 
if  I  remember  rightly,  was  quite  clear  in  that  case.  In  the 
second  case  it  was  not  at  all  clear;  even  the  symptom  of  pain, 
which  has  been  brought  very  forcibl}'  in  past  discussions  be- 
fore the  Society,  was  absent.  There  seemed  to  be  no  symp- 
toms to  lead  to  the  diagnosis  of  ectopic  gestation.  She  had 
had  elevation  of  temperature  for  months,  the  temperature 
going  to  normal  and  the  patient  resuming  her  work  as  stenog- 
rapher and  typewriter.  Again  there  was  hemorrhage  and 
elevation  of  temperature  with  some  inflammatory  symptoms. 
Finally  she  submitted  to  operation.  There  was  general  local- 
ized peritonitis,  and  coagula  and  partly  organized  blood  clots 
filling  the  pelvis. 

I  mention  these  two  cases  to  emphasize  more  forcibly  the 
frequency  with  which  we  have  ectopic  pregnancy  and  slight 
hemorrhage,  and  the  difficulty  of  making  clear  diagnosis. 

Dr.  Norris. — I  have  very  little  to  add,  except  to  emphasize 
that  which  has  already  been  referred  to — the  danger  of  invert- 
ing the  uterus  when  delivering  through  the  vagina  a  fibroid 
that  has  a  pedicle  attached  to  the  interior  of  the  womb.  In 
the  case  reported  I  was  on  the  lookout  for  this  complication, 
and  think  it  wise,  where  such  operation  is  in  process,  to  make 
repeated  abdominal  examinations  to  note  whether  inversion  is 
beginning  at  the  fundus  of  the  uterus.  In  this  case,  as  soon 
as  possible,  a  pair  of  curved  forceps  was  insinuated  between 
the  capsule  of  the  tumor  and  the  vaginal  wall,  and,  after  ex- 
traction had  progressed  sufficiently  to  locate  the  pedicle,  the 
pedicle  was  clamped  and  cut  before  the  tumor  was  wholly  de- 
livered over  the  perineum.  The  clamp  was  not  removed  until 
further  investigation  showed  the  interior  of  the  uterus  to  be 
occupied  by  two  small  submucous  growths,  which  were  re- 
moved by  incision  of  their  capsules  and  enucleation.  The 
pedicle  was  carefully  inspected  to  detect  bleeding,  and,  there 
being  none,  it  was  excised  and  its  base  curetted.  Danger  of 
inversion  of  the  uterus  would  be  great  in  cases  where  the  pedi- 
cle is  short,  if  the  delivery  of  the  tumor  were  not  accomplished 
with  great  care. 

As  to  the  recurrence  of  carcinoma  after  hysterectomy,  my 
remarks  probably  were  a  little  stronger  than  I  meant  them  to  be. 
I  do  believe  that  some  cases  that  present  all  the  microscopic 
and  more  rarely  the  clinical  signs  of  malignant  disease  of  the 
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cervix,  if  early  operated  upon,  maj'  live  many  j^ears  without 
recurrence.  But  my  mind  always  clings  to  the  clinical  and 
practical  side  of  these  questions,  and  I  regret  to  say  my  expe- 
rience is  that,  when  cases  of  uterine  cancer  come  to  the  surgeon 
for  operation,  they  are  suflSciently  advanced  in  the  progress  of 
the  disease  as  usuall}'  not  to  warrant  radical  surgical  inter- 
ference. In  looking  over  my  records  of  one  hospital  service  of 
six  months  I  find  fourteen  cases  of  carcinoma  of  the  cervix, 
and  in  only  two  was  operation  justifiable.  The  practical  point 
is  that  when  a  patient  approaches  the  climacteric  with  irregu- 
lar or  recurrent  hemorrhage,  her  physician,  and  through  him 
the  patient  herself,  must  be  made  to  realize  the  practical  im- 
portance of  careful  examination  at  the  hands  of  a  skilled  spe- 
cialist and  of  an  examination  made  by  a  skilled  pathologist. 
Only  in  this  way  can  we  hope  to  treat  these  cases  with  satis- 
factory results.  The  fact  remains  that  the  vast  majority 
are  inoperable  when  we  see  them.  I,  of  course,  believe  that 
early  h3"sterectomy  for  beginning  carcinoma  is  a  justifiable 
operation.  It  unquestionably  is;  but  the  point  is,  we  do  not 
see  the  cases  early.  We  very  often  do  not  get  an  opportunity 
to  operate  when  it  will  avail. 


Stated  Meeting,  November  16,  1899. 
George  M.  Boyd,  M.D.,  in  the  Chair. 

TUBULAR  ADENOMA  OF  RECTUM. 

Dr.  B.  C.  Hirst. — Three  years  ago  I  was  asked  to  see  the 
wife  of  a  physician  with  symptoms  of  rectocele,  cystocele,  and 
prolapse.  On  examination  these  conditions  were  found  and 
nothing  else.  I  recommended  a  plastic  operation,  but  the  pa- 
tient was  not  quite  willing  to  accept  the  advice.  She  was  in 
the  neighborhood  of  50  years  of  age  and  dreaded  an  operation 
at  her  age.  I  did  not  see  her  again  for  more  than  two  years. 
Last  autumn  she  returned  to  my  office  with  the  same  story. 
There  were  the  symptoms  of  prolapse,  bearing-down  pain, 
backache,  frequent  micturition,  and  a  sensation  as  though  her 
uterus  were  protruding  from  the  vagina.  Examination  re- 
vealed the  same  conditions  as  before,  except  that  they  were  a 
little  worse;  there  was  a  large  rectocele,  a  cystocele,  and  a  de- 
cided descent  of  the  uterus.  I  repeated  the  advice  about  ope- 
ration, which  she  seemed  disposed  to  accept.  She  disappeared 
again,  however,  and  I  saw  nothing  of  her  for  some  time.  Six 
or  seven  months  later  she  again  appeared,  so  much  more  un- 
comfortable that  she  decided  to  enter  the  hospital  at  once. 
The  day  before  the  operation,  more  as  a  matter  of  form,  I 
made  an  examination.  As  I  did  so  she  said  there  was  a  change 
in  her  condition  lately,  in  a  profuse  and  rather  bad-smelling 
vaginal  discharge.  This  statement  did  not  attract  my  atten- 
tion, as  I  thought  it  was  a  senile  leucorrhea.  I  was  therefore 
much  surprised  to  find  a  large  growth  projecting  from  the 
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posterior  vaginal  vault,  and  so  friable  that  I  could  break  it 
down  with  my  finger  nail.  A  large  piece  was  thus  removed, 
which  the  microscopic  examination  showed  to  be  a  tubular 
adenoma.  In  spite  of  my  description  of  the  case  as  a  tumor 
springing  from  the  vaginal  wall,  Dr.  Williams,  who  made  the 
microscopic  examination,  naturally  declared  that  it  must  be  a 
rectal  growth,  as  it  was  a  glandular  structure.  I  then  made  a 
rectal  examination  of  the  patient  for  the  first  time,  and  found 
a  tumor  about  the  size  of  a  crab  apple  projecting  into  the  rec- 
tum as  high  up  as  my  forefinger  could  reach.  It  was  perfectly 
sessile.  There  had  been  no  rectal  symptoms,  no  hemorrhage, 
no  pain,  no  mucous  discharge,  no  symptom  whatever  to  call 
attention  to  the  bowel,  and  yet  the  woman  had  had  the  tumor 
for  some  time.  She  must  have  had  it  at  the  time  of  one  of 
my  examinations. 

This  discovery,  of  course,  altered  my  proposition  in  regard 
to  the  operation.  In  addition  to  the  plastic  operation  it  was 
necessary  to  remove  the  tumor.  I  slit  the  recto- vaginal  septum 
by  putting  one  blade  of  the  scissors  in  the  vagina  and  one  in 
the  rectum  until  I  reached  the  tumor.  It  was  necessary  to 
open  the  peritoneal  cavity.  The  gaping  wound  gave  a  good 
exposure  of  the  tumor,  permitting  the  rather  easy  dissection  of 
all  its  ramifications  from  the  recto-vaginal  septum.  The  in- 
cision in  the  peritoneum  was  closed,  the  recto- vaginal  septum 
and  the  sphincter  ani  were  firmly  united.  The  woman  made 
a  good,  although  a  rather  tedious,  recovery.  There  was  a 
persistent  recto-vaginal  sinus,  which  finally,  however,  almost 
closed.  She  reported  at  my  office  within  a  week,  seven  months 
after  the  operation,  in  a  good  condition.  Her  weight  is  good; 
she  feels  well;  there  are  no  local  symptoms,  except  some  vag- 
inal leucorrhea,  the  result  of  a  very  small  sinuous  tract  be- 
tween the  vagina  and  the  rectum.  Upon  rectal  examination 
there  is  no  trace  of  a  recurrence,  so  that  I  feel  hopeful  about 
the  permanent  cure;  although  it  is  still  a  little  doubtful,  be- 
cause in  removing  the  tumor  it  was  necessary  to  dig  out  por- 
tions of  it  which  ran  into  the  connective  tissue  laterally,  and  I 
was  not  quite  confident  that  it  was  entirely  removed. 

Dr.  Williams  furnished  me  a  rough  sketch  of  the  tumor.  It 
was  cut  up  pretty  thoroughly  in  his  examination,  so  that  it  is 
not  available  for  demonstration,  and  I  am  therefore  particu- 
larly glad  that  Dr.  Shober  is  able  to  present  a  typical  tumor 
for  our  inspection  along  with  the  specimens  under  the  micro- 
scope. The  tumor  in  my  case  had  nothing  of  the  arbor  vitse 
arrangement  seen  in  Dr.  Shober's  specimen  and  had  no  pedi- 
ole. 

Dr.  John  B.  Shober  read  a  paper  entitled 

TUBULAR  ADENOMA   OF  THE   RECTUM.' 

Dr.  Hirst. — I  would  like  to  ask  Dr.  Shober  if,  in  his  review 
of  the  literature  on  the  subject,  he  has  come  across  a  case  like 
'  See  original  article,  p.   28. 
6 
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mine,  in  which  the  tnmor  not  only  grew  into  the  rectum  but 
also  toward  the  vagina.  The  main  extension  of  the  tumor  in 
my  case  was  into  the  vagina,  which  strikes  me  as  most  pecu- 
liar. 

Dr.  Shober. — The  tunn>r  is  a  soft,  spongy  mass  and  looks 
like  a  rare  coral  formation.  In  the  microphotographs  are  seen 
large  capillary  vessels  filled  with  blood  corpuscles. 

The  clinical  symptoms,  therefore,  are  readily  explained.  The- 
mucoid  discharge  comes  from  the  exposed  epithelial  cells,  and 
the  hemorrhages  come  when  the  villi,  through  which  course 
these  large  capillary  vessels,  break  away.  This  woman  at 
times  bled  more  than  a  pint.  She  was  so  exsanguinated  that 
when  she  came  to  the  hospital  it  was  not  considered  safe  tO' 
operate  for  two  weeks. 

As  to  the  question  of  malignancy,  it  is  possible  that  the 
epithelial  cells  break  through  into  the  stroma  of  the  villi. 
Having  gained  access,  they  penetrate  to  the  attachment  of  the- 
rectal  wall,  and  in  that  way  the  epithelial  cells  proliferate  and 
produce  malignancy.  If  taken  in  time  they  might  be  consid- 
ered as  benign. 

The  operation  was  simple;  the  tumor  was  protruding  from 
the  anus  by  reason  of  a  preparatory  enema.  A  clamp  was 
placed  upon  the  pedicle  and  the  tumor  cut  off.  The  patient 
being  a  woman  and  the  perineum  being  torn,  it  was  easy,  by 
placing  the  hand  in  the  base  of  the  vagina,  to  turn  the  whole 
mass  out  and  control  hemorrhage  by  forceps.  The  edges  of 
the  wound  were  brought  together  with  continuous  catgut 
sutures. 

I  think  that  Dr.  Hirst's  case  is  unique.  All  the  cases  I  have- 
met  with  in  literature,  and  my  own  case,  were  non-penetratingj. 
outward  growths. 
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Meeting  of  November  28,  1899. 
The  President,  George  T.  Harrison,  M.D.,  in  the  Chair ^ 
Dr.  George  H.  Mallett  reported  a  case  of 

laceration  THROUGH  THE  SPHINCTER  REPAIRED  BY 
KELLY'S  METHOD, 

as  described  in  a  paper  read  last  May  before  the  American 
Gynecological  Society. 

He  found  it  very  easy  to  dissect  out  the  ends  of  the  sphinc- 
ter muscles  and  to  introduce  the  buried  catgut  sutures.  It 
occurred  to  him  that  the  apron  hanging  down  might  better 


woman's  hospital  society.  83 

have  been  sewed  across  as  in  Whitehead's  operation.  The 
patient  had  a  tag  when  she  got  up,  but  it  did  not  give  her  any 
trouble.     The  final  result  is  perfect. 

Dr.  Bache  McE.  Emmet.— I  heard  Dr.  Kelly  read  his 
paper  at  the  meeting  of  the  American  Gynecological  Society, 
and  also  the  discussion  which  followed  it,  and  I  recall  that  Dr. 
Johnstone,  of  Cincinnati,  took  exception  to  the  operation  being 
a  novel  one  and  referred  it  back  to  the  operation  of  Tait.  As 
I  understand  it,  however,  Tait  never  undertook  to  bring  down 
this  end  so  as  to  make  a  covering  on  the  bowel  side.  He  dis- 
sected a  flap  to  enlarge  the  area  for  union.  Dr.  T.  A.  Emmet 
had  already  greatly  improved  the  operation  by  bringing  to- 
gether the  ends  of  the  sphincter  muscle,  and  his  results  were 
very  successful.  Fistula  cannot  possibly  result  if  the  sutures 
are  carried  well  down  behind  the  muscle,  thus  getting  together 
broad  surfaces.  If  proper  adjustment  is  made  nothing  can 
pass  between  them.  I  think  there  is  a  great  deal  in  Dr. 
Kelly's  description  of  the  operation  which  does  not  materialize 
in  the  procedure;  in  other  words,  that  he  advocates  a  very 
roundabout  way  of  doing  a  simple  thing,  and  that  the  result 
of  the  operation  does  not  differ  from  the  ordinary  flap  opera- 
tion for  repair  of  the  perineum.  I  am  emboldened  to  say  this 
because  a  surgeon  who  had  been  a  student  of  Kelly  recently 
saw  me  do  the  operation  as  I  always  do  it,  and  he  said  that  he 
could  see  no  difference  between  Dr.  Emmet's  operation  and 
that  of  Dr.  Kelly.  What  Dr.  Kelly  speaks  of  as  a  flap  is 
represented  by  the  tissue  which  we  all  leave  over  the  vertical 
portion  of  such  an  operation.  If  you  pull  on  the  upper  or 
lower  portion,  you  may  represent  it  as  a  flap.  I  still  feel  that 
we  are  not  called  upon  to  change  a  method  which  has  given 
such  good  results  as  has  that  of  Dr.  Emmet.  Theoretically, 
the  operation  described  this  evening  is  one  in  which  infection 
is  less  likely  to  occur;  but  we  will  get  just  as  good  results  if 
we  follow  the  rules  laid  down  by  Dr.  Emmet. 

Dr.  Leroy  Broun. — I  have  read  with  interest  and  care  the 
article  mentioned.  I  do  not  think  the  suggestions  of  Dr. 
Kelly  are  any  improvement  on  the  methods  alread}'  in  exist- 
ence. I  have  done  my  share  of  operations  for  the  repair  of 
complete  lacerations  through  the  sphincter,  have  always  fol- 
lowed one  method,  and  have  never  had  a  failure  or  a  sinus. 
At  first  I  thought  this  was  due  to  "good  luck,"  but  I  now 
think  it  is  due  to  the  method  of  operation  which  I  emplo}'. 

Dr.  p.  F.  Chambers. — The  operation  referred  to  by  Dr. 
Broun  I  have  employed  in  some  ten  or  twelve  cases,  and  I 
have  never  failed  to  get  a  good  result.  Lately  I  have  been 
using  chromicized  catgut  in  the  rectum,  instead  of  silkworm 
gut,  because  I  had  trouble  in  removing  the  latter. 

Dr.  a.  Palmer  Dudley. — The  operation  described  by  Dr. 
Kelly  consists  in  denuding  a  flap  in  order  to  get  down  to  the 
sphincter  muscle,  so  that  he  can  unite  its  ends  by  means  of 
buried  sutures,  but,  as  Dr.  Emmet  says,  it  seems  like  going  a 
long  way  around  to  get  home- 
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I  congratulate  Dr.  Mallett  on  the  good  result  obtained,  but 
think  that  in  time  he  will  abandon  the  method  and  return  to 
the  more  simple  procedure. 

I  denude  as  does  Dr.  Chambers,  use  a  continuous  suture  of 
No.  2  chromicized  catgut,  and  have  yet  to  score  a  failure,  al- 
though I  have  done  the  operation  on  women  who  for  twenty- 
five  years  had  no  control  over  the  rectum. 

Dr.  L.  G.  Langstafp  reported  a  case  of 

PROLONGED   RETENTION   OF  URINE. 

Mrs,  J.  M.,  27  years  of  age,  mother  of  two  children,  having 
had  an  abortion  at  two  months  and  being  again  pregnant  in 
the  third  month,  was  first  seen  by  me  during  the  night  of 
November  IG,  1897.  She  then  complained  of  pain  and  disten- 
sion in  the  region  of  the  bladder,  and  stated  that  she  had  not 
voided  urine  for  twentj'-f our  hours  or  more.  On  palpation  the 
bladder  was  found  to  be  distended.  A  No.  8  rubber  catheter 
was  passed  into  the  bladder,  meeting  with  some  resistance  (as 
if  by  constriction),  and  a  large  quantity  of  urine,  fifty-two 
ounces  in  all,  was  drawn  off.  The  urine  appeared  to  be  nor- 
mal, and  a  chemical  examination  proved  it  to  be  so.  Inquiry 
into  the  cause  of  this  retention  elicited  nothing.  The  patient 
was  feeling  in  perfect  health,  was  not  of  neurotic  tempera- 
ment or  in  the  slightest  degree  hysterical.  The  retention  had 
never  occurred  before  and  was  not  preceded  by  any  symptoms 
whatever.  The  desire  to  urinate  simply  ceased,  and  she  only 
sent  for  me  when  the  pain  from  excessive  distension  occurred. 
The  uterus  was  found  to  be  in  normal  position,  and  no  abnor- 
mal conditions  of  any  kind  were  discovered.  I  prescribed  a 
mixture  containing  potassium  bromide  and  tincture  of  hyoscy- 
amus  in  considerable  doses,  to  be  taken  every  four  hours,  and 
saw  the  patient  twice  on  the  following  day,  catheterizing  her 
each  time.     On  the  next  day  she  voluntarily  voided  her  urine. 

A  few  days  later  retention  again  occurred.  The  bromide 
and  hyoscyamus  seemed  of  no  avail  and  was  discontinued. 
For  a  few  days  following,  retention  requiring  the  catheter  and 
voluntary  voiding  of  her  urine  occurred  alternately.  On  two 
or  three  occasions  she  allowed  her  bladder  to  become  extremely 
distended  before  sending  for  me.  Finally,  after  two  or  three 
days'  intermission  of  this  trouble,  she  had  an  abortion. 

The  interesting  feature  of  the  case  to  me  lies  in  the  fact  that 
no  apparent  cause  existed  for  the  retention  of  urine.  As  she 
evidently  aborted  easily,  it  is  not  so  much  to  be  wondered  at 
that  the  accident  of  abortion  finally  occurred,  since  this  mishap 
may  be  occasioned  in  some  women  by  almost  any  trivial  cause. 

I  take  it  that  a  tonic  contraction  of  the  sphincter  urethrsB 
occurred  by  some  disturbance  of  innervation  of  the  bladder. 
Her  neglect  to  seek  relief  before  excessive  distension  probably 
caused  the  bladder  to  so  press  upon  and  displace  the  uterus 
that  contraction  and  expulsion  of  its  contents  resulted. 

As  this  is  the  only  case  of  the  kind  with  which  I  have  met,  it 
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would  interest  me  to  learn  the  experience  of  other  members  of 
the  Society. 

Dr.  N.  G.  Bozeman. — I  have  seen  several  cases  of  retention 
of  urine.  In  one  case  the  woman  was  supposed  to  have  an 
ovarian  tumor,  and  the  attending  physician  had  aspirated  a 
fluid  tumor  posterior  to  the  uterus.  This  tumor  proved  to  be 
the  bladder,  which  had  become  so  distended  that  it  reached  up 
above  the  fundus  and  fell  over  back  of  it.  There  was  no  dis- 
placement of  the  uterus.  I  drew  off  by  catheter  a  large  basin- 
ful of  urine.  The  condition  had  probably  lasted  some  time, 
and  the  patient,  without  knowing  it,  had  not  been  able  to 
completely  empty  the  bladder.  The  result  was  that  there  was 
a  residuum  of  urine,  which  gradually  increased  until  attention 
was  called  to  it  by  the  retention.  This  may  have  been  the 
case  in  Dr.  Langstaff's  patient. 

Dr.  J.  E.  Janvrin  reported  a  case  of 

REMOVAL   OF   THE   SPLEEN   FOLLOWED   BY   DEATH. 

The  patient  was  operated  upon  in  October,  1898.  I  had  seen 
her  twice  during  the  preceding  summer  at  Cooperstown  and 
was  much  interested  in  the  case.  She  was  apparently  healthy, 
45  years  of  age,  and  the  mother  of  several  children.  There 
was  a  large  tumor  which  filled  the  left  abdominal  cavity, 
extending  up  under  the  ribs  and  down  into  the  pelvis.  It  had 
first  made  its  appearance  two  years  previously,  and  when  I 
saw  her  was  twice  as  large  as  a  fetal  head.  My  diagnosis  was 
an  enlarged  spleen.  There  was  no  history  of  malaria,  and  an 
examination  of  the  blood  showed  no  plasmodium.  On  account 
of  the  immense  size  of  the  tumor,  and  because  the  tense  condi- 
tion of  the  abdominal  walls  made  palpation  diflBcult,  I  was  in 
some  doubt  as  to  the  diagnosis,  and  I  persuaded  her  to  come  to 
this  city  and  enter  my  sanitarium  for  operation.  Dr.  Polk  and 
Dr.  Goffe  saw  the  case  with  me  and  confirmed  my  diagnosis  of 
enlarged  spleen.  Dr.  Goffe  assisted  me  at  the  operation.  I 
made  a  somewhat  oblique  incision  on  the  left  side  of  the  abdo- 
men and  found,  as  I  expected,  an  enormously  enlarged  spleen, 
which  was  afterward  found  to  weigh  seven  and  a  half  pounds. 
The  vessels  in  the  pedicle  were  carefully  ligated  and  the  spleen 
removed  with  the  loss  of  scarcely  half  an  ounce  of  blood  and 
without  any  apparent  shock.  The  procedure,  including  the 
putting  of  the  patient  under  ether,  lasted  forty-five  minutes 
from  start  to  finish.  The  patient  was  put  to  bed  in  good  con- 
dition with  a  pulse  of  about  80.  I  saw  her  in  the  evening, 
some  hours  later,  at  which  time  she  was  perfectly  comfortable 
and  in  good  condition,  the  pulse  ranging  from  88  to  90  and  the 
temperature  not  even  reaching  99°  F.  She  did  well  until  2 
o'clock  the  following  morning,  when  she  became  suddenly 
restless.  The  pulse  ran  up  and  sighing  respiration  developed. 
1  was  hastily  sent  for  at  4  o'clock,  and  when  I  reached  her  she 
was  almost  unconscious  and  the  pulse  rate  was  120.  There 
was  no  rise  of  temperature,  but  the  pulse  had  run  up  from  90 
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to  1'20  within  two  hours.  I  immediately  suspected  secondary 
hemorrhage  and  sent  for  Dr.  Goffe,  with  the  intention  of 
reopening  the  abdomen.  Meanwhile  I  injected  salt  solution 
into  the  rectum  and  under  the  skin,  also  used  strychnine  and 
brandy  freely  hypodermatically,  but  without  avail,  for  she 
died  in  an  hour's  time.  The  abdomen  was  at  once  reopened 
and  the  cavity  found  absolutely  dry.  I  can  give  no  reason  for 
her  sudden  death  other  than  that  it  was  caused  by  what  we 
call  secondary  shock.  In  looking  up  the  literature  of  the 
subject  I  find  that  only  about  one-third  of  the  patients  from 
whom  the  spleen  is  removed  survive  the  operation. 

The  appended  report  of  the  pathologist  who  examined  the 
spleen  is  interesting,  but  does  not  throw  much  light  upon  the 
cause  of  the  enlargement : 

*'  Dear  Doctor: — I  should  have  written  a  week  ago,  stating 
that  I  should  need  some  time  to  send  an  opinion  on  the  spleen 
that  would  be  of  any  value.  The  extra  time  required  was  for 
the  purpose  of  comparing  the  sections  of  this  case  with  those 
from  other  forms  of  splenic  enlargement.  I  found  it  necessary 
to  compare  it,  for  instance,  with  malarial  spleens,  for  this 
specimen  contained  a  good  deal  of  pigment.  But  your  case  is 
not  malarial,  being  essentially  different  from  any  of  six  mal- 
arial cases  that  I  have  been  able  to  find  here  (the  Department  of 
Pathology  of  the  College  of  Physicians  and  Surgeons),  three 
of  which  were  cut  this  week.  Neither  is  it  like  two  cases  of 
splenic  tumor  resulting  from  syphilis.  In  some  respects  it 
resembles  the  spleen  of  leukemia,  in  five  cases  of  which  I  have 
sections  of  the  spleen  for  comparison,  but  your  case  lacks  one 
essential  feature  of  the  leukemic  spleen,  i.e.,  hypertrophy  of 
the  lymph  nodules. 

"The  only  thing  that  remains  is  the  form  of  hyperplasia 
seen  in  the  so-called  '  splenic  anemia,^  which  is  regarded  by 
some  as  the  splenic  form  of  Hodgkins'  disease.  This,  I  think, 
is  the  true  nature  of  the  enlargement  of  the  organ  in  your  case. 
Histologically,  it  shows  hypertrophy  of  the  pulp  tissue  only, 
the  Malpighian  bodies  being  atrophic.  It  is  not  sarcoma, 
because  the  sinuses,  capsule,  and  Malpighian  bodies  are  not 
obliterated.  The  new  cells  are  large  mononuclear  cells,  iden- 
tical in  appearance  with  the  large  mononuclear  leucocytes 
of  the  spleen. 

"The  point  that  remains  undecided  in  my  mind,  and  on 
which  the  books  do  not  help,  is  whether  the  spleen  of  Hodg- 
kins'  disease  differs  from  that  of  '  splenic  anemia.'  I  have  no 
specimens  of  the  latter  disease,  as  seen  in  many  young  sub- 
jects, for  these  cases  do  not  die  in  hospitals. 

"  The  closest  diagnosis  I  can  give  is  acute  or  subacute  sim- 
ple hyperplasia  of  the  splenic  pulp  tissue,  of  undetermined 
origin. 

"  Very  sincerely  yours, 

"James  Ewing." 

Dr.  Dudley. — wSome  years  ago,  at  the  old  Post-Graduate 
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Hospital,  Dr.  Nilsen  removed  the  spleen  from  a  patient  who 
is  still  living.  In  that  case  the  spleen  was  not  as  large  as  the 
one  removed  by  Dr.  Janvrin,  but  the  pedicle  was  so  long  that 
the  spleen  was  found  lying  in  the  pelvic  cavity  behind  the  ute- 
rus. One  year  later  I  removed  the  spleen  from  a  boy  who  had 
a  nodular  liver.  It  was  a  case  of  leukemia  and  the  boy  died 
soon  after.  The  spleen  weighed  about  four  pounds.  From 
the  condition  of  the  liver  as  seen  at  the  operation,  it  was  a  fore- 
gone conclusion  that  he  would  die.  Later  I  learned  that  the 
trouble  was  of  syphilitic  origin. 

Dr.  Emmet. — I  would  like  to  ask  Dr.  Janvrin  if  an  examina- 
tion of  the  heart  tissue  was  made  in  his  case.  At  time3  a 
moderate  amount  of  shock  will  prove  fatal  in  persons  in  whom 
the  heart  is  not  sound.  As  to  secondary  shock,  is  it  not  a  fact 
that  nowadays  pathologists  do  not  recognize  such  a  cause  of 
death?  We  all  see  cases,  of  course,  in  which  death  comes 
€arly  and  without  apparent  sepsis,  which  we  would  like  to 
explain  in  this  way,  but  I  think  that  most  pathologists  hold 
there  is  no  such  thing  as  secondary  shock. 

Dr.  Janvrin. — No  examination  of  the  heart  was  made,  but 
I  think  it  was  in  good  condition,  for  I  had  watched  the  patient 
carefully  for  some  time  prior  to  operation  and  noticed  nothing 
wrong.  I  recently  read  a  paper  written  by  Dr.  Hartley  in  which 
a  number  of  cases — some  his  own — of  removal  of  the  spleen  are 
given.  About  one-third  of  the  patients  recovered.  My  opinion 
is  that  death  was  due  to  shock  in  my  case,  for  no  other  cause 
was  discovered.  There  was  no  blood  in  the  pelvic  cavity  and 
it  was  too  early  for  sepsis.  Moreover,  the  acceleration  of  the 
heart  action  was  gradual. 

Dr.  John  Aspell  then  reported  two  cases  of 

FIBROMA  WITH   TWISTED   PEDICLE. 

Instead  of  entering  into  a  dissertation  on  the  etiology  of 
twisted  pedicle  in  myomatous  tumors,  I  have  thought  it  wiser, 
in  view  of  the  fact  that  the  two  cases  that  are  to  be  reported  have 
had  a  medical  history  somewhat  similar,  and  therefore  probably 
similar  etiological  factors,  to  lay  some  stress  on  the  importance 
of  an  early  recognisance  and  a  prompt  relief  by  means  of  sur- 
gery, inasmuch  as  a  good  prognosis  can  only  be  given  when 
a  careful  and  accurate  diagnosis  has  been  made  beforehand, 
and  to  urge  that  a  firm  stand  be  taken  in  dealing  with  abdom- 
inal tumors  that  grow  worse  the  longer  they  remain  in  place. 

The  points  of  similarity  in  the  histories  of  the  cases  have 
been  one  reason  for  presenting  the  specimens  for  your  inspec- 
tion, and  the  advanced  condition  of  peritonitis  that  may  be 
present  with  mild  subjective  symptoms  is  another  reason. 

The  first  patient,  a  maiden  in  comfortable  position  in  life,  well 
nourished  and  of  previous  good  health,  just  at  the  time  of  life 
when  uterine  functions  are  expected  to  cease,  had  a  severe 
attack  of  abdominal  pain  that  lasted  three  days.  She  gave  the 
story  of  having  had  three  similar  attacks  during  the  year. 
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This  last  onset  was  sudden,  accompanied  by  a  slight  chill  and 
fever.  In  the  course  of  twenty-four  hours,  while  the  pain 
became  less  severe,  the  fever  was  more  pronounced.  With  the 
increase  of  fever  came  an  accelerated  pulse  and  the  usual  local 
symptoms  of  peritonitis.  There  was  no  vomiting,  however. 
On  the  third  day  the  skin  assumed  a  darker  hue,  and  a  dull  and 
listless  manner  liastened  the  decision  in  regard  to  a  laparatonay 
that  the  patient  was  onl}'-  too  anxious  to  put  oft".  Here  the 
reason  for  operating  was,  first  of  all,  the  presence  of  a  myoma- 
tous tumor  and  the  indication  that  some  change  was  evidently 
taking  place  in  the  growth  itself. 

Abdominal  section  revealed  a  tumor  of  a  pearl-white  appear- 
ance, somewhat  calcareous,  attached  to  the  uterus  by  a  pedicle 
about  the  breadth  of  three  fingers.  The  summit  of  the  tumor 
was  attached  to  the  parietal  peritoneum  by  old  lymph  discs. 
There  was  some  dulness  to  the  peritoneum,  with  very  little 
excess  of  fluid. 

The  history  of  the  second  patient  was  as  follows:  She  was 
a  maiden,  just  beginning  the  menopause,  and  thought  herself 
in  perfect  health  up  to  October  27  last,  when  she  was  informed 
of  the  presence  of  an  abdominal  tumor  by  her  physician.  On 
the  date  in  question  she  had  a  severe  attack  of  abdominal  pain 
extending  over  the  whole  abdomen.  She  was  treated  one 
week  at  home  and  then  advised  to  place  herself  under  the 
care  of  a  surgeon  for  the  removal  of  the  abdominal  tumor. 
On  the  3d  of  this  month  she  was  placed  in  my  service.  On 
the  morning  of  the  4th,  when  I  saw  her,  the  expected  menstru- 
ation had  appeared,  and  an  examination  by  abdominal  palpa- 
tion disclosed  a  hard  tumor  extending  up  to,  and  for  about 
four  inches  to  the  left  of,  the  umbilicus.  There  was  no 
distension  or  tenderness.  The  temperature  and  pulse  being 
normal,  there  was  no  apparent  reason  why  an  operation 
should  be  hastily  performed.  The  following  day  the  patient 
was  comfortable  and  menstruating,  the  usual  amount  for  her. 
At  3  o'clock  in  the  morning  of  the  7th  she  suddenly  vomited 
about  a  pint  of  a  yellowish,  watery  material  that  had  a  fecal 
odor.  At  4  o'clock  she  vomited  again,  less  in  amount,  but 
fecal.  There  was  no  more  vomiting  up  to  the  time  of  operat- 
ing, which  was  9  o'clock.  Considering  the  condition  desperate 
enough  to  summon  a  consultant^  I  telephoned  Dr.  Cleveland 
for  an  opinion.  The  patient  was  placed  under  ether  on  his 
arrival,  and  his  advice  was  an  immediate  operation. 

Appreciating  the  significance  of  the  character  of  vomiting,  I 
was  prepared  to  find  a  constriction  of  the  lumen  of  some  part 
of  the  small  intestines,  but  hardly  for  the  advanced  stage  of 
peritonitis  that  was  found. 

The  tumor  itself  was  irregular  in  shape,  about  seven  inches 
across  its  longest  diameter,  almost  black  in  color,  and  adherent 
to  the  peritoneum  immediately  under  the  line  of  incision.  Its 
entire  surface  was  embedded  in  a  film  of  thick,  grayish  lymph. 
The  pedicle  was  about  the  breadth  of  two  fingers  and  contain- 
ing very  little  fibrous  tissue,  so  that  its  removal  was  simple 
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enough.  That  part  of  the  small  intestines  nearest  the  tumor 
was  matted  by  a  soft,  dark  grayish,  jelly-like  material 
readily  separated  by  the  fingers.  There  were  spots  of  gan- 
grene at  the  various  points  where  the  coils  overlapped.  The 
imprisoned  intestines  were  purple  and  swollen.  It  is  useless, 
of  course,  to  narrate  the  subsequent  history. 

With  an  imperfect  previous  history  it  is  not  always  a  simple 
matter  to  detect  the  gravity  of  a  given  condition.  There  was 
no  method  of  ascertaining  it  here.  But,  in  the  light  of  retro- 
spection, the  patient  would  have  had  a  far  better  chance  for 
recovery  if  an  operation  was  performed  soon  after  the  sudden 
attack  of  pain,  just  as  a  case  of  appendicitis  has  abetter  chance 
if  operated  upon  when  a  sudden  attack  of  pain  comes  on  after 
a  short  period  of  convalescence.  The  positions  are  the  same: 
anticipate  the  peritonitis  and  dissolution  will  be  anticipated. 

Had  I  had  a  clear  histor}^  I  would  have  operated  without  any 
delay;  but  the  physical  appearance  did  not  warrant  any  haste, 
and  the  reserve  that  a  sick  woman  demands  at  the  time  of 
menstruation  prompted  me  to  wait  till  after  the  period.  I  am 
satisfied  that  the  peritonitis  had  even  then  advanced  so  far 
that  an  operation  would  have  been  hopeless. 

The  conclusion  I  would  draw,  in  the  light  of  these  cases,  is: 
that  pedunculated  fibromata  existing  in  women  about  entering 
the  menopause  should  be  operated  on  speedily  because  of  the 
danger  of  starvation  due  to  the  interruption  of  blood  supply, 
the  pedicle  shrinking  at  the  expense  of  the  tumor.  Whether 
the  growth  becomes  edematous  or  not,  the  intestinal  move- 
ments may  distort  an  already  top-heavy  tumor. 

Dr.  Chambers. — I  remember  seeing  a  case  of  twisted  pedi- 
cle some  years  ago  in  the  practice  of  Dr.  Thomas.  The  patient 
was  a  Southern  woman  who  came  to  Xew  York  for  operation, 
and  during  the  journey  she  became  very  much  worse,  so  that 
she  was  in  a  very  bad  condition  when  she  arrived.  Operation 
was  performed  at  once  and  it  was  found  that  the  tumor  was 
almost  black.  There  were  two  distinct  twists  in  the  pedicle. 
I  do  not  remember  whether  or  not  there  was  any  peritonitis 
present,  but  I  recall  clearly  the  appearance  of  the  tumor. 

Dr  Emmet. — If  it  could  be  determined  when  these  tumors 
become  cut  off  from  their  blood  supply,  immediate  operation 
could  be  performed  and  a  fatal  result  averted.  In  my  own 
practice  I  saw  an  instance  of  twisted  pedicle  in  a  case  of  cyst 
of  the  broad  ligament  in  which  sepsis  set  in  rapidly.  There 
were  no  less  than  seven  twists  in  the  pedicle,  and  the  tumor 
was  brought  up  in  front  of  the  uterus  and  was  adherent  to  it, 
to  the  bladder,  and  to  the  intestines.  It  was  carefully  peeled 
off  without  injury  to  the  intestines,  but  septic  peritonitis  devel- 
oped immediately. 

In  regard  to  fibroids  free  in  the  abdominal  cavity,  which  we 
have  all  seen,  they  may  have  become  so  through  a  twisted 
pedicle  and  have  retained  their  life  because  they  have  derived 
nourishment  from  the  adhesions  formed  with  other  viscera 
before  the  pedicle  became  entirely  severed.     I  remember  seeing 
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seven  loose  fibroids  in  one  case,  and  I  made  it  the  subject  of  a 
paper.  Presumably  all  had  originally  been  attached  to  the 
uterus,  but  had  dropped  off  after  becoming  attached  to  the 
parietal  walls  or  elsewhere,  without  givdng  rise  to  any  sj^mp- 
toms.  One  of  the  tumors  was  nearl}^  as  large  as  one  of  those 
presented  this  evening  by  Dr.  Aspell.  In  another  case,  that 
of  an  ovarian  cyst,  the  pedicle  was  thin,  drawn  out  like  a 
slender  adhesion,  and  the  tumor  was  receiving  nourishment 
from  what  I  took  to  be  the  urachus.  This  was  a  mass  fully 
three  fingers  in  volume  and  six  inches  in  length,  which  attached 
it  to  the  fundus  of  the  bladder.  I  divided  it  close  to  the  cyst 
and  did  not  seek  further  to  ascertain  what  it  was.  In  this 
case,  separation  without  torsion  would  have  taken  place  shortly 
had  operation  not  been  performed,  for  the  tube  pedicle  was 
drawn  out  until  it  was  the  size  of  a  thread. 

Dr.  Dudley.— I  would  like  to  ask  Dr.  Aspell  if  in  the  first 
case  the  gut  was  not  imprisoned,  and  whether  this,  and  not  the 
choking  of  the  fibroid  by  twisting  of  the  pedicle,  was  not  the 
cause  of  the  peritonitis.  The  fact  that  the  patient  had  fecal 
vomiting  so  early  would  seem  to  indicate  that  the  bowel  had 
become  imprisoned  first.  The  shape  and  size  of  the  tumor  are 
such  that  I  do  not  see  how  it  could  rotate  in  the  pelvic  cavity 
and  cause  peritonitis  and  fecal  vomiting  at  such  an  early 
stage. 

Dr.  Aspell. — My  impression  is  that  the  tumor  became  con- 
stricted and  necrotic.  It  was  absolutely  blocked.  The  pres- 
sure of  the  tumor  against  the  parietal  wall  had  imprisoned  the 
intestine.  I  think,  however,  that  if  obstruction  of  the  intestine 
had  been  the  only  trouble  the  patient  would  have  recovered. 
But,  of  course,  Dr.  Dudley's  point  may  be  well  taken.  It  is 
difficult  to  find  out  which  was  the  primary  condition.  All  I 
can  say  is  that  the  woman  had  severe  abdominal  pain  and 
pelvic  peritonitis. 
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Stated  Meeting,  October  U,  1899. 
The  President,  Mr.  Alban  Doran,  in  the  Chair, 
Dr.  Williamson  read  a  paper  on 

THE     PATHOLOGY     AND     SYMPTOMS     OF    HYDATIDIFORM 
DEGENERATION   OF   THE   CHORION. 

The  author  reviewed  briefly  the  earlier  views  of  the  pathology 
of  the  condition.  He  then  described  the  development  of  the 
chorionic  villi  and  the   changes  which  occur  in  them  when 
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undergoing  myxomatous  degeneration,  the  changes  as  observed 
by  himself  agreeing  almost  entirely  with  those  previously  de- 
scribed by  other  observers.  The  "  myxoma  fibrosum  "  of  Vir- 
chow  was  described,  and  the  author  gave  his  reasons  for  regard- 
ing this  condition  as  closely  allied  with  hydatidiform  mole. 
The  question  of  the  priority  of  the  degeneration  of  the  chorion 
or  the  death  of  the  embryo  was  discussed,  and  the  conclusion 
arrived  at  that  degeneration  of  the  chorion  usually  precedes 
the  death  of  the  embryo.  The  relation  of  hydatid  moles  and 
deciduoma  malignum  was  discussed .  The  author  gave  reasons 
for  doubting  the  doctrine  of  Spiegelberg  with  regard  to  the 
fetal  origin  of  the  hydatidiform  disease,  and  quoted  cases  of 
repeated  hydatidiform  molar  pregnancies  occurring  in  the 
same  woman.  The  usual  naked-eye  appearances  of  the  mole 
were  described. 

The  author  then  endeavored  to  ascertain  (1)  the  frequency  of 
the  occurrence  of  the  condition,  and  (2)  the  effects  of  (a)  age, 
(b)  multiparity,  (c)  rapid  child-bearing  upon  its  production; 
concluding  that  (1)  its  approximate  frequency  may  be  once  in 
2,400  pregnancies;  (2)  that  hydatidiform  pregnane}*  may  occur 
at  any  time  during  the  child-bearing  period,  the  age  of  the 
woman  having  very  little  influence;  (3)  that  the  condition  is 
more  frequent  in  those  who  have  borne  few  children  than  in 
those  who  have  borne  many;  (4)  that  it  is  not  the  rule  for  pre- 
vious pregnancies  to  have  followed  upon  one  another  with 
great  rapidity.  An  inquiry  was  then  made  into  the  presence  or 
absence  of  the  usual  signs  and  symptoms  of  normal  pregnancy 
under  the  following  heads:  (1)  amenorrhea,  (2)  vomiting, 
(3)  activity  of  breasts,  (4)  blue  coloration  of  vaginal  mucous 
membrane,  (5)  softening  of  cervix,  (6)  uterine  tumor,  (7)  ute- 
rine tumor  and  fetal  heart  sounds.  The  conclusion  was  that  all 
these  symptoms  and  signs  are  usually  present  excepting  the 
uterine  souffle  and  fetal  heart  sounds,  but  sometimes  these 
maybe  heard;  whilst,  on  the  other  hand,  the  only  sign  which 
is  constantly  present  is  enlargement  of  the  uterus. 

The  distinguishing  features  of  the  condition  were  then  de- 
scribed under  the  following  heads:  1.  The  size  and  other  phys- 
ical characters  of  the  uterus.  Two  classes  of  cases  were  shown 
to  exist:  (1)  those  in  which  the  uterus  is  larger  than  would 
be  expected  from  the  probable  duration  of  the  pregnancy; 
(2)  those  in  which  the  uterus  is  smaller.  Another  feature 
sometimes  present,  and  of  importance,  is  uterine  tenderness. 
2.  Vaginal  discharges,  with  or  without  the  cysts.  3.  Hemor- 
rhage. 

The  author  then  discussed  the  diagnosis,  the  conditions 
likely  to  be  mistaken  for  hydatidiform  mole  being:  (1)  con- 
cealed accidental  hemorrhage  and  placenta  previa;  (2)  the 
discharge  of  a  pelvic  hydatid  through  the  vagina;  (3)  hy- 
dramnion,  especially  if  combined  with  hydrorrhea  gravidarum. 
Cases  in  which  difficulty  has  arisen  were  recorded.  The  com- 
plications met  with  were  described:  1.  Albuminuria,  a  frequent 
complication.     Two  forms  are  to    be   distinguished:  (a)  One 
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form  in  which  the  prognosis  is  good,  in  which  hlood  and  epi- 
thelial casts  are  not  present  in  the  urine;  (b)  one  form  in  which 
the  prognosis  is  bad  and  in  which  these  structures  are  found 
in  the  urine.  2.  Hemorrhage,  seldom  fatal  in  itself.  3.  Sep- 
sis; sapremia,  septicemia,  and  pyemia  all  being  frequent  com- 
plications. 

Prognosis. — The  mortality  of  the  whole  25  cases  was  20  per 
cent.  The  mortality  of  the  10  consecutive  cases  from  St. 
Bartholomew's  Hospital  was  30  per  cent. 

Dr.  Herman  thought  Dr.  Williamson's  analysis  of  his  cases 
was  exceptionally  valuable.  He  (Dr.  Herman)  was  surprised 
at  the  high  mortality  Dr.  Williamson  reported.  He  did  not 
think  the  mortalit}^  among  cases  of  this  disease  in  the  London 
Hospital  anything  like  as  high.  His  own  experience  was  that 
in  most  cases,  when  the  cervix  was  dilated  and  ergot  adminis- 
tered, the  mole  was  expelled  and  that  patients  got  well.  He 
did  not  remember  ever  having  had  to  perform  any  intrauterine 
manipulation  to  get  away  such  a  mole.  In  a  few  cases  the 
existence  of  myxomatous  degeneration  had  been  suspected, 
but  in  most  it  had  not  been  thought  of  until  the  characteristic 
vesicles  had  been  seen  in  the  discharges. 

The  President  called  attention  to  the  frequency  of  uncon- 
trollable vomiting  in  association  with  hydatidiform  mole; 
cases  illustrating  this  had  also  been  published  by  Brindeau  and 
Bue.  Keiffer  traced  vesicular  mole  to  proliferating  arteritis, 
which  modified  the  development  of  the  products  of  conception; 
this  pathological  change  he  attributed  to  the  abuse  of  emmena- 
gogues  early  in  pregnancy.  Neumann,  Marchand,  and  Lud- 
wig  Frankel  brought  forward  strong  evidence  that  deciduoma 
developed  from  relics  of  hydatidiform  mole.  Marchand  was 
also  a  strong  supporter  of  the  molar  theory  as  to  the  origin  of 
deciduoma,  dissenting  from  the  opinion  freely  expressed  at  a 
meeting  of  the  Obstetrical  Society  in  1896  and  since  then  sup- 
ported by  Veit. 

Dr  Griffith  referred  to  the  rarity  of  myxoma  fibrosum  as  in 
his  opinion  more  apparent  than  real,  the  condition  being  easily 
overlooked  in  cases  of  fleshy  mole  unless  carefully  looked  for. 
He  asked  if  any  Fellow  present  could  say  he  had  diagnosed, 
not  merely  suspected,  a  case  in  the  absence  of  the  extrusion  of 
the  characteristic  cysts.  He  referred  to  the  danger  of  perfo- 
ration during  attempts  to  remove  entirely  the  mole. 

Dr.  Herbert  Roberts  asked  whether  Dr.  Williamson 
considered  the  condition  to  be  of  maternal  or  fetal  origin,  and 
whether  he  regarded  it  as  a  new  formation  or  as  a  degenera- 
tion. He  referred  to  Dr.  Eden's  observations  and  pointed  out 
that  vascular  degeneration  had  been  found  in  the  villi  of  a 
normal  placenta.  He  asked  whether  any  such  changes  had 
been  observed  in  the  stems  of  the  degenerated  chorionic  villi. 
Dr.  Roberts  thought  that  Dr.  Williamson  had  not  considered 
fully  enough  the  possible  relation  of  hydatid  moles  to  decidu- 
oma malignum. 

Dr.  Herbert  Spencer  said  that  Dr.  Williamson's  method 
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of  determining  the  frequency  of  hj^datid  degeneration  by  com- 
parison with  the  number  of  cases  of  midwifery  attended  from 
the  same  hospital  as  that  in  which  the  moles  occurred,  was  a 
very  fallacious  one,  and  the  proportion  thus  obtained  was  of 
no  value  whatever  in  estimating  the  rarity  of  the  affection. 
The  diagnosis  from  accidental  hemorrhage  and  placenta  previa 
was  sometimes  very  difficult,  and  in  the  absence  of  the  cysts 
(which  were  rarely  passed)  was  generally  of  the  nature  of  a 
guess.  He  regarded  abdominal  ballottement  as  of  some  value 
in  the  diagnosis,  a  fetus  being  rarely  present  in  cases  of 
hydatidiform  mole. 

Dr.  John  Phillips  wished  to  emphasize  the  difficulty  of 
diagnosis  between  concealed  hemorrhage  and  vesicular  mole. 
He  had  seen  several  cases  treated,  and  was  not  aware  of  any 
septic  complications  whether  treated  by  tents  or  artificially 
emptying  the  uterus.  He  had  never  met  with  a  case  in  which 
the  cysts  were  passed  in  the  discharge  during  any  period  of 
the  illness. 

Dr.  Ludwig  Frankel  (Breslau)  thanked  the  Society  for 
having  permitted  him  as  guest  to  hear  Dr.  Williamson's  inte- 
resting communication.  The  author  had  only  briefly  touched 
upon  the  relation  of  hydatidiform  mole  to  deciduoma  malig- 
num.  If  he  understood  the  author  rightly,  he  agrees  with  the 
opinion  expressed  in  the  form  of  a  resolution  at  this  Society 
four  years  ago  that  deciduoma  malignum  is  a  sarcoma  of 
the  uterus  of  pregnancy,  and,  like  Virchow,  regards  the 
mole  as  myxoma  of  the  chorionic  villi.  On  the  other  hand, 
the  great  majority  of  German  authors  regard  it  as  surely 
proved  that  deciduoma  malignum  arises  from  the  epithelium 
of  the  chorionic  villi,  because  the  connection  of  the  growth  ele- 
ments with  the  epithelial  covering  of  the  villi  has  been  in  sev- 
eral cases  directly  observed  under  the  microscope.  Hydatidi- 
form mole  is,  according  to  recent  researches,  not  a  true  myx- 
oma, but  a  myxomatous  degeneration  of  the  stroma  of  the  villi 
with  great  overgrowth  of  the  chorionic  epithelium:  it  is  really 
a  chorio-epiihelioma  benignum.  If  the  remains  of  hydatidi- 
form mole  undergo  malignant  development,  there  occurs  a 
chorio-epifhelioma  malignum.  Dr.  Frankel  referred  to  a 
case  of  his  own,  and  another  of  which  he  had  read,  of  the  asso- 
ciation of  hydatidiform  mole  with  double  ovarian  cystoma. 

Dr,  Heywood  Smith  said  he  thought  there  was  a  specimen 
of  hydatidiform  degeneration  of  the  chorion  at  the  Hospital  for 
Women,  and  as  far  as  he  remembered  it  was  diagnosed  as 
such. 

The  following  specimens  were  shown:    Mr.  J.  B.  Sutton: 

1.  A  case  of  rotation  and  impaction  of  a  myomatous  uterus; 

2.  A  tumor  of  the  mesometrium  weighing  twenty-two  pounds; 

3.  A  myomatous  uterus,  weighing  twenty-six  pounds,  success- 
fully removed  from  a  woman  74  years  of  age.  Mr.  Robert 
Wise:  A  photograph  of  a  very  stout  woman,  age  49,  with 
large,  pendulous  uterine  tumor,  and  a  lipoma  as  big  as  a  melon 
below  the  right  breast. 
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Meeiing  of  November  1. 
The  President,  Mr.  Alb  an  Doran,  in  the  Chair. 
Dr.  p.  D.  Turner,  of  Ryde,  read  notes  on 

TUBERCULOSIS  OF  THE  FALLOPIAN  TUBES  AND  UTERUS, 

based  on  the  examination  of  the  genital  organs  of  27  consecu- 
tive cases  of  phthisis  in  female  subjects  in  the  postmortem 
room  of  the  Brompton  Hospital.  In  all  cases  the  naked-eye 
appearances  were  noted  and  a  complete  microscopical  exami- 
nation was  made.  The  results  demonstrated  the  frequency  of 
tuberculous  lesions  in  these  organs  in  cases  of  phthisis,  and 
some  of  the  lesions  being  in  a  very  early  stage  afforded  evi- 
dence as  to  the  mode  of  infection  and  the  development  of  the 
disease. 

Tuberculous  lesions  of  an  undoubted  character,  demon- 
strated by  microscopical  structure  and  the  detection  of  the 
tubercle  bacillus,  were  found  in  5  cases  (18.5  per  cent).  In  1 
of  these  the  tubes  alone  were  involved,  in  2  the  tubes  and  the 
body  of  the  uterus,  in  1  the  tubes,  body,  and  cervix  of  the 
uterus,  and  in  1  the  tubes,  body  of  uterus,  and  ovary  were  af- 
fected. All  5  cases  presented  some  degree  of  intestinal  ulcera- 
tion. In  7  of  the  remaining  cases  there  was  evidence  of  inter- 
stitial or  catarrhal  salpingitis,  and  in  several  of  these  the 
condition  was  suggestive  of  a  tuberculous  origin;  but  no  posi- 
tive evidence  to  that  effect  was  forthcoming. 

The  author  gave  a  detailed  description  of  the  lesions  met 
with,  and  inferred  that  the  usual  form  of  tuberculous  salpin- 
gitis appeared  to  be  due  to  the  entry  of  bacilli  into  the  open 
ends  of  the  tubes  from  the  endometrium;  infection  through  the 
blood  supply  probably  also  occurred,  but  much  less  frequently. 
The  cervix  was  similarly  affected.  The  ovary  did  not  form 
the  same  nidus  and  was  comparatively  rarely  diseased  in  these 
cases. 

Dr.  Peter  Horrocks  said  it  was  unexpected  to  find  such 
a  large  proportion  of  patients  with  undoubted  pulmonary 
phthisis  affected  by  tuberculous  mischief  of  the  uterus  and 
other  generative  organs.  He  inquired  whether  these  patients 
had  complained  in  any  way  of  symptoms  associated  with  the 
generative  organs.  These  cases  did  not  bear  out  Louis'  law 
that  if  tubercle  was  found  in  any  part  of  the  body  after  puberty 
it  was  sure  to  be  found  in  the  lungs.  He  related  details  of  a 
case  of  tubercle  of  the  cervix  uteri  which  was  mistaken  for 
sarcoma. 

The  President  suspected  that  in  the  cases  where  Dr. 
Turner  detected  hydrosalpinx  the  tube  was  first  closed  by  local 
peritonitis  and  then  infected  with  tubercle,  whilst  in  many 
other  cases  where  the  tube  was  still  unDbstructed  the  tuber- 
cular disease  began  in  the  tube  as  a  true  tubercular  salpingitis. 
He  referred  to  Kleinhaus'  statement  that  the  tube  was  the 
part  of  the  female  genital  tract  the  most  often  affected.     In 
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acute  txibercular  salpingitis  it  appeared  that  the  bacillus  was 
found  in  abundance,  whilst  giant  cells  were  scanty;  in  the 
chronic  form  the  giant  cells  were  abundant  and  the  bacilli 
scanty.  The  balance  seemed  even  in  Dr.  Turner's  cases,  pos- 
sibly because  subacute  exacerbations  were  frequent. 

Dr.  Turner,  in  replj-,  said  that,  as  far  as  he  knew,  none  of 
the  cases  presented  any  symptoms  whatever  referable  to  the 
lesions  in  the  generative  organs.  The  great  relative  frequency 
with  which  the  lesions  had  been  found  he  attributed  to  their 
having  been  minutely  searched  for. 

Dr.  Herman,  in  a  paper  on 

TWO   CASES  IN  WHICH   LIFE   APPEARS    TO   HAVE   BEEN   SAVED 
BY  ANTISTREPTOCOCCIC   SERUM, 

said  that  judgment  as  to  the  therapeutic  value  of  the  antistrep- 
tococcic serum  was  difficult,  because  we  know  not  yet  enough 
about  the  effects  of  the  streptococcus.  If  the  antistreptococcic 
serum  failed,  it  may  be  because  it  is  used  too  late,  or  because 
the  patient  had  been  poisoned  by  some  microbe  other  than  the 
streptococcus.  In  some  cases  published  as  examples  of  success 
from  the  antistreptococcic  serum  it  had  seemed  to  the  author, 
from  reading  the  reports,  that  some  of  the  patients  were  never 
in  danger,  and  that  in  some  recovery  was  to  be  attributed  to 
other  therapeutic  measures  (such  as  removal  of  retained  pla- 
centa) used  at  the  same  time  as  the  serum.  For  these  reasons 
it  seemed  to  the  author  impossible  at  present  to  draw  conclu- 
sions as  to  the  value  of  the  serum  from  statistical  tables. 

The  author  submitted  two  cases  in  which,  in  his  opinion,  the 
symptoms  were  such  as  to  warrant  a  very  unfavorable  prog- 
nosis, but  nevertheless  the  patients  got  quite  well  after  anti- 
streptococcic serum. 

The  first  was  a  case  in  which  a  severe  operation  was  followed 
by  great  prostration,  from  which  the  patient  recovered,  but 
the  rally  was  followed  by  renewed  prostration,  such  as  in  the 
author's  former  experience  had  ended  in  death.  With  anti- 
streptococcic serum  the  symptoms  quickly  improved  and  the 
patient  got  well. 

The  second  was  a  puerperal  case,  in  which  the  occurrence  of 
three  severe  rigors  on  successive  days  led  the  author  to  think 
that  the  patient  was  suffering  from  pyemia  and  that  secondary 
abscesses,  etc.,  might  be  expected.  With  antistreptococcic 
serum  the  symptoms  improved,  and  the  only  development  was 
a  small  patch  of  cellulitis  which  ended  in  resolution. 

The  author  was  aware  of  the  difficulty  and  uncertainty  of 
prognosis  in  cases  such  as  those  now  reported,  but  he  sub- 
mitted that  in  the  present  state  of  our  knowledge  it  was  only 
by  the  consideration  of  cases  such  as  these  that  judgment 
could  be  formed. 

Dr.  Clapham  narrated  the  case  of  a  woman  aged  28  who 
was  delivered  by  a  midwife  on  November  8  of  last  year.  On 
the  third  day  the  temperature  rose  to  103°.     The  uterus  was 
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explored  and  washed  out  with  sublimate  solution.  The  tem- 
perature next  day  was  normal,  but  on  the  fifth  day  it  a.i;ain 
rose.  On  the  sixth  dajMt  reached  105,  pulse  130.  The  uterus 
was  scraped  and  scrubbed  with  iodine.  On  the  seyenth  day  15 
cubic  centimetres  of  serum  were  injected,  and  afterward  fiye 
more  injections  of  10  cubic  centimetres  were  made  at  daily  in- 
tervals. During  this  time  the  temperature  rose  daily  to  105°, 
falling  to  lO"^"".  The  patient  recoyered  after  a  tedious  conyales- 
cence. 

Dr.  Peter  Horrocks  described  a  case  successfully  treated 
with  serum  which  so  impressed  him  that  he  felt  yery  enthusi- 
astic about  the  treatment.  He  had,  however,  since  seen  many 
cases  treated  b}'  the  serum,  and  on  the  whole  was  bound  to 
admit  that  he  had  been  disappointed.  Some  of  the  cases  were 
described,  and  allusion  was  made  to  pain  caused  by  the  injec- 
tions. In  spite  of  the  disappointing  results  so  far,  he  recom- 
mended the  continuance  of  the  serum  injections.  The  solution 
should  be  clear  and  injected  with  all  aseptic  precautions,  and 
then  was  quite  safe  and  harmless  and  even  nutritive. 

Dr.  Cullingworth  spoke  of  the  difficulties  inherent  in  all 
inquiries  into  the  effect  of  remedies.  He  felt  it  right,  if  the 
symptoms  persisted  after  exploration  and  treatment  of  the  ute- 
rus, to  advise  the  administration  of  the  serum.  He  mentioned 
a  case  in  which,  after  removal  of  pieces  of  adherent  placenta, 
the  temperature  rose  within  twenty-four  hours  to  104°. 
Within  twelve  hours  after  injection  of  the  serum  the  tempera- 
ture had  fallen  to  normal.  On  the  other  hand,  in  another  case 
twelve  or  fourteen  injections  had  been  made  without  any  ap- 
preciable effect.  Until  we  had  more  precise  knowledge  there 
were  sure  to  be  failures,  but  the  serum  was,  as  yet,  the  only 
antidote  to  puerperal  fever  that  we  possessed . 

Dr.  Amand  Routh  could  only  recall  one  successful  case 
where  he  had  ordered  the  serum  and  had  done  nothing  else. 
This  woman  had  had  a  rigor  with  very  high  temperature  on 
the  third  day  of  the  puerperium,  and  when  seen  by  him  on  the 
eighth  day  was  apparently  dying.  The  uterus  was  fixed  and 
the  pelvis  full  of  cellulitic  deposit.  After  injections  of  the 
serum  the  patient  recovered  after  a  protracted  convalescence 
and  the  subsequent  development  of  a  pelvic  abscess.  He  was 
not  aware  of  evidence  to  prove  that  the  injection  of  sterilized 
serum  was  in  itself  harmful. 

Dr.  Drummond  Robinson  had  found  the  results  of  bacte- 
rial investigation  of  puerperal  septic  cases  to  be  very  unsatis- 
factory. He  therefore  disagreed  with  those  who  thought  that 
the  serum  should  only  be  employed  in  cases  in  which  it  was 
possible  to  demonstrate  the  presence  of  streptococci.  He  had 
treated  several  cases  with  the  serum,  but  in  only  one  case  did 
the  slightest  benefit  result — a  case  of  puerperal  sepsis  with  mem- 
branous vaginitis,  first  treated  with  serum  on  the  eleventh  day. 

Dr.  Robert  Wise  thought  serum  treatment  would  rarely 
be  required  if  the  conditions  were  recognized  early  and  modern 
local  and  general  treatment  were  applied. 
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Dr.  Rivers  Pollock  said  the  presence  of  several  varieties 
of  micro-organisms  might  account  for  the  failure  of  the  anti- 
streptococcic serum. 

Dr.  Ewen  MacLean  thought  that  one  good  result  of  the 
present  discussion  would  be  the  checking  of  the  indiscriminate 
use  of  the  antimicrobic  serum.  He  mentioned  that  it  had  been 
experimentally  proved  that  the  serum  of  an  animal  immunized 
to  the  effects  of  one  bacterium  might  provoke  increased  viru- 
lence in  the  effect  of  another,  and  it  was  quite  conceivable  that 
the  injection  of  the  antistreptococcic  serum  in  cases  which  were 
not  caused  by  that  micrococcus  might  be  harmful  rather  than 
helpful. 

Dr.  Herbert  Spencer  had  given  at  the  August  meeting  of 
the  British  Medical  Association '  the  results  of  an  extensive 
inquiry  into  the  subject  of  serum  therapy.  The  results  of  that 
inquiry  were  unfavorable  to  the  treatment,  and  were  corrobo- 
rated by  the  similar  investigation  by  the  American  Gyneco- 
logical Society.  He  agreed  with  Dr.  Eden  in  regarding  it  as 
empirical  and  unscientific  to  give  the  serum  in  cases  where 
no  streptococcus  was  present.  It  was,  moreover,  not  free  from 
danger,  several  deaths  having  occurred  from  the  injections. 

The  President  agreed  with  Dr.  Spencer  as  to  the  high 
importance  of  the  report  on  antistreptococcic  serum  published 
in  the  September  number  of  The  American  Journal  of 
Obstetrics.  It  should  be  carefully  studied,  as  it  not  only 
seemed  to  demonstrate  that  the  employment  of  the  serum 
would  not  materially  improve  the  results  in  the  treatment  of 
streptococcus  infection,  but  implied  that  the  use  of  the  curette 
greatly  increased  the  mortality. 

The  following  specimens  were  shown:  Mr,  Targett:  Tu- 
berculous salpingitis.     Dr.  p.  D.  Turner:  Tubercle  of  uterus. 
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Die  Diagnose  und  Behandlung  der  Gonorrhea  beim 
Weide.  Von  Adolp  Calmanx.  Aus  der  gynakologischen 
Abteilung  des  Allerheiligen  Hospitals  in  Breslau:  primararzt 
Dr.  Asch.     Berlin:  S.  Karger,  1899. 

In  this  monograph  the  author  describes  the  clinical  symp- 
toms of  gonorrhea  in  woman  and  the  most  useful  therapeutic 
measures.  The  diagnosis  of  gonorrhea  becomes  only  positive 
after  a  bacteriological  examination  has  demonstrated  the  pres- 
ence of  gonococci.  Clinical  symptoms  alone  are  often  mislead- 
ing. In  chronic  cases  bacteriological  examination  is  frequently 
negative;  in  these  a  careful  history  should  be  obtained. 

Regarding  the  bacteriological  examination  the  author  agrees 
with  Bumm,  Wertheim,  and  Wasserman,  and  believes  that  the 

1  British  Medical  Journal,  October  14,  1899. 
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making:  of  cultures  has  no  advantage  over  the  much  simpler 
and  eijually  certain  methods  of  staining.  In  urethral  infection 
early  local  treatment  is  advised.  Alumnol  and  argonin  are 
preferred ;  good  results  were  ohtained  even  in  the  most  obstinate 
cases.  Prolonged  irrigation  with  one  per  cent  solution  of  prot- 
argol  or  nitrate  of  silver  has  also  been  proved  satisfactory. 

The  vulva  in  the  adult  is  rarolj'  the  seat  of  infection,  owing 
to  the  greater  tirmness  and  resistance  of  the  epithelium.  In 
children,  however,  gonorrheal  vulvitis  is  not  rare  by  any 
means.  Condylomata  which  are  commonly  considered  pathog- 
nomonic of  gonorrhea  are  not  necessarily  due  to  the  infection. 
Gonorrheal  vaginitis  in  the  adult  is  also  an  exception;  in  child- 
hood, however,  the  vagina  is  the  usual  seat  of  gonorrhea. 

The  treatment  advocated  consists  in  irrigation  with  dilute 
solutions  of  chloride  of  zinc  and  permanganate  of  potash,  also 
local  applications  of  nitrate  of  silver  in  five  to  ten  per  cent 
solutions.  Gonorrheal  infection  of  the  uterus  indicates  early 
and  energetic  treatment;  procrastination  gains  nothing  and 
loses  much.  Many  methods  and  many  drugs  have  been  tried, 
but  few  have  stood  the  test  of  time.  Concentrated  solutions 
of  chloride  of  zinc,  formalin,  and  tincture  of  iodine  are  advo- 
cated. 

Chloride  of  zinc  was  found  useful  in  miiltiparae  and  in  gonor- 
rhea accompanied  by  profuse  secretions.  The  applications 
must  be  repeated  every  month  or  two.  Formalin  is  advised 
in  the  chronic  forms  of  uterine  gonorrhea,  with  scanty  but 
purulent  secretions  and  gonococci  present.  Tincture  of  iodine 
is  used  in  virgins  and  after  preceding  zinc  treatment.  Gon- 
orrhea of  the  adnexa,  peritoneum,  rectum,  etc.,  are  extensively 
discussed,  proving  the  author's  experience  and  careful  investi- 
gations. 

Progressive  Medicine.  A  Quarterly  Digest  of  Advances, 
Discoveries,  and  Improvements  in  the  Medical  and  Surgical 
Sciences.  Edited  by  Hobart  Amory  Hare,  M.D.,  Pro- 
fessor of  Therapeutics  and  Materia  Medica  in  the  Jefferson 
Medical  College  of  Philadelphia,  etc.  Vol.  III.,  September, 
1899:  Diseases  of  the  Thorax  and  its  Viscera,  including  the 
Heart,  Lungs,  and  Blood  Vessels;  Diseases  of  the  Skin; 
Diseases  of  the  Nervous  System;  Obstetrics.  Pp.  440. 
Vol.  IV.,  December,  1899:  Diseases  of  the  Digestive  Tract 
and  Allied  Organs,  the  Liver,  Pancreas,  and  Peritoneum; 
Genito-Urinary  Diseases  in  the  Male,  and  Syphilis;  Frac- 
tures, Dislocations,  Amputations,  Surgery  of  the  Extremi- 
ties, and  Orthopedics;  Diseases  of  the  Kidneys;  Physiology; 
Anatomy;  Hygiene;  Practical  Therapeutic  Referendum. 
Pp.  408.  Philadelphia  and  New  York:  Lea  Brothers  &  Co., 
1899. 

These  two  volumes  complete  a  quarterly  digest  for  the  year 
1899  which  is  a  leader  in  its  class.  In  Vol.  III.,  William 
Ewart,  of  St.  George's  Hospital,  London,  discusses  Diseases  of 
the  Thorax  and  its  Viscera.     This  section  includes  notes  on 
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methods  of  physical  diagnosis,  diseases  of  the  respiratory- 
tract,  of  the  esophagus,  of  the  thoracic  duct,  and  of  the  heart, 
aorta,  and  great  vessels.  Diseases  of  the  Skin  are  summar- 
ized by  Henry  W.  Stelwagon,  of  Jefferson  Medical  College. 
William  G.  Spiller,  Professor  of  Diseases  of  the  Nervous  Sys- 
tem in  the  Philadelphia  Polyclinic,  presents  an  excellent  and 
brief  resume  of  the  recent  articles  upon  subjects  relating  to 
his  specialty.  The  remainder  of  the  volume  is  devoted  to 
Obstetrics,  by  Richard  C.  JSTorris,  of  the  University  of  Penn- 
sylvania. He  treats,  consecutively,  pregnancy,  its  complica- 
tions and  its  surgery,  accidents  in  labor,  the  puerperium  and 
its  complications,  and  lactation. 

Vol.  IV.  opens  with  a  section  by  Charles  G.  Stockton,  of  the 
University  of  Buffalo,  on  Diseases  of  the  Esophagus,  Stomach, 
Intestine,  Liver,  Pancreas,  Spleen,  and  Peritoneum.  Genito- 
urinary Diseases  in  the  Male  and  Syphilis  are  in  charge 
of  William  T.  Belfield,  of  Rush  Medical  College.  The  chap- 
ter upon  Fractures,  Dislocations,  Amputations,  Surgery  of  the 
Extremities,  and  Orthopedics  is  furnished  by  Joseph  E.  Blood- 
good,  of  Johns  Hopkins  Hospital.  Diseases  of  the  Kidneys 
are  briefly  treated  by  John  Rose  Bradford,  of  the  University 
College,  London.  The  volume  also  contains  an  outline  of  the 
advances  in  Physiology  by  Albert  P.  Brubaker,  of  Jefferson 
Medical  College;  in  Anatomy  by  Frederick  H.  Gerrish,  of  the 
Medical  School  of  Maine;  and  in  Hygiene  by  Henry  B.  Baker, 
of  the  Michigan  State  Board  of  Health.  It  closes  with  a  chap- 
ter devoted  to  Therapeutics  and  containing  a  number  of  pre- 
scriptions compiled  by  E.  Q.  Thornton,  of  the  Jefferson  Medi- 
cal College. 

The  Modern  Treatment  of  Wounds.  By  John  E.  Sum- 
mers, Jr.,  M.D.,  Surgeon-in-Chief  to  the  Clarkson  Memorial 
Hospital;  Attending  Surgeon,  Douglas  County  Hospital; 
formerly  Professor  of  Surgery,  Omaha  Medical  College,  etc. 
Pp.  148.     Omaha:  Medical  Publishing  Co.,  1899. 

This  is  a  clear,  practical,  we^ -written  exposition  of  its  sub- 
ject, evidently  the  work  of  one  who  has  had  a  liberal  experience 
both  as  an  operator  and  as  a  teacher.  We  can  heartily 
recommend  it. 

Love  and  its  Affinities.  By  George  F.  Butler,  M.D, 
8vo,  pp.  133.     Chicago:  G.  P.  Engelhard  &  Co.,  1899. 

This  is  a  dainty  little  volume,  which  deals  with  its  subject 
in  a  manner  ideally  pure  and  elevated.  It  is  essentially  poeti- 
cal and  philosophical  in  its  nature,  and  comes  rather  under 
helles-lettres  than  the  more  prosaic  domain  of  medicine. 

Transactions  of  the  American  Gynecological  Society. 
Vol.  XXIV.,  for  the  year  1899.  Pp.  520.  Philadelphia: 
Wm.  J.  Dornan,  1899. 

This  volume   contains  the  full  text  of  the  material  which 
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came  before  the  meeting  at  Philadelphia  last  May,  an  abstract 
of  which  appeared  in  this  Journal  for  July  and  August. 

The  Transactions  of  the  EDiNBiKiiii  Obstetrical  So- 
ciety. Vol.  XXIV.  Pp.  L')G.  Edinburgh:  Oliver  &  Boyd, 
1899. 

This  volume  of  transactions  contains  the  papers  and  dis- 
cussions on  obstetrical  and  gj'necological  subjects  presented 
before  this  well-known  society  during  the  sessions  of  1898-99. 
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OBSTETRICS. 

Dimensions  of  the  Pelvis  in  Various  Positions. — A.  Lebe- 
deff  and  P.  Bartoszewicz  '°  report  to  the  Third  International 
Congress  of  Gynecology  and  Obstetrics  that  in  the  so-called 
Walcher  position  the  true  conjugate  is  greater  than  in  the 
horizontal  position,  sometimes  as  much  as  3  millimetres,  while 
in  the  position  of  hyperflexion  it  is  diminished  from  1  to  7 
millimetres.  The  diagonal  conjugate  varies  with  the  true 
conjugate.  The  antero-posterior  diameter  of  the  inferior 
strait  is  contracted  in  the  Walcher  position,  and  increased  by 
hyperflexion  from  3  to  11  millimetres.  In  cadavers  of  nulli- 
parae, or  of  women  during  pregnancy  or  after  labor,  the  varia- 
bility of  the  true  and  diagonal  conjugates  and  of  the  antero- 
posterior diameter  of  the  inferior  strait  is  not  noticeably 
different. 

E.  Pinzani  states  that  in  102  cases  in  which  the  diameter 
between  the  promontory  and  lower  part  of  pubis  was  measured 
by  him  in  hyperextension,  the  obstetrical  position,  and  Wal- 
cher's  position,  the  difference  between  the  first  and  second  of 
these  varied  between  0  and  5  millimetres,  averaging  1.9; 
between  the  second  and  third  positions  in  101  cases  the  average 
increase  was  G.l  millimetres,  the  extremes  being  2  and  12.  In 
measuring  5  cadavers  with  reference  to  the  diagonal  conju- 
gate, an  average  difference  of  1.2  millimetres  between  hyper- 
extension and  the  obstetrical  position,  and  of  3  millimetres 
between  the  obstetrical  and  Walcher^s  positions,  was  noted. 
In  127  cases  the  distances  between  the  iliac  spines  and  between 
the  crests  were  unchanged  in  24,  diminished  in  22,  and  in- 
creased in  81  cases,  an  average  of  5  millimetres. 

Pestalozza  has  found  that  in  the  cadaver  Walcher 's  posi- 
tion gives  a  maximum  increase  in  the  true  conjugate  of  the 
superior  strait  of  5  millimetres.  He  believes  that  clinically 
the  results  are  more  favorable.  Bar  has  found  that  while 
Walcher's  position  alters  the  diameters  of  both  straits,  these 
changes  are  slight  and  the  position  of  no  particular  value. 
On  the  contrary,    he  has  found   the  Trendelenburg  position 
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useful  in  extracting  the  fetus  after  version.  Ziegenspeck 
does  not  think  the  Walcher  position  has  yielded  the  results 
expected.  Pinard  holds  that  in  10  per  cent  of  the  cases  the 
so-called  Walcher  position  causes  no  enlargement  of  the  pel- 
vis, and  in  the  others  it  is  increased  only  3  millimetres  on  the 
average. 

Indications  for  Obstetrical  Operations. — At  the  Third  In- 
ternational Congress  of  Gj'necology  and  Obstetrics,  held  at 
Amsterdam,  A.  Pinard'^  concludes  that  in  the  treatment  of 
pelvic  deformities  the  following  operations  are  contraindicated: 
induced  premature  labor,  any  operation  involving  a  conflict 
between  the  fetal  head  and  bony  resistance  in  any  portion  of 
the  pelvis,  and  embryotomy  upon  the  living  child.  The  opera- 
tions which  should  be  employed  in  cases  of  contracted  pelvis 
are  temporary  enlargement  of  the  pelvis  by  symphyseotomy, 
pubiotomy,  ischio-pubiotomy,  or  coccygotomy;  conservative 
Cesarean  section  or  the  same  with  partial  or  total  hysterectomy; 
embryotomy  on  the  dead  child. 

The  report  of  Pestalozza  is  excellently  systematized.  The 
chief  indications  for  the  various  operations  are  as  follows:  In- 
duced premature  labor,  not  being  applicable  before  the  fetus 
has  reached  the  second  half  of  the  eighth  month,  is  limited  to 
rachitic  pelves  whose  true  conjugate  is  not  less  than  75  milli- 
metres, and  generally  contracted  pelves  above  80  millimetres. 
It  is  best  adapted  to  j'oung  primiparse,  multiparje  in  whom  it 
has  previously  been  successful  or  who  have  already  been  sub- 
jected to  more  severe  obstetrical  operations.  These  indications 
are  for  cases  in  clinics;  in  private  practice  its  simplicity  en- 
larges its  field.  Symphyseotomy  is  applicable  to  cases  with  a 
true  conjugate  of  70  to  SO  millimetres.  In  those  of  80  to  85  it  is 
useful  when  moulding  of  the  head  is  insufficient,  when  previous 
labors  have  been  unsuccessfully  treated  by  other  methods,  and 
when  forceps  fail.  In  pelves  below  70  and  above  85  millimetres  it 
may  be  employed  in  cases  with  an  abnormal  size  of  fetus,  irregu- 
larities of  the  pelves,  etc.  It  is  best  limited  to  multiparse  and 
aged  primiparce  to  whom  the  value  of  the  fetal  life  is  great.  It 
should  be  performed  only  when  the  fetus  is  living  and  healthy. 
The  absolute  indication  for  Cesarean  section  is  found  in  a  true 
conjugate  between  60  and  TO  millimetres  in  clinics,  although  in 
private  practice  the  danger  of  the  operation  may  make  embry- 
otomy preferable.  Below  60  millimetres  the  difficulty  of  per- 
forming embryotomy  may  overshadow  the  disadvantages  of 
Cesarean  section,  and  below  50  millimetres  the  latter  operation 
alone  is  possible.  The  relative  indication  for  Cesarean  section 
is  a  diameter  of  70  to  80  millimetres.  The  Porro  operation 
should  be  reserved  for  cases  where  there  is  a  clear  indication 
for  amputation  of  the  uterus.  Of  embryotomy,  Pestalozza 
holds  that  when  the  life  of  the  child  is  threatened  from  natural 
causes  or  unsuccessful  attempts  at  delivery,  it  should  be  treated 
as  though  already  dead.  If  the  pelvis  is  not  below  70  millime- 
tres, an  attempt  with  forceps  or  version  while  in  the  Walcher 
position  should  be  made. 
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Leopold  states  that  (a)  before  term,  if  a  multipara  has  had 
one  or  more  diftioult  labors  from  contracted  pelvis,  induction 
of  premature  labor  is  indicated  if  the  antero-posterior  diameter 
is  above  T  centimetres  in  Hat  pelves,  either  simple  or  rachitic, 
if  above  7^^  centimetres  in  generally  contracted  pelves.  The 
thirty-fifth  week  is  the  best  time  for  intervention,  and  the 
membranes  must  be  preserved  unruptured,  (h)  At  term, 
craniectomy  is  indicated  when  the  child  is  dead  and  labor  not 
advancing;  when  the  child's  life  is  threatened  and  the  pelvic 
contraction  is  too  great  to  allow  premature  labor,  forceps,  or 
version,  as  the  risk  of  Cesarean  section  or  symphyseotomy  is 
too  great  for  the  mother  when  the  preservation  of  the  child  is 
uncertain;  in  private  practice  when  other  methods  fail  and 
Cesarean  section  and  symphyseotomj^  are  deemed  too  danger- 
ous. The  antero-posterior  diameter  must  exceed  6  centime- 
tres. In  pelves  from  G  to  7i  centimetres  Cesarean  section  is 
absolutel}"  indicated;  in  those  below  6  centimetres  the  indica- 
tion is  relative.  The  relative  indication  exists  only  when  in- 
duced labor  is  impossible,  version  and  forceps  inadmissible, 
the  child  well,  and  the  surroundings  suitable  for  operation  and 
subsequent  treatment.  When  these  conditions  do  not  obtain, 
craniectomy  on  the  living  child  is  advised  by  Leopold.  Sym- 
physeotomy is  indicated  only  in  pelves  of  64  to  7^  centimetres, 
and  its  preference  to  Cesarean  section  depends  upon  the  indi- 
vidual operator. 

Treub  considers  symphyseotomy  more  dangerous  than 
Cesarean  section,  as  antisepsis  must  be  more  rigorous.  Nij- 
hoff  prefers  Cesarean  section  to  symphyseotomy  when  there 
is  no  infection,  as  the  technique  is  more  simple.  In  case  of 
infection  craniectomy  is  indicated.  If  the  diameter  between 
the  promontory  and  lower  part  of  the  symphysis  is  less  than 
8  centimetres,  he  induces  labor  between  the  thirty-fourth  and 
thirty-eighth  weeks.  Stijn  Parve  has  had  but  4  fetal  deaths 
in  50  induced  labors,  so  prefers  this  operation  to  symphyse- 
otomy, which  he  finds  impracticable  in  the  country.  Heijiri- 
cius  offers  the  same  objection  with  regard  to  country  practice. 
Hein  considers  Cesarean  section  and  symphyseotomy  equal  in 
difficulty  and  results.  F.  Barnes  believes  that  symphyse- 
otomy will  be  abandoned,  while  Cesarean  section  will  be  more 
used  in  the  future.  Induced  premature  labor  will  always  be 
useful  within  certain  limits.  Perforation  is  unworthy  of 
modern  obstetrics,  except  in  the  case  of  a  dead  child. 

Cesarean  Section. — Weber'"  publishes  10  cases  of  Cesarean 
section  from  the  University  Clinic  of  Berne. 

Case  I. — Illpara,  36  years  old,  two  previous  confinements 
normal.  Pregnant  eight  months.  Normal  pelvis.  Large 
cervical  fibroid  blocking  the  pelvic  outlet.  Incision  in  the  fun- 
dus 10  centimetres  in  length.  Constriction  of  the  cervix  with 
an  elastic  ligature,  which,  however,  fails  to  arrest  the  severe 
hemorrhage,  largely  due  to  the  presence  of  the  tumor.  Clo- 
sure of  uterine  wound  with  three  rows  of  continuous  sutures. 
Abdominal  incision  closed  with  silk  ligatures;  tore  on  the  sixth 
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day  after  operation,  after  a  violent  attack  of  coughing.     Re- 
uniting of  the  wound  was  followed  by  uninterrupted  recovery. 

Case  II, — Primipara,  27  years  old.  Uniformly  contracted 
pelvis,  with  a  conjugata  vera  of  8  centimetres.  Kyphoscolio- 
sis of  the  dorsal  vertebrte.  Fetal  head  in  O.  P.  position;  can- 
not be  forced  into  the  pelvis.  Cesarean  section  after  the 
beginning  of  labor  pains;  os  admits  two  fingers.  Opening  of 
abdomen  and  uterus  as  usual.  Placenta  in  the  line  of  incision. 
Severe  bleeding  is  arrested  after  tightening  the  elastic  liga- 
tures placed  around  the  cervix.  Extraction  of  a  living  child. 
Closure  of  uterus  with  three  rows  of  continuous  catgut  sutures. 
The  abdominal  wound  is  closed  with  catgut  sutures  uniting 
the  different  layers  of  tissue.  Uninterrupted  recovery.  Pa- 
tient leaves  her  bed  the  sixteenth  day  after  the  operation. 

Case  III. — Primipara,  23  years  old.  Flat,  rachitic  pelvis. 
Conjugata  vera  6t  to  7  centimetres.  Cesarean  section.  Ac- 
tive labor  pains.  Technique  of  operation  same  as  previous 
case.     Living  child;  uninterrupted  recovery. 

Case  IV. — IVpara,  32  years  old.  First  two  labors  termi- 
nated prematurely;  third,  Cesarean  section.  Uniformly  con- 
tracted pseudo-malacosteon  pelvis.  Scoliosis  lumbalis.  Small 
stature.  Large  abdominal  hernia  in  the  old  scar.  Opening  of 
abdomen  and  uterus  as  before.  Uterine  scar  almost  imper- 
ceptible. Extraction  of  a  living  child.  Closure  of  uterus  by  four 
rows  of  continuous  catgut  sutures.     Recovery  uninterrupted. 

Case  V. — Primipara,  41  years  old.  Uniformly  contracted 
pelvis.  Conjugata  vera  St  centimetres.  Cesarean  section 
after  beginning  of  labor  pains.  Technique  same  as  before. 
Recovery. 

Case  VI. — Primipara,  40  years  old.  Uniformly  contracted, 
flat,  rachitic  pelvis  with  a  conjugata  vera  of  8  centimetres. 
Cesarean  section  after  beginning  of  labor  pains  and  partial 
dilatation  of  the  cervix.     Technique  as  before.     Recovery. 

Case  VII. — Ilpara,  27  years  old.  Uniformly  contracted 
pelvis  with  a  conjugata  vera  of  8.5  centimetres.  Cesarean 
section  after  spontaneous  delivery  was  found  to  be  impossi- 
ble. Opening  of  abdomen  and  uterus  as  usual.  Placenta 
in  line  of  incision.  Delivery  of  a  living  child,  which  died 
on  the  second  day.  Atonic  condition  of  uterus.  Admin- 
istration of  ergot  and  intrauterine  irrigation.  Closure  of  ute- 
rine wound  with  three  rows  of  continuous  catgut  sutures. 
One-half  hour  after  operation  severe  postpartum  hemorrhage. 
Intrauterine  and  vaginal  tampon.  Hemorrhage  ceased,  to 
reappear  the  second  day,  but  arrested  with  ergotin.  Severe 
attacks  of  vomiting  opened  abdominal  wound  and  caused  a 
prolapse  of  the  intestines.  Secondary  sutures.  After  this  un- 
interrupted recovery. 

Case  VIII. — Primipara,  36  years  old.  Uniformly  contracted 
rachitic  pelvis.  Conjugata  vera  9  centimetres.  Scoliosis  of 
dorsal  and  lumbar  vertebrae.  Cesarean  section  after  beginning 
of  labor.  Os  partly  dilated.  Technique  same  as  before.  De- 
livery of  a  living  child.     Careful  closure  of  the  uterine  and 
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abdoniiual  wounds  with  continuous  sutures.  Seven  days  later 
abdomen  had  to  be  reopened  on  account  of  acute  intestinal  ob- 
struction, and  it  was  found  that  two  coils  of  intestines  were 
entirely  constricted  tlirouj^h  adhesions  formed  between  the 
intestinal  and  uterine  peritoneum.  The  intestines  became 
y;angrenous  in  three  places;  these  parts  Avere  excised  and  care- 
fully united.  The  next  day,  however,  the  patient  died  with 
symptoms  of  shock.  Postmortem  showed  absence  of  septic 
peritonitis. 

Case  IX. — Primipara,  22  years  old.  Uniformly  contracted 
pelvis.  Conjugata  vera  9i  centimetres.  Traces  of  osteoma- 
lacia.    Cesarean  section.     Technique  as  before;  recovery 

Case  X. — Primipara,  '^5  years  old.  Flat,  rachitic  pelvis. 
Conjugata  vera  9.5  centimetres.  Albuminuria.  Several 
eclamptic  attacks,  accompanied  bj''  severe  vomiting.  Cesarean 
section.  Delivery  of  a  living  child.  Eclamptic  attacks  ceased 
after  emptying  of  the  uterus.     Uninterrupted  recovery. 

W.  S.  Thorne  "  reports  4  cases  of  this  variety.  In  the  first 
case  the  mother  succumbed  the  second  day  to  the  combined 
results  of  hemorrhage  and  shock;  the  child,  which  weighed 
seven  pounds,  survived.  In  the  second  case  both  mother  and 
child  survived.  In  the  third  case  a  dead  child  was  extracted 
and  the  mother  died  on  the  fourth  day  of  septicemia.  The  last 
case  resulted  in  the  survival  of  both  mother  and  child. 

J.  P.  Walker^'  reports  a  successful  case  of  Cesarean  section. 

F.  W.  Joshua  ^°  cites  a  case  of  Cesarean  section  performed 
in  a  cottage  under  the  most  adverse  circumstances.  The  child 
was  delivered  dead.     The  mother  survived. 

Kallmorgen  ^'  reports  another  case  of  Cesarean  section  which 
became  necessary  on  account  of  a  preceding  vaginal  fixation. 
A  Ilpara,  34  years  old,  had  been  operated  upon  three  years 
ago.  When  first  seen  the  uterus  had  rotated  around  its  trans- 
verse axis.  Child  in  transverse  presentation.  Posterior  uter- 
ine wall  and  lips  of  the  cervix  much  distended,  while  the 
anterior  lip  remained  unchanged.  Uterus  threatened  to  rup- 
ture, therefore  Cesarean  section  with  opening  of  the  posterior 
wall.     Uneventful  recovery;  living  child. 

Symphyseotomy. — G.  Fieux "'  writes  that  he  has  obtained 
favorable  results  from  simple  suture  of  the  symphysis  after 
symphyseotomy,  without  the  employment  of  any  apparatus  for 
fixation.  In  the  case  reported  the  patient  was  able,  without 
inconvenience,  to  move  the  hips  and  separate  the  legs  while 
receiving  douches  on  the  day  after  the  operation. 

Dilatation  of  Bandl's  Ring. — A  case  is  reported  by  F.  Com- 
mandeur  "  as  illustrating  the  inefficiency  of  the  balloon  of 
Champetier  de  Ribes  in  dilating  the  cervix  in  cases  of  retrac- 
tion of  Bandl's  ring.  He  holds  that  the  balloon  causes  an 
increased  intrauterine  tension,  which  acts  upon  the  entire 
uterine  muscle,  increasing  the  retraction  of  Bandl's  ring  as 
well  as  stimulating  the  remaining  uterine  tissue.  He  advo- 
cates digital  dilatation  in  such  cases. 

Precocious   Menstruation. — E.  Perier"  mentions  a  child 
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which  began  to  menstruate  regularly  at  9  months  of  age. 
When  seen  three  months  after  menstruation  commenced  the 
breasts  were  well  formed,  nipples  protruding,  pubes  covered 
with  hair,  and  labia  majora  and  minora  well  developed. 

Myxoma  of  the  Placenta. — Chambrelent  andFieux"  report 
a  case  of  tumor  of  the  placenta  with  hydramnion.  The  tumor 
interfered  with  delivery  of  the  shoulders  and  body.  Micro- 
scopic examination  showed  it  to  be  a  myxoma. 

Eclampsia. — P.  C.  T.  Van  der  Hoeven"  defends  the  theory 
that  eclampsia  is  due  to  a  toxemia  caused  by  the  accumulation 
in  the  circulation  of  the  excretory  products  of  the  mother  and 
those  of  the  fetus,  conveyed  directly  through  the  placenta  or 
through  the  liquor  amnii,  into  which  the  products  of  renal 
secretion  of  the  fetus  are  discharged. 

At  a  recent  meeting  of  the  Edinburgh  Obstetrical  Society, 
Jardine  stated  that  (hemorrhage  and  rupture  of  the  uterus 
excepted)  eclampsia  was  responsible  for  most  obstetrical  acci- 
dents. The  blood  undoubtedly  contains  the  poison,  which 
acts  upon  the  liver,  kidneys,  and  other  organs.  This  poison 
Nature  attempts  to  remove  through  the  kidneys,  intestinal 
canal,  and  skin.  Copious  subcutaneous  infusions  of  saline 
solution  are  best  suited  to  produce  diuresis.  Jardine  advises 
to  add  to  each  three  parts  of  sodium  chloride  one  part  of  car- 
bonate of  potash.  He  never  observed  bad  effects,  even  when 
the  proportion  of  potash  was  increased  to  three  parts.  The 
lax  abdominal  walls  (after  parturition)  or  a  point  below  the 
breasts  are  the  best  places  to  make  the  injections.  He  was 
able  to  inject  500  cubic  centimetres  within  the  short  period  of 
four  minutes;  this  was  completely  absorbed  within  fifteen  to 
twenty  minutes.  Injections  of  morphine  are  not  favored.  The 
author  prefers  chloral,  bromides,  and  veratrum  viride.  Suc- 
cess can  only  be  expected  if  the  treatment  is  begun  early. 

Bayer  ^'  reports  50  cases  of  eclampsia  which  occurred  during 
the  last  five  years  in  the  Cologne  Maternity  Hospital.  The 
mortality  amounted  to  24  per  cent.  Examination  of  the  blood 
frequently  showed  the  presence  of  bacteria.  Bacteria,  however, 
are  not  considered  an  etiological  factor,  and  the  disease  is 
ascribed  to  an  autoinfection  peculiar  to  pregnancy.  Doses  of 
morphine  were  often  administered,  generally  without  beneficial 
results.  The  administration  of  chloral  is  advised;  chloroform 
and  pilocarpine  are  considered  dangerous.  Venesection  and 
diaphoresis  are  highly  recommended.  Speedy  termination  of 
pregnancy  and  labor  is  advisable,  also  rupture  of  the  mem- 
branes. The  favorable  results  obtained  from  forcible  delivery 
are  probably  due  to  the  accompanying*loss  of  blood.  The  au- 
thor, however,  does  not  favor  radical  treatment,  and  also  objects 
to  Cesarean  section,  except  when  the  mother  is  moribund  and 
this  operation  affords  the  only  chance  of  saving  the  child's  life. 

Cerebro-spinal  Meningitis  simulating  Eclampsia. — A 
Ilpara,"  3-i  years  old,  was  sent  to  the  hospital  with  thediagno- 
sis  of  eclampsia.  Preceding  pregnancy  normal.  For  a  few 
days,  slight  malaise  followed  by  convulsive  attacks  and  coma. 


106  BRIEF   OF   CURRENT   LITERATURE. 

Temperature  normal.  Albuminuria  with  casts,  no  pain.  Os 
closed.  ISTo  herpes  or  rigidity  of  neck.  The  next  few  days  the 
temperature  rose  to  lOr',  higli  tension  pulse.  Venesection  was 
performed  without  result.  Sectio  Cesarea;  living  child;  mother 
dieil  five  hours  after  the  operation.  Postmortem  showed 
meningitis,  with  purulent  exudation  containing  numerous  ex- 
tra- and  intracellular  diplococci. 

Abdominal  Hysteropexy  and  Pregnancy. — M.Villeneuve" 
holds  that  the  anterior  portion  of  the  uterus  cannot  develop 
normally  during  pregnancy  when  the  organ  has  been  attached 
to  the  abdominal  wall  by  any  method.  During  pregnancy 
there  may  be  pain,  due  to  traction  upon  adhesions;  exagger- 
ated auteversion  causing  thinning  of  the  posterior  wall,  dis- 
placement of  the  cervix,  or  sacculation  of  the  uterus;  abortion 
or  premature  labor;  abnormal  insertion  of  the  placenta;  and 
faulty  presentations.  During  labor  there  may  be  irregular 
contractions,  inertia,  or  rupture  of  the  uterus.  The  writer 
quotes  134  cases  with  5  maternal  and  8  fetal  deaths,  and  com- 
plications of  varying  severity  in  67  cases.  Observations  tending 
to  show  the  occurrence  of  normal  pregnancy  and  labor  after 
the  operation  are  valueless  unless  it  is  proved  that  firm  adhe- 
sions are  present  after  labor  between  the  uterus  and  abdominal 
wall.  The  operation  is  not  strongly  advised  except  when  cer- 
tain sterility  exists. 

Neoplasms  interfering  with  Pregnancy. — E.  E.  TuU '* 
cites  several  cases  of  this  variety,  the  histories  of  which  are 
given  briefly  as  follows.  The  first  case  was  one  of  pyosalpinx 
complicating  pregnancy.  The  patient  died  twenty-four  hours 
after  beginning  labor.  At  autopsy  the  uterus  was  found  the  size 
of  full-term  and  lying  on  the  right  side.  There  were  evidences 
of  a  low  form  of  septic  peritonitis.  Appendages  of  left  side 
were  normal.  On  the  right  side  the  tube  was  as  large  as  one's 
wrist,  showing  an  old  pyosalpinx.  There  was  also  an  ovarian 
abscess  which  had  emptied.  The  uterus  was  opened  and  the 
membranes  and  placenta  found  normal.  On  being  cut  the  uter- 
ine wall  exuded  pus.  TuU  interpreted  this  as  an  old  pyosalpinx 
which  was  ruptured  by  the  growth  of  the  uterus.  The  poison 
had  first  started  up  uterine  contraction  and  later  paralyzed  the 
centres.  The  second  case  was  one  of  the  same  variety,  the  pyo- 
salpinx being  discovered  early  in  pregnancy,  but  the  patient 
would  not  allow  an  operation.  She  went  on  to  term  and  was 
delivered  without  difficulty.  She  developed  sepsis  twenty-four 
hours  after  labor;  this  continued  for  two  weeks,  when  she  was 
operated  upon  and  the  uterus  and  appendages  removed.  The 
patient  died  shortly  after  the  operation.  The  third  case  was 
one  of  an  ovarian  tumor  removed  by  Dr.  Coe.  The  tumor  was 
very  adherent  to  the  pelvis  behind  a  uterus  six  months  preg- 
nant. At  time  of  removal  the  tumor  and  broad  ligament  were 
very  much  strangulated.  The  patient  made  an  uninterrupted 
recovery  without  any  interference  with  pregnancy.  Tull  re- 
ports the  case  of  a  woman  who  had  both  ovaries  removed  without 
interfering  with  her  pregnancy.     He  also  reports  two  other 
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cases  in  which  fibroids  were  removed  from  the  uterus  without 
interfering  with  the  pregnancy. 

Schroeter  '  describes  a  case  of  uterine  fibroid  obstructing  the 
pelvic  inlet  and  preventing  the  head  from  entering  into  the 
pelvis.  A  primipara,  36  years  old,  came  under  observation 
after  being  in  labor  nearly  six  days.  The  child  was  dead,  lying 
almost  entirely  within  the  lower  uterine  segment.  A  large 
tumor,  which  could  not  be  pushed  aside,  obstructed  the  inlet. 
Abdominal  section  was  performed  and  a  large  fibroid,  about 
the  size  of  a  man's  head,  was  found  to  be  attached  to  the  pos- 
terior wall  of  the  uterus  and  adherent  to  the  walls  of  the  pelvis. 
After  dividing  the  adhesions  the  tumor  could  be  pushed  up- 
ward, whereupon  the  head  entered  the  pelvis.  Perforation  and 
extraction  of  the  fetus  could  now  be  accomplished  without 
great  difiiculty.  The  patient's  recovery  was  uninterrupted. 
The  author  maintains  that  removal  of  tumor  and  uterus  could 
not  have  been  done  without  great  risk;  and  as  these  tumors 
have  a  tendency  to  diminish  in  size  during  the  puerperium,  as 
also  observed  in  this  case,  the  course  adopted  was  certainly 
correct. 

A.  J.  H.  Montague  and  C.  B.  Moss  Blundell "  report  a  case 
of  labor  complicated  by  fibroids  of  the  uterus.  High  forceps 
were  applied  and  a  still-born  child  was  extracted.  A  severe 
hemorrhage  occurred  soon  after  the  birth  of  the  child,  and 
ergotin  was  given;  but  this  failed  to  stop  the  hemorrhage,  and 
five  pints  of  normal  saline  solution  were  injected  into  the 
cephalic  vein,  with  the  result  that  the  patient  improved  rapidly 
and  the  hemorrhage  stopped. 

Uterine  Fibroid  and  Pregnancy. — Delassus'^"  describes  a 
total  hj'sterectomy  for  fibroid  of  the  uterus  which  occupied 
nearly  the  entire  abdomen,  while  a  fluctuating  portion  at  one 
side  was  supposed  to  be  a  part  which  had  become  cystic. 
After  removal  the  fibroid  uterus  was  found  to  contain  in  its 
posterior  portion  a  fetus  of  eight  and  one-quarter  months,  which 
had  been  concealed  by  the  tumor.  By  the  use  of  an  incubator 
the  child  was  saved.  None  of  the  ordinary  signs  of  pregnancy 
had  been  present. 

Management  of  Pregnancy  complicated  by  Abdominal 
Tumors. — R.  B.  Hall  "  advises  operation  for  the  removal  of 
ovarian  cysts  in  all  cases  where  the  tumor  is  small  and  fixed  in 
the  pelvis  below  the  uterus;  in  all  cases  where  there  are  any 
complications  in  the  tumor  itself.  He  would  hesitate  to  ope- 
rate during  pi-egnancy  for  an  ovarian  tumor  of  moderate  size 
that  was  above  the  uterus  and  where  the  tumor  itself  was  too 
large  to  occupy  the  pelvis.  In  fibroids  of  the  uterus  he  advises 
operation  in  all  cases  where  the  tumor  occupies  the  lower  seg- 
ment of  the  uterus  and  is  in  such  a  position  that  it  would 
interfere  with  the  delivery. 

The  question  of  what  operation  should  be  done  should  be  left 
to  each  individual  operator  to  use  his  best  judgment  at  the  time 
of  operation.  If  the  patient  has  passed  the  fifth  or  sixth  month 
the  question  of  saving  the  child  must  be  discussed.     The  ques- 
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tioii  of  emu'leation  of  tibroid  tumors  and  saving  the  uterus  is 
favorably  discussed  by  many  operators. 

Prolonged  Pregnancy. — M.  Bolton  "  reports  a  case  of  preg- 
nancy which  lasted  nearly  two  years.  It  terminated  in  the 
death  of  the  patient.  Upon  opening  the  abdomen  a  very  of- 
fensive mass  was  found,  consisting  of  the  denuded  skeleton, 
hair,  and  pus,  but  no  trace  of  any  soft  parts.  The  uterus  had 
ruptured  in  the  lower  posterior  portion, 

Bicephalic  Fetus. — W.  C.  F.  Smith'  describes  a  fetns  with 
two  separate  and  distinct  heads  and  necks,  fusing  at  the  level 
of  the  shoulders  into  one  trunk,  which  was  marked  b}^  having 
two  spines,  lying  some  little  distance  from  each  other.  The 
most  remarkable  feature  disclosed  by  examination  of  the  abdom- 
inal cavity  was  an  extensive  reduplication  of  the  alimentary 
canal. 

Rare  Obstetric  Accident. — H.  MalHns  ''  cites  a  caseof  labor 
where  forceps  was  applied  to  the  head,  but  would  not  lock.  An 
attempt  was  made  to  withdraw  it,  the  upper  blade  refusing  to 
come  away.  The  labor  was  left  to  Nature,  and  as  the  labor 
progressed  it  was  found  that  the  arm  of  the  child  had  passed 
through  the  fenestra  of  the  blade. 

Paralysis  in  the  Distribution  of  the  Peroneal  Nerve. — 
C.  J.  Aldrich"  reports  three  cases  of  paralysis  of  the  peroneal 
nerve  following  labor.  In  the  first  case  the  labor  was  pro- 
longed and  followed  by  right  peroneal  paralysis  and  neuritis, 
with  extension  to  the  other  side.  She  slowly  recovered  from 
the  neuritis,  but  there  was  persistence  of  some  of  the  atrophy 
and  paralysis.  In  the  second  case  the  labor  was  prolonged, 
severe,  and  terminated  by  forceps.  There  was  right  peroneal 
paral3"sis,  anesthesia,  paresthesia,  and  neuritis.  She  recovered 
from  the  neuritis  and  sensory  disturbances,  but  there  was  a 
persistence  of  the  paralysis  and  atrophy.  In  the  last  case  the 
labor  was  instrumental  and  prolonged.  There  was  severe  left 
peroneal  neuritis  with  paralysis  and  atrophy,  also  a  limited 
loss  of  tactile  sensation.  She  made  a  slow  recovery,  with 
weakness  and  atrophy  of  the  anterior  tibite. 

Atonia  Uteri. — Schmit  "  reports  an  interesting  and  rather 
unusual  case  of  postpartum  hemorrhage.  All  known  methods 
failed  to  arrest  the  bleeding,  and  finally  the  uterus  was  re- 
moved, too  late,  however,  because  the  patient  succumbed  from 
the  preceding  loss  of  blood. 

A  primipara,  36  years  old,  entered  the  clinic,  stating  that 
she  was  beyond  the  supposed  end  of  pregnancy.  In  January- 
she  observed  that  she  grew  larger,  and  this  continued  until 
June,  when  the  size  of  the  abdomen  was  about  that  of  full 
term.  Since  then  it  gradually  became  smaller  until  October 
when  she  entered  the  clinic.  The  patient  complains  of  severe 
pains,  vomiting,  and  general  prostration.  Never  felt  life  and 
has  a  sensation  as  if  the  abdomen  contained  a  foreign  body. 
Uterus  corresponds  in  size  to  the  seventh  month.  Cervix 
closed;  heart  sounds  absent;  fetal  parts  cannot  be  felt;  urine 
normal,  contains  no  acetone.     The  diagnosis  was  that  the  uterus 
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contained  a  macerated  fetus,  and  in  view  of  the  patient's  gen- 
eral condition  the  induction  of  labor  was  thought  to  be  advis- 
able. Introduction  of  an  elastic  bougie  eighteen  hours  later, 
strong  pains,  and  expulsion  of  a  macerated  fetus.  Uterus 
well  contracted.  In  spite  of  this,  continuous  oozing  of  blood. 
Massage,  administration  of  ergot  did  not  check  the  bleeding, 
therefore  intrauterine  and  vaginal  tamponade.  Within  a  short 
time  the  blood  had  saturated  the  tampon,  and  this  was  re- 
placed by  firm  packing;  bleeding,  however,  continued.  As  the 
patient's  condition  grew  more  and  more  alarming  and  saline 
infusion  and  other  stimulants  were  not  effective,  it  was  con- 
cluded to  remove  the  uterus.  The  operation  was  performed 
rapidly  and  without  any  loss  of  blood.  The  patient  did  not 
revive,  and  died  three-quarters  of  an  hour  after  operation. 
Postmortem  examination  showed  that  all  the  internal  organs, 
even  the  uterus,  were  perfectly  normal,  but  extremely  exsan- 
guinated. Microscopical  examinations  proved  nothing  abnor- 
mal so  far  as  concerned  the  uterine  structures  proper,  but  the 
vessels  at  the  placental  site  had  undergone  hyaline  degenera- 
tion, and  the  larger  veins  and  sinuses  contained  old  thrombi 
surrounded  by  newly  formed  blood  vessels.  The  atheromatous 
condition  prevented  a  retraction  and  contraction  of  the  blood 
vessels,  and  fully  explains  the  uncontrollable  bleeding  in  spite 
of  the  firm  contraction  of  the  uterus. 

Inversio  Uteri  post  Partum. — Savor '^  describes  a  case  of 
inversion  of  the  uterus  in  a  primipara  who  arrived  at  the 
clinic  in  an  unconscious  and  almost  dying  condition.  The  pa- 
tient had  a  rapid  and  normal  confinement.  The  attending  mid- 
wife attempted  to  deliver  the  placenta  by  traction  upon  the 
cord.  The  placenta  did  not  come  away,  but  the  whole  uterus 
became  inverted  and  appeared  outside  the  vulva.  The  replac- 
ing of  the  organ  was  at  first  quite  diflScult,  but  after  a  small 
portion  had  been  pushed  beyond  the  internal  os  the  rest  fol- 
lowed easily.  A  firm  intrauterine  tampon  arrested  the  bleed- 
ing, and  the  patient's  recovery  was  uninterrupted. 

Fracture  of  the  Symphysis. — Jellinghaus'  observed  the 
following  interesting  case:  A  primipara,  31  years  old,  with  a 
history  of  rheumatism,  presented  herself  with  a  transverse 
presentation  which  necessitated  version  and  extraction,  only 
accomplished  with  considerable  difficulty.  Immediately  after- 
ward the  patient  complained  of  a  severe  pain  in  the  pubis  and 
inability  to  move  the  lower  extremities.  Examination  showed 
a  fracture  of  the  symphysis  and  a  vaginal  tear  about  5  to  6 
centimetres  in  length.  The  latter  wound  was  sutured  and  the 
symphysis  immobilized  with  strips  of  adhesive  plaster.  Com- 
plete union  and  recovery  of  locomotion.  Jellinghaus  believes 
that  the  fracture  could  not  have  resulted  from  the  force  exerted 
during  extraction,  if  the  joint  had  not  been  in  a  pathological 
condition  due  to  preceding  rheumatism.  This  is  of  consider- 
able forensic  importance. 

Abortion. — Charles  *  observed  a  unique  case  of  abortion  in 
the  Maternity  Hospital  of  Liittich.     A  primipara,  22  years  old. 
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about  six  mouths  preg-nant,  stated  that  for  some  time  she  had 
ceased  to  grow  hirger,  and  abdominal  palpation  revealed  a 
uterus  corresponding  in  size  to  about  the  fourth  month.  Soon 
after  this  the  woman  aborted.  A  complete  ovum,  with  2nem- 
branes  intact  and  about  8  centimetres  in  length,  was  expelled. 
The  fetal  sac  was  absolutely  empty  and  contained  not  even  a 
remnant  of  fetal  structure. 

Craniotomy. — Zangenmeister*  discusses  the  question  wheth- 
er perforation  should  be  followed  by  immediate  extraction, 
and  concludes  that  it  is  advisable  to  defer  this  and  permit  ute- 
rine contraction  to  empty  the  uterus.  The  liability  to  be 
infected  is  not  greater  and  injuries  to  the  soft  parts  are  less 
likely  to  occur.  [Although  there  are  a  few  authorities  who 
agree  with  the  author's  conclusions,  most  obstetricians  are 
opposed  to  this.  The  retention  of  a  dead  or  putrefied  body 
within  the  uterus  increases  the  danger  of  infection,  and  it  is 
certaiulj^  desirable  to  remove  the  dead  fetus  as  speedily  as  pos- 
sible, provided,  however,  this  can  be  done  without  extensive 
injuries  to  the  mother.  The  objection  raised  that  a  rapid  emp- 
tying of  the  uterus  predisposes  to  postmortem  hemorrhage 
holds  good  in  every  forceps  operation,  yet  this  accident  rarely 
occurs  if  the  operation  is  performed  judiciously.] 

Hyperemesis  Gravidarum, — Dirmoser  '  believes  that  auto- 
infection  from  the  intestinal  tract  is  the  usual  cause  of  hyper- 
emesis and  that  the  etiological  importance  of  hysteria  is  large- 
ly overestimated.  He  refers  to  the  similarity  of  postmortem 
changes  in  hyperemesis  and  acute  infection.  Urinary  analy- 
sis shows  an  increase  of  indol,  skatol,  and  other  products  of 
retrograde  metabolism,  also  albumin,  acetone,  and  peptone. 
Organic  structural  elements  are  found  in  the  urine,  indicating 
a  nephritis.  There  exists  an  individual  predisposition,  prob- 
ably owing  to  the  abnormal  condition  of  the  intestinal  canal. 
The  best  treatment  for  this  obstinate  and  often  serious  complica- 
tion of  the  pregnant  state  would  be  intestinal  antisepsis,  and  the 
author  states  that  the  results  obtained  from  such  treatment 
will  be  published  at  a  later  date. 

Rupture  of  the  Uterus. — M.  Cameron"  cites  the  case  of  a 
woman  who  had  labor  pains  come  on  at  full  term;  these  pains 
were  very  severe.  There  was  a  profuse  watery  discharge. 
The  second  day  the  external  os  had  dilated  slightly  and  there 
was  a  fairly  bloody  discharge.  She  remained  in  this  condition 
for  about  two  weeks,  when  she  was  seized  with  acute  pain  in 
her  left  side  which  lasted  for  two  days.  Nine  weeks  later  the 
cervix  was  dilated  and  the  child  extracted.  The  placenta  and 
cord  could  not  be  located,  and  the  hand  could  be  passed  into 
the  abdominal  cavity.  Cameron  opened  the  abdomen  and 
found  the  cord  adherent  to  the  anterior  wall  for  about  two 
inches.  The  placenta  was  found  attached  in  the  right  iliac 
region;  it  was  found  to  be  well  organized,  and  must  have 
escaped  with  the  child's  body  from  the  uterus  nine  weeks  pre- 
viously at  the  time  of  the  rupture. 

Puerperal  Sepsis. — H.  R.  Spencer,"  in  discussing  the  sub- 
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ject  of  serum  therapy  in  connection  with  puerperal  fever,  states 
that  as  usually  applied  it  has  not  a  scientific  basis;  that  it  has 
not  lowered  the  mortality  of  puerperal  sepsis;  that  it  usually 
lowers  the  temperature  and  sometimes  improves  the  general 
condition;  that  its  use  is  not  free  from  danger. 

A.  W.  W.  Lea"  reports  two  cases.  In  both,  bacteriological 
examinations  were  made  and  the  infection  was  found  to  be  due 
to  streptococci.  The  patients  were  placed  under  chloroform 
and  their  uteri  were  curetted.  A  uterine  douche  was  given 
and  then  the  uteri  were  swabbed  out  with  a  1:1000  perchloride 
solution  to  remove  any  shreds.  Carbolic  acid  (50  per  cent) 
was  then  applied  and  the  uteri  packed  with  gauze,  and  ergot 
given  every  four  hours.  In  one  case  antistreptococcus  serum 
was  given;  this  case  terminated  fatally.  He  believes  that  anti- 
streptococcus  serum  should  only  be  given  when  the  infection  is 
due  to  the  streptococcus,  and  that  a  bacterial  examination 
should  be  made  in  every  case,  so  that  we  can  come  to  some  def- 
inite conclusion  as  to  its  real  value. 

R.  H.  A.  Whitelocke  "^  tried  antistreptococcic  serum  in  two 
cases  of  puerperal  septicemia,  and  believes  the  serum  did  good, 
causing  sleep  and  profuse  sweating. 

Puerperal  Septicemia  caused  by  Tubercle  Bacilli. — At 
a  recent  meeting  of  the  Paris  Medical  Society,  Doleris  *  related 
two  cases  of  septicemia,  both  occurring  in  tuberculous  subjects. 
Characteristic  cultures  of  tubercle  bacilli  were  obtained  from 
the  blood  of  both  patients,  and  the  author  believes  that  owing 
to  the  traumatism  accompanying  parturition  the  bacilli  became 
mobile,  thus  entering  the  general  circulation.  The  so-called 
cases  of  tubercular  septicemia  are  very  intense  in  character 
and  rapidly  fatal. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Surgical  Treatment  of  Fibroids. — At  the  Third  Inter- 
national Congress  of  Gynecology  and  Obstetrics,  Scliauta^^ 
states  that  fibroids  should  be  operated  upon  only  when  other 
treatment  fails.  Total  vaginal  hysterectomy  is  the  most  cer- 
tain operation  and  offers  most  chance  of  success  in  all  cases 
not  reaching  above  the  umbilicus.  Total  abdominal  hysterec- 
tomy is  advised  for  large,  immovable  myomata  and  those 
partially  or  entirely  intraligamentous.  This  operation  gives 
better  remote  results  than  supravaginal  amputation  with  intra- 
peritoneal treatment  of  the  pedicle.  Supravaginal  amputation 
with  extraperitoneal  treatment  of  the  stump  is  recommended 
only  when  rapidity  of  operation  is  necessary.  Vaginal  enucle- 
ation of  submucous  myomata  with  large  bases  through  the 
dilated  cervix  or  through  the  fornix  after  anterior  or  posterior 
colpotomy,  with  or  without  opening  the  peritoneum,  should  be 
reserved,  as  should  all  similar  operations  by  the  abdominal 
route,  for  special  cases.  These  tumors  are  nearly  always  mul- 
tiple, and  the  danger  is  not  less  than  in  extirpation  of  the 
uterus.  Curettage  is  uncertain  and  not  free  from  danger. 
Castration  gives  uncertain  results  and  is  dangerous,  so  has 
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been  almost  abandoned  except  in  cases  where  supravaginal 
a-npiitation  is  not  feasible.  Permanent  clamps  are  not  as 
advantageous  as  ligatures. 

Doijen  holds  that  the  surgical  treatment  of  fibroids  consists 
in  their  ablation.  Bilateral  removal  of  the  appendages  is  gen- 
erally abandoned,  and  is  indicated  only  as  an  accessory  to 
ovariotomy  when  the  fibroids  do  not  cause  severe  symptoms. 
Fibroids  should  be  removed  through  the  vagina  when  this  is 
easy,  otherwise  laparatomy  is  preferable.  Myomectomy  and 
vaginal  hysterectomy  should  be  performed  by  simple  anterior 
or  V-shaped  hemisection  of  the  uterus.  Abdominal  myomec- 
tomy is  rarely  performed  for  large  pedunculated  fibroids.  The 
operation  of  choice  for  large,  multiple  interstitial  fibroids  is 
total  abdominal  hysterectomy  by  stripping  off  the  peritoneum 
from  the  lower  portion  of  the  uterus  and  closing  the  opening  in 
the  pelvic  peritoneum. 

P.  Reynier  summarizes  his  views  by  stating  that  if  the 
fibroid  uterus  is  not  larger  than  a  fetal  bead,  is  not  greatly 
deformed  laterally  or  posteriorly,  the  cervix  not  effaced,  and 
the  vulvo-vaginal  canal  dilatable,  vaginal  hysterectomy  is 
preferable.  If  the  uterus  is  larger,  abdominal  hysterectomy 
should  be  chosen  and  the  method  varied  to  suit  the  case. 

Delageniere  presses  the  claims  of  ligation  of  the  uterine 
arteries  through  the  vagina,  which  has  given  him  excellent 
results  in  5  cases.  He  advises  it  for  small  interstitial  fibroids, 
multiple  fibroids  which  should  be  enucleated  at  the  same  time, 
and  in  cases  in  which  hemorrhage  is  the  chief  symptom  and 
more  radical  treatment  is  refused. 

Sinclair  thinks  hysterectomy  a  serious  operation  and  one 
not  to  be  performed  without  good  reason,  while  enucleation 
has  advantages. 

Engstrom  has  performed  180  enucleations  by  laparatomy  with 
8  deaths,  2  of  which  were  not  attributable  to  the  operation. 

Alexander  holds  that  if  only  one  fibroid  causes  symptoms  it 
alone  should  be  removed. 

Gordon  advocates  hysterectomy  with  conservation  of  one  or 
both  ovaries.     He  considers  myomectomy  a  bad  operation. 

Treuh  prefers  supravaginal  amputation  and  reserves  hyste- 
rectomy for  exceptional  cases.  He  is  getting  to  favor  abdomi- 
nal myomectomy  more  strongly. 

Heinricius  has  performed  65  myomectomies  with  3  deaths 
from  infection,  or  3.07  per  cent. 

A.  Giles  says  that  operation  is  not  indicated  unless  fibroids 
cause  symptoms.  He  thinks  that  myomectomy  by  the  vaginal 
route  should  be  restricted  to  the  removal  of  polypi  and  sub- 
mucous fibroids,  and  abdominal  myomectomy  to  the  removal 
of  pedunculated  subperitoneal  growths.  Supravaginal  ampu- 
tation is  the  operation  most  frequently  called  for. 

C.  Jacobs  holds  that  radical  treatment  is  required  except  for 
very  small  fibroids  not  progressing.  He  advocates  total  hys- 
terectomy, using  the  vaginal  route  for  only  such  tumors  as  do 
not  reach  above  the  superior  strait. 
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La  Torre  urges  palliative  treatment  and  operation  only 
when  severe  symptoms  are  feared,  as  he  has  found  sarcoma- 
tous degeneration  in  but  2  per  cent  of  the  cases  and  carci- 
nomatous in  a  still  smaller  proportion. 

Galvani  also  advises  conservative  treatment.  When  opera- 
tion is  necessary  he  employs  the  vaginal  route  when  possible, 
as  being  less  serious  than  the  abdominal. 

Jaijle  calls  attention  chiefly  to  the  advisability  of  saving  an 
ovary  or  a  portion  of  one  in  hysterectomies. 

Tour  nay  advises  division  of  the  vaginal  insertion  of  the 
uterus  through  the  vagina  as  the  first  step  of  a  hysterectomy 
which  is  completed  through  the  abdomen. 

Pestalozza  believes  in  early  operation  in  young  women, 
before  the  onset  of  severe  symptoms  which  are  likely  to  occur. 
On  the  other  hand,  many  cases  which  have  nearly  reached 
the  menopause  without  growth  or  symptoms  may  be  left 
untouched. 

Woskresensky  considers  fibroids  as  dangerous  tumors,  re- 
quiring removal  by  operation.  This  should  be  done  as  early 
as  possible,  without  waiting  for  the  patient  to  become  feeble. 
The  entire  uterus  should  be  removed  in  cases  of  fibroids  of  the 
body  of  that  organ,  but  the  ovaries  should  always  be  left 
unless  their  ablation  is  especially  indicated.  Castration  alone 
is  of  no  value  for  fibroids.  If  operation  is  refused,  tonic, 
dietetic,  and  analgesic  treatment  is  advised.  All  palliative 
treatment  is  condemned.  Pregnancy  is  not  a  contraindication 
to  hysterectomy  for  fibroids.  A  uterine  pedicle  should  never 
be  left,  as  recurrences  of  the  fibroma  or  cancerous  degeneration 
may  occur  in  this  portion  of  the  cervix. 

Jessett  advises  simple  ligation  and  division  of  the  pedicle  in 
cases  where  the  fibroid  is  attached  by  such  a  structure  of  small 
size;  if  subserous  and  with  a  broad  attachment,  the  growth 
should  be  enucleated  through  an  incision  in  the  peritoneum. 
For  other  parietal  myomata  total  hysterectomy  is  advised. 
Submucous  myomata  or  polypi  should  be  enucleated  through 
the  vagina  after  dilatation  of  the  cervix.  If  malignant  degen- 
eration has  occurred,  total  hysterectomy  by  the  abdominal  or 
combined  route  is  indicated.  Vaginal  hysterectomj*  can  be 
performed  only  if  the  uterus  is  small  and  easily  drawn  down. 

Intestinal  Obstruction  due  to  Fibroids. — Two  cases  of 
intestinal  obstruction,  after  hysterectomy  in  one  instance  and 
subperitoneal  enucleation  in  the  other,  for  uterine  fibroids,  are 
reported  by  Goullhoud. "  The  obstruction  was  found  in  both 
cases  to  be  due  to  kinking  of  the  sigmoid  by  traction  of  the 
peritoneum,  the  relations  of  which  had  been  altered  bj^  removal 
of  the  tumors. 

Shortening  of  the  Broad  and  Round  Ligaments.— In  a 
paper  before  the  Third  International  Congress  of  Gynecology 
and  Obstetrics,  H.  Delageniere  ''  speaks  of  these  operations  as 
auxiliaries  to  others.  If  the  retroversion  is  reducible  he  ad- 
vised curettage,  amputation  of  the  cervix,  ligation  of  the  uterine 
arteries  if  the  uterus  is  large  or  contains  fibromata,  perineor- 
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rhapby  or  colpoperineorrhaphy,  and  Alexander's  operation. 
If  the  retroversion  is  made  irreducible  bj'  adbesions,  these 
should  be  broken  up,  lesions  of  the  appendages  treated,  and  the 
ligaments  shortened  intraperitoneally.  For  simple  retrodevia- 
tion he  shortens  the  round  ligameuts;  when  prolapse  is  present, 
the  broad  ligaments.  He  reports  15  operations  in  which  Alex- 
ander's operation  was  combined  with  the  others  mentioned,  9  in 
which  he  shortened  the  round  ligaments,  and  0  in  which  he  did 
the  same  with  the  broad  ligaments.  The  immediate  results 
were  favorable  in  all  the  33  cases,  and  the  remote  results  as  far 
as  ascertained. 

Jacobs  advocates  passing  sutures  through  the  broad  liga- 
ment just  below  the  round  ligament  when  shortening  the 
latter.  When  the  sutures  have  been  passed  through  the  round 
ligament  itself,  he  has  observed  a  necrosis  of  a  portion  of  this 
structure,  due  to  interference  with  the  circulation  in  its  artery. 

Goldspohn  considers  the  round  ligaments  alone  suitable  for 
shortening,  and  favors  doing  this  in  the  inguinal  canal.  He 
also  advises  opening  the  peritoneum  and  breaking  up  adhesions 
of  the  uterus  and  appendages. 

Vineberg  operates  through  an  anterior  vaginal  incision, 
breaking  up  adhesions  and  folding  the  round  ligaments  upon 
themselves  after  drawing  the  uterus  forward  through  the 
wound. 

Heinricius  believes  that  the  symptoms  of  uterine  retrodis- 
placements  are  due  chiefly  to  complications,  and  that  they  are 
best  relieved  b}^  treating  the  latter. 

Treatment  of  Spontaneous  and  Post-operative  Gyneco- 
logical Fistulae. — Doyen  '"  summarizes  a  paper  upon  this 
subject  by  stating  that  the  methods  which  should  be  employed 
are  the  same  as  those  used  during  operations  for  the  immediate 
repair  of  wounds  of  the  intestine,  bladder,  and  ureters. 

Treatment  of  Vaginal  Cystocele. — Laroyenne'*  operates 
for  this  condition  by  suturing  the  anterior  surface  of  the  uterus 
to  the  anterior  abdominal  wall,  and  then  the  postero  superior 
wall  of  the  bladder  to  the  anterior  surface  of  the  uterus,  this 
step  being  aided  by  a  finger  introduced  through  the  dilated 
urethra  into  the  bladder.  The  operation  is  completed  by  fast- 
ening the  bladder  to  the  anterior  abdominal  wall  by  two  sutures 
placed  below  those  of  the  hysteropexy  and  those  uniting  blad- 
der and  uterus. 

Intrauterine  Implantation  of  the  Ovary.— Palmer  Dudley  '* 
reports  a  case  of  double  pyosalpinx  in  a  woman  21  5'earsof  age, 
who  had  had  one  miscarriage  but  no  children.  After  laparat- 
omy  he  removed  the  double  pyosalpinx,  leaving  in  place  the 
right  ovary.  The  fundus  of  the  uterus  was  next  incised  and 
a  place  prepared  on  its  inner  surface  for  the  reception  of  the 
ovary,  which  was  fastened  there  by  deep  and  superficial  sutures 
after  being  excised  and  washed  in  salt  solution.  The  ovary 
was  retained  and  the  next  two  menstruations  occurred  at  the 
normal  times. 

Periodical    Intermenstrual   Pains. — Brodier"  states  that 
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these  pains  occur  at  about  the  age  of  30  in  women  who  are 
hyperesthetic,  in  good  general  health,  and  with  no  lesions 
or  merely  slight  changes  in  the  appendages.  He  has  observed 
a  woman  who,  from  26  to  36  years  of  age,  had  these  periodical 
crises,  which  disappeared  entirely  during  five  months  of  a 
pregnancy  which  was  terminated  by  a  miscarriage.  The 
pains  were  diminished  by  the  horizontal  position  or  b}^  replace- 
ment of  the  anteverted  uterus,  and  were  accompanied  by 
frequent  desire  to  urinate.  From  these  facts  he  deduces  the 
following  explanation.  The  chief  factor  is  an  impressionability 
of  the  nervous  system.  The  second  is  the  weight  of  the  uterus 
pressing  upon  the  bladder.  During  pregnancy  the  uterus 
enlarges  and  rises  upward  from  the  latter  organ.  During 
menstruation  the  congested  uterus  straightens  and  rises  from 
the  bladder;  afterward  it  gradually  descends  and  again  presses 
upon  it  after  six  or  eight  daj's,  causing  the  pains.  The  bladder 
gradually  becomes  accustomed  to  the  pressure  of  the  uterus, 
and  the  pains  cease  until  after  the  next  menstruation. 

Antisepsis  in  Gynecology. — In  discussing  this  subject  be- 
fore the  Third  International  Congress  of  Gynecology  and  Ob- 
stetrics, Doyen  '^  gives  the  following  precautions:  1.  Disinfec- 
tion of  skin:  wash  with  hot  water  and  soap,  then  with  1: 1000 
bichloride,  then  with  alcohol  and  ether.  Shave  when  neces- 
sary. 2.  Compresses  and  cotton  sterilized  for  forty -five  minutes 
in  a  steam  sterilizer  at  266°  F.  3.  Salt  solution  for  irrigation 
is  sterilized  at  the  same  temperature.  4.  Instruments  sterilized 
by  dry  heat  at  320°  F.  or  by  boiling  in  two  and  a  half  per  cent 
carbolic.  5.  Antiseptic  solutions — 1:1000  bichloride,  carbolic 
acid  with  an  equal  amount  of  alcohol,  saturated  boric  acid  so- 
lution— are  made  with  boiling  water.  6.  Antiseptic  powder — 
the  writer  used  glutol.  7.  Ligatures'and  sutures — silk  and  floss 
sterilized  by  steam  at  266°  F.  and  plunged  into  alcohol  at  194°. 

8.  Absorbable  sutures.     Catgut  cannot  be  certainly  sterilized. 

9.  Drainage  is  necessary  when  there  is  a  discharge  of  any 
kind.  10.  Dressings:  over  the  sutures  a  sterile  compress  and 
gauze. 

The  technique  described  by  C.  G.  Cumston  included: 
1.  Preparation  of  hands  of  operator  and  assistants  by  brushing 
with  soap  and  hot  water  frequently  renewed,  washing  in  ether, 
brushing  in  ninety  per  cent  alcohol,  then  in  1:2000  iDichloride, 
rinsing  in  sterile  water.  The  nails  are  kept  cut  very  short. 
Rubber  gloves  are  discarded  except  for  pus  cases  and  rectal 
and  vaginal  examinations.  A  cap  is  worn  over  the  hair  during 
operations,  and  the  beard  similarly  covered.  2.  Preparation 
of  the  patient :  All  patients  are  prepared  for  vaginal  and  ab- 
dominal operations.  Shave,  clean  vagina  with  soap  in  ether, 
irrigate  with  hot  sterile  water  and  then  1:200  bichloride. 
The  abdomen  is  shaved,  brushed  with  soap  and  ether,  ether, 
ninety  per  cent  alcohol,  and  finally  dressed  with  1:3000  bi- 
chloride or  1:300  formaldehyde.  Alcohol  and  ether  are  not 
used  in  the  vagina,  because  too  irritating. 

The  day  before  operation  the  bowels  are  moved  by  calomel 
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iu  divided  doses,  followed  by  a  Seidlitz  powder.  For  ligating 
large  vessels  fine  silk  is  employed,  never  braided  silk,  which 
seems  liable  to  slip.  Formalized  catgut  is  used  for  sutures  of 
the  broad  ligament  and  vagina  and  abdominal  wall.  This  is 
prepared  by  soaking  catgut  for  forty-eight  hours  in  four  per 
cent  formaldehyde,  washing  it  in  running  water  for  eight 
hours,  and,  just  before  the  operation,  placing  it  in  boiling  water 
for  fifteen  minutes  and  then  in  ninety  per  cent  alcohol.  For 
Emmet's  operation  or  Hegar's  amputation  he  employs  chromi- 
cized  catgut  sterilized  for  one  hour  on  two  consecutive  days  by 
dry  heat  at  -^Gii''  F. 

For  other  vaginal  operations  formalized  catgut  is  used,  and 
vaginal  irrigation  with  1 :  300  formaldehyde  keeps  the  vagina 
aseptic  and  preserves  the  sutures.  For  skin  and  subcutaneous 
cellular  tissue  an  intradermal  suture  of  formalized  catgut  is 
employed  for  thin  subjects;  for  thick  abdominal  walls,  su- 
tures of  silver  wire  sterilized  by  boiling,  or  of  wire  of  alumi- 
num and  bronze  sterilized  by  dry  heat  at  266°  F.  for  one  hour 
on  two  successive  days.  For  antiseptic  gauze  packings  Cum- 
ston  uses  only  gauze  impregnated  with  twenty  per  cent  of  one 
of  the  salts  of  bismuth,  sterilized  by  moist  heat  at  212°  F. 
without  chemical  alteration. 

Gonorrheal  Salpingitis. — J.  W.  Taylor''  emphasizes  the 
following  points:  First.  That  a  large  proportion  of  women 
suffering  from  gonorrheal  tubes  have  at  some  time  been  ex- 
posed to  syphilis  as  well  as  gonorrhea;  that  these  show  marked 
improvement  after  a  prolonged  course  of  mercury  and  iodides, 
and,  unless  an  acute  pyosalpinx  intervenes,  it  is  the  rule  for  all 
gross  physical  signs  of  disease  to  slowly  and  permanently  dis- 
appear. 

Second.  That  many  cases  in  which  there  is  no  history  of 
syphilis  do  similarly  improve  and  get  permanently  well  under 
the  same  course  of  treatment,  provided  that  the  disease  stops 
short  of  acute  pyosalpinx. 

Third.  That  acute  pyosalpinx  is  peculiarly  liable  to  occur 
in  the  first  place  on  the  left  side  of  the  body,  and  its  special 
severity  is  probably  due  to  secondary  infection  from  the  rectum; 
that  these  cases  should  be  treated  by  free  incision  of  the  pos- 
terior vaginal  fornix,  by  thorough  exploration  and  emptying  of 
all  pus  cavities  fro'n  the  pouch  of  Douglas,  and  by  iodoform 
gauze.  This  operation  is  preferable  to  the  older  operation  of 
removal  of  the  appendages. 

Fourth.  That  such  cases  of  mixed  infection  and  acute  sup- 
puration treated  by  operative  evacuation  of  the  pus  do  some- 
times recover  and  remain  permanently  well. 

Fifth.  That  occlusion  of  the  tubes  and  peritubal  adhesions 
consequent  on  gonorrheal  adhesions  have  no  direct  specific 
causation,  and  must  be  regarded  rather  as  secondary  mechani- 
cal results  of  the  local  peritonitis  which  has  been  caused  by  the 
salpingitis.  Their  absorption  does  not  necessarily  come  about 
by  the  cure  of  the  gonorrhea,  and  sterility  may  persist  although 
the  gonorrhea  is  eradicated. 
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Sixth,  That  in  gonorrhea  of  the  pelvis  there  will  probably 
remain  a  residuum  of  intractable  cases,  particularly  cases  of 
complication  with  other  diseases;  that  in  these  cases  operative 
removal  of  the  organs  affected  will  still  be  required,  and  that 
vaginal  hysterectomy  whenever  possible,  with  or  without  extir- 
pation of  the  uterine  appendages,  is  not  only  the  most  rational 
operation  in  theory,  but  is  productive  of  the  best  final  results. 

Double  Pyosalpinx. — J.  Campbell"  reports  a  case  of  this 
variety  in  which  one  of  the  tubes  contained  nineteen  ounces  of 
pus.  The  tumor  attained  such  proportions  without  causing 
any  notable  amount  of  pain.  There  was  almost  an  entire  ab- 
sence of  adhesions.  This  was  quite  contrary  to  all  his  experi- 
ence of  pyosalpinx.  The  origin  of  the  condition  was  obscure, 
there  being  no  history  of  urethritis  or  vaginitis.  There  were 
no  signs  of  tubercular  disease.  The  patient  had  only  been 
married  ten  months  and  had  never  been  pregnant.  At  the 
time  of  operation  both  tubes  and  portions  of  both  ovaries  were 
removed.     The  patient  made  a  good  recovery. 

Deciduoma  Malignum. — F.  W.  N.  Haultain ''  describes  a 
case  of  this  variety  as  follows:  On  examination  the  uterus 
felt  enlarged  and  soft  and  the  cervix  admitted  one  finger. 
Being  of  the  opinion  that  he  had  to  deal  with  a  subinvolution 
due  to  retained  secundines,  he  curetted.  The  scrapings  showed 
the  characteristic  multinuclear  protoplasmic  masses  and  large 
nuclear  ceils  which  occur  in  deciduoma  malignum,  and  he 
therefore  advised  immediate  hysterectomy.  This  advice  was 
not  accepted  until  more  than  a  month  later,  when  the  patient 
returned  on  account  of  profuse  hemorrhages.  Vaginal  hys- 
terectomy was  performed.  On  examination  of  the  uterus 
there  was  found  on  section  a  small  growth  springing  from  the 
upper  part  of  the  anterior  wall,  sessile  in  nature.  It  was 
covered  by  apparently  smooth,  healthy  mucosa,  except  at  one 
spot  where  a  blood  clot  protruded.  Microscopically,  the 
cellular  elements  were  of  two  types:  (1)  large  polyhedral 
cells  which  stain  lightly,  and  whose  large  nuclei  showed  a 
wide  intranuclear  network ;  and  (2)  multinucleated,  deeply 
stained  protoplasmic  masses  of  all  varieties  of  shapes,  whose 
nuclei  were  extremely  rich  in  chromatin  and  showed  no  wide 
intranuclear  network.  Both  varieties  of  elements  showed 
marked  tendencies  to  retraction  and  vacuolation.  Mitotic  fig- 
ures were  frequent.  The  relationship  of  these  two  varieties  of 
cells  varied  greatly.  Nowhere  was  there  evidence  of  intra- 
cellular substance  or  blood  vessels,  although  free  blood  was 
intimately  mixed  with  the  cells.  Extending  into  the  muscles, 
both  varieties  could  be  seen  apparently  following  the  perivas- 
cular lymph  spaces. 

The  chorionic  villi  in  some  instances  showed  degeneration, 
but  others  were  normal.  On  section  of  the  tumor  three  areas 
were  described:  (1)  the  submucous  area  was  necrotic,  com- 
posed of  fibrin  and  cellular  elements  in  all  stages  of  degenera- 
tion; (2)  a  cellular  area  or  tumor  proper,  which  was  composed 
entirely  of  active  proliferating  cellular  elements  and  chorionic 
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villi  mixed  with  free,  uncoagulated  blood;  while  (3)  we  have 
the  area  of  infiltration,  in  which  were  seen  cells  and  protoplas- 
mic masses,  isolated  and  in  groups,  insinuating  themselves  into 
the  blood  channels  and  surrounding  the  degenerated  muscular 
elements. 

In  discussing  the  origin  of  this  growth,  Haultain  agrees 
with  Marchand,  who  maintains  that  both  layers  of  the  villus 
are  fetal  structures  and  designates  the  tumor  as  a  chorionic 
epithelioma.  He  bases  his  opinion  on  the  following  grounds: 
1.  The  absence  of  syncytium  everywhere  except  in  close  rela- 
tion to  the  villi.  2.  Its  absence  in  the  intervillous  portion  of 
the  chorion.  3.  The  absence  of  general  syncytial  changes  in 
the  glandular  epithelium. 

Epithelioma  of  the  Vulva. — J.  B.  Hall"  describes  a  case 
of  wart}^  growth  of  the  vulva,  supposedly  epithelioma.  The 
growth  first  appeared  immediately  above  the  clitoris;  as  it 
increased  in  size  it  was  removed;  six  months  later  it  reap- 
peared and  was  removed  again,  as  twice  afterward  at  intervals 
of  five  and  nine  months  later.  The  growth  reappeared  the 
fifth  time  and  was  removed  by  the  following  operation:  The 
knife  was  entered  over  the  symphysis  and  an  incision  was  car- 
ried down  each  of  the  labia  majora  a  good  quarter  of  an  inch 
from  their  margins.  The  incision  went  down  to  the  perios- 
teum as  far  as  the  bone  extended,  and  reached  a  good  inch 
below  the  level  of  the  meatus  urinarius.  The  lower  extremities 
of  these  incisions  were  then  joined  hj  an  angular  incision 
carried  across  the  genital  cleft  and  rising  in  the  mid-line  above 
the  meatus.  The  whole  area  included  in  these  incisions  was 
dissected  out.  The  clitoris  was  removed:  the  cut  edges  were 
then  united:  the  whole  genital  cleft,  except  the  meatus  urina- 
rius and  vaginal  orifice,  was  obliterated.  The  disease  has  not 
returned  after  two  years. 

Palliative  Treatment  of  Cancer  of  the  Uterus. — Jouin  '* 
draws  down  the  uterus  and  curettes  the  diseased  portions. 
These  are  then  touched  with  the  thermocautery:  the  vaginal 
walls  isolated  by  a  thick  layer  of  vaseline;  the  area  curetted  is 
impregnated  with  ninety  per  cent  alcohol,  which  is  lighted  and 
allowed  to  burn  for  from  one-half  to  one  and  a  half  minutes. 
A  dressing  is  then  applied.  The  writer  claims  10  cases  with 
good  results  and  no  accident. 

Herff "  believes  that  even  in  so-called  cases  of  inoperable 
cancer  extirpation  of  the  uterus  is  the  best  palliative  treatment. 
Cauterizing  is  used  in  all  cases  where  hysterectomy  is  impracti- 
cable. The  bleeding  and  sloughing  is  best  relieved  through 
excochleation  and  subsequent  cauterization.  Good  results  may 
be  obtained  by  simple  removal  of  the  sloughing  masses  with  a 
sharp  spoon.  This  should  be  followed  by  the  application  of 
concentrated  solutions  of  chloride  of  zinc  every  three  or  four 
days.  The  after-treatment  is  important;  frequent  applications 
of  tincture  of  iodine  are  advised.  Applications  of  various  pow- 
ders, especially  of  clay,  are  highly  recommended  to  arrest  the 
bleeding;  Herff  found  clay  very  serviceable.  Tincture  of  chlo- 
ride of  iron  should  be  avoided.     The  best  remedy,  however,  is 
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acetylene,  which  possesses  both  astringent  and  cauterizing 
properties.  The  cavity  is  disinfected  and  thoroughly  dried, 
after  which  small  pieces  of  calcium  carbide  are  packed  into  the 
wound  and  kept  in  position  by  a  cotton  tampon.  The  dressiDg 
is  renewed  the  second  or  third  day.  This  method  of  treatment 
renders  the  growth  firm  and  hard  and  greatly  lessens  the 
liability  of  hemorrhage.  In  many  cases  the  pain  is  also 
ameliorated,  especially  if  caused  hx  nerve  pressure. 

Boisseau  du  Rocher'^  states  that  an  absolute*  diagnosis  of 
cancer  of  the  uterus  may  be  made  if  all  three  of  the  following 
conditions  coexist:  persistent  hemorrhage  after  treatment  by 
oxychloride  of  silver  obtained  by  electrolysis,  imperfect  forma- 
tion of  the  oxychloride  and  incomplete  adhesion  of  the  silver  to 
the  mucosa,  and  inertia  of  the  uterine  muscle,  which  does  not 
respond  to  electrical  stimulation. 

The  Removal  of  the  Ovaries  in  Malignant  Disease. — 
E.  E.  Montgomery,"  after  a  careful  consideration  of  the  bene- 
ficial influence  on  the  subsequent  progress  of  malignant  dis- 
ease of  removal  of  the  ovaries,  comes  to  the  conclusion  that 
the  apparent  relief  is  afforded  through  the  vasomotor  nervous 
system;  that  further  experience  is  required  to  demonstrate,  not 
curability,  but  sufficient  palliation  and  delay  in  the  progress  of 
the  disease  to  compensate  the  patient  for  the  discomfort  of  the 
additional  operation:  and  that  the  operation  will  only  be  of  ser- 
vice when  done  during  the  reproductive  activity. 

Inversion  of  the  Uterus. — W.  Walton  Don"'  reports  a  case 
of  complete  inversion  of  the  uterus  occurring  after  labor.  He 
was  called  in  to  see  the  case  five  hours  after  the  prolapse  began, 
and  found  the  patient  markedly  prostrated.  On  the  posterior 
and  upper  surface  of  the  inverted  uterus  he  found  a  piece  of 
membrane  four  inches  square;  this  was  removed.  Pressure 
was  now  exerted  on  the  fundus  by  two  fingers,  and  the  uterus 
gradually  resumed  its  natural  state.  The  patient  made  a  good 
recovery  and  has  since  borne  a  living  child.  At  her  last  con- 
finement forceps  were  applied  on  account  of  uterine  inertia. 

A  New  Method  for  the  Treatment  of  Retroflexion  and 
Prolapse. — Schiicking*^  describes  a  new  operation  for  the 
treatment  of  retroflexion  which  does  not  affect  the  normal 
position  and  mobility  of  the  uterus.  The  operation  consists  in 
a  transverse  incision  in  the  anterior  fornix  and  dissection  of 
the  mucous  membrane  up  to  the  junction  of  cervix  and  vagina. 
The  wound  is  united  vertically,  and  when  completed  represents 
a  cross.  Should  the  posterior  fornix  be  much  distended,  a 
vertical  incision  is  also  made  posteriorly  and  united  trans- 
versely. In  7  cases  thus  treated  satisfactory  results  were  ob- 
tained in  5,  1  slightly  improved,  1  not  improved.  The  simple 
operation  is  also  advised  in  cases  of  prolapse  with  cystocele 
and  rectocele.     Good  results  were  obtained. 

Appendicitis. — W.  D.  Sumpter"  reports  a  case  of  appendi- 
citis complicated  with  hematoma  of  the  ovary.  He  removed 
the  appendix  and  the  ovary.  The  uterus,  which  was  retroverted, 
was  brought  forward  and  subjected  to  hysteropexy  by  Kelly's 
method.     The  patient  made  a  good  recovery. 
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Multiple  Ulcers  of  the  Vulva. — A.  J.  Lartigan*'  reports 
two  cases  of  ulcers  of  the  vulva  and  vagina  occurring  in  wo- 
men with  typhoid.  The  ulcers  were  round  or  oval,  sharply 
defined,  located  on  the  cutaneous  and  mucous  surface  of  the 
labia  majora,  labia  minora,  and  just  within  the  vaginal  orifice 
and  external  to  the  hymen.  The  margins  were  clear  cut  and 
the  bases  covered  with  a  thin  layer  of  thick,  yellow,  purulent 
material.  A  culture  was  made  in  one  case  and  a  nearly  pure 
typhoid  culture  obtained. 

The  Relation  of  Some  Intrapelvic  Conditions  to  the 
Blood  State.— C.  A.  L.  Keed  *'' has  found  the  blood  state  in 
two  eases  of  infantile  genitalia  as  follows:  In  one  case  there 
was  a  very  rudimentary  uterusandno  ovaries  could  be  located; 
she  had  never  experienced  even  a  menstrual  impulse.  Her 
blood  state  was:  red  corpuscles,  5,000,000;  white  corpuscles, 
9,000;  hemoglobin,  95  per  cent.  In  the  other  case  the  uterus 
was  small,  no  ovaries  could  be  palpated,  and  she  had  an  im- 
perforate hymen;  her  menstrual  periods  were  accompanied 
with  excruciating  pain.  Her  blood  state  was:  red,  3,200,000; 
white,  10,000;  hemoglobin,  60  per  cent.  The  most  pronounced 
changes  accompanying  uterine  displacements  have  been  noted 
in  cases  of  retrodisplacement  with  fixation.  In  such  cases  he 
has  found  pronounced  oligemia,  and  in  two  instances  marked 
hypohemoglobinemia.  In  chronic  endometritis  where  the  dis- 
charge is  essentially  catarrhal  and  free  from  septic  contamina- 
tion, the  blood  state  is  little  changed.  In  long-standing  cases 
with  menorrhagia  and  metrorrhagia  there  is  present  a  verit- 
able oligemia,  the  normal  ratio  of  the  globular  elements  being 
preserved  by  a  hypohemoglobinemia.  In  pyosalpinx  there 
was  alwaj^s  present  a  leucocytosis  varying  from  13,000  to 
38,000.  The  cases  where  the  gonococci  were  present  showed 
an  average  high  leucocytosis.  In  cystomata  of  the  ovary 
there  occurred  no  appreciable  disturbance  of  the  blood,  except 
in  old  cases  where  there  existed  a  leucocytosis.  In  six  cases 
of  carcinoma  uteri  where  the  disease  was  limited  to  the  cervix 
there  was  a  slight  leucocytosis.  In  many  cases  of  myomata 
and  myofibromata  in  which  the  loss  of  blood  was  great  there 
exists  a  demonstrable  oligemia,  often  associated  with  a  hydra- 
mic  state.  In  one  case  of  chronic  oophoritis  with  cystic  de- 
generation of  the  ovaries,  the  blood  was  pale  and  continued  to 
run  from  a  needle  puncture  for  several  hours;  red  corpuscles, 
3,400,000;  white  corpuscles,  10,000;  hemoglobin,  65  per  cent; 
a  few  microcytes  were  observed.  In  another  case  equal  pale- 
ness and  fluidity  of  the  blood  was  observed,  while  corpuscle 
count  showed  red,  4,000,000;  white,  9,000;  hemoglobin,  60  per 
cent.  In  another  case  the  red  corpuscles  were  3,500,000  and 
the  white  10,000,  with  a  pronounced  oligochromemia.  In  con- 
valescence from  surgical  operations  there  is  a  transient  leuco- 
cytosis; 

Atmokausis  and  Zestokausis  in  Gynecology. — Steinbu- 
chel  '*  relates  his  experience  with  atmokausis  and  zestokausis, 
and  reports   as  follows:  4   cases  of  dysmenorrhea,  3  entirely 
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cured,  1  slightly  improved.  Endometritis  with  copious  dis- 
charge: 15  permanent  cures,  2  patients  not  improved,  and  1 
slightly  relieved.  In  uterine  bleeding  atmokausis  was  em- 
ployed in  65  cases;  immediate  cessation  of  flow  in  56  cases, 
marked  improvement  5  times,  no  improvement  4  times;  46 
remained  permanently  well;  in  the  remaining  11,  relapse. 
Subinvolutio  uteri  with  profuse  bleeding,  6  permanent  cures. 
Menorrhagia  after  abortion,  5  cases,  complete  cure.  In  puer- 
peral fever  and  putrid  endometritis,  atmokausis  was  employed 
in  10  cases;  all  recovered,  once  followed  by  slight  parametritis. 
Septic  endometritis  post  partum,  3  cases;  atmokausis  did  not 
reduce  the  temperature.  In  inoperable  cancer  of  the  cervix 
atmokausis  proved  a  very  valuable  therapeutic  measure.  In 
hemorrhage  the  result  of  fibroid  tumors,  atmokausis  was  used; 
the  hemorrhage  ceased ;  the  author  also  believes  that  the  tumor 
decreased  in  size.  Obliteration  of  the  uterine  cavity  was  at- 
tempted in  3  cases,  but  proved  unsuccessful.  In  4  cases  of 
uterine  gonorrhea  the  clinical  symptoms  disappeared  and  the 
patients  were  apparently  cured.  Complications  observed  as 
follows:  once  unintended  obliteration  of  the  uterine  cavity, 
three  times  stenosis  of  the  internal  os,  twice  acute  inflamma- 
tion and  swelling  of  the  adnexa,  once  extensive  pelvic  perito- 
nitis, and  once  slight  parametritis;  no  deaths.  Anesthesia  was 
administered  in  4  cases.  Narcosis  is  permissible,  but  rarely 
required.  The  after-treatment  consists  of  rest  in  bed  and  dis- 
infecting vaginal  douches.  Subsequent  control  as  to  the  con- 
dition of  the  uterine  cavity.  Inflammatory  processes  in  the 
adnexa  contraindicate  atmokausis  and  zestokausis. 

Schlutius  "  states  that  the  steam  must  range  to  a  tempera- 
ture of  105°  C.  or  higher.  He  never  uses  atmokausis.  Only 
slight  dilatation  of  the  cervix  is  required,  and  anesthesia  is 
unnecessary. 

The  indications  and  results  obtained  from  atmokausis  were 
discussed  by  Pinkus '"  at  the  last  meeting  of  German  gyne- 
cologists at  Berlin,  and  summed  up  as  follows:  Atmokausis 
consists  in  the  action  of  watery  vapor  upon  the  interior  of 
the  uterus.  A  similar  effect  is  obtained  by  means  of  a  uterine 
sound  heated  to  a  high  degree  by  steam.  This  is  termed 
zestokausis. 

1.  Both  atmokausis  and  zestokausis  are  useful  therapeutic 
aids,  and  not  more  dangerous  than  other  methods  of  intraute- 
rine treatment,  provided  the  technique  is  fully  mastered  and. 
the  proper  indications  are  borne  in  mind.  The  dangers  are  not 
proportionate  to  the  good  effects. 

2.  The  best  results  are  obtained  if  performed  without  anes- 
thesia, not  immediately  following  curettement,  and  after  dila- 
tation and  protection  of  the  cervix;  rest  in  bed  until  the  scab 
has  separated,  in  slight  cases  from  two  to  three  days.  Its 
exact  action  can  be  determined  beforehand,  and  every  effect, 
from  a  superficial  irritation  to  a  deep  destruction  of  the  mucous 
membrane,  may  be  obtained.  The  intensity  of  action  depends 
upon  the  height   of  temperature   (steam  pressure)  and    con- 
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tractility  of  the  uterus.  High  temperatures  from  110°  to  115° 
C  are  preferable  because  more  uniform  in  action.  The  maxim 
is  "  short  cluratiou  and  high  temperature."  This  is  especially 
advisable  in  young  individuals.  Both  atmokausis  and  zesto- 
kausis  may  be  substituted  for  curettement.  if  the  latter  opera- 
tion has  failed  to  produce  desired  effects. 

3.  It  is  a  specific  against  uterine  liemorrhage  (menorrhagia, 
metrorrhagia,  myomata,  and  climacteric),  and  produces  good 
and  quick  results  in  endometritis,  metritis,  and  subinvolu- 
tion. 

4.  Obliteration  of  the  uterine  cavity  is  rarely  permissible, 
and  should  not  be  attempted  except  under  the  most  urgent 
indications  and  never  as  a  prophylactic  against  cancer  of  the 
uterus. 

5.  If  atmokausis  is  not  followed  b}^  success  the  contractile 
elements  of  the  uterus  have  disappeared. 

6.  Atmokausis  is  very  valuable  in  inoperable  cancer  of  the 
uterus,  and  also  as  a  means  of  disinfecting  the  uterine  cavity 
prior  to  hysterectomy. 

7.  In  the  beginning  stages  of  puerperal  sepsis  good  effects 
may  be  expected,  but  in  the  latter  stages  it  is  useless. 

8.  Submucous  mj'omata  or  polypi,  also  malignant  growths, 
if  the}^  can  be  felt  or  demonstrated  through  microscopical 
examinations,  are  not  proper  cases  for  atmokausis. 

9.  Conditio  sine  qua  non  is  an  absolutely  healthy  condition 
of  the  adnexa. 

Fiatow  "  publishes  investigations  as  to  the  effect  of  atmo- 
kausis upon  the  interior  of  the  uterus.  He  exposed  fresh 
uteri  to  the  temperature  usually  recommended,  and  the 
results  obtained  fully  confirm  the  objections  against  this 
method.  They  certainly  prove  that  the  exact  effect  pro- 
duced in  a  given  case  cannot  be  accuratel}"  determined  before- 
hand. Atmokausis  is  not  accomplished  through  the  high 
temperature  of  steam,  but  through  water  raised  to  a  tempera- 
ture of  75"  to  85°  C;  ia  other  words,  the  steam  condenses  and 
enters  the  interior  of  the  uterus,  not  as  steam,  but  in  the  form 
of  hot  water.  Therefore  autmokausis,  as  far  as  its  bacteri- 
cidal action  is  concerned,  has  proved  a  failure.  The  length  of 
application  is  not  synonymous  with  the  effect,  because  this  is 
largely  influenced  and  altered  by  the  size  of  the  uterine  cavity, 
the  condition  of  its  walls,  and  the  character  of  the  bleeding. 
Atmokausis  is  of  advantage  in  interstitial  endometritis,  cli- 
macteric bleeding,  and  inoperable  cancer  of  the  cervix  when- 
ever it  is  desirable  to  destroy  the  uterine  mucous  membrane. 
Every  form  of  inflammation,  whether  recent  or  old,  within  or 
adjacent  to  the  uterus,  c ontraindicates  atmokausis.  In  septic 
abortion  without  previous  curettement  and  in  fibroid  tumors 
the  greatest  care  is  cautioned.  Atmokausis  is  not  a  substitute 
for  curettement,  but  only  an  aid  within  a  limited  sphere. 

Soor  of  the  Bladder. — Frisch''  reports  a  case  of  a  woman 
64  years  old  who  entered  the  clinic  with  marked  symptoms  of 
cystitis.     Urine  pale,   markedly    acid,    specific  gravity  1026, 
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traces  of  albumin,  and  four  per  cent  of  sugar;  also  contained 
round,  white,  granular  structure,  adherent  to  which  were  gas 
bubbles.  These  granular  structures  consisted  of  mycelia;  be- 
sides these,  microscopical  bodies  closely  resembling  yeast  plant 
were  present.  The  author  suspected  that  these  latter  were 
soor  fungi,  and  subsequent  culture  and  inoculation  experiments 
sustained  the  correctness  of  the  diagnosis.  The  existing  pneu- 
maturia  was  due  to  the  presence  of  colon  bacilli. 

Irritable  Bladder. — Knorr  '^  reports  63  cases,  careful  cysto- 
scopic  and  urinological  examination  demonstrating  that  these 
cases  rarely  depend  upon  a  nervous  hyperesthesia  and  that 
pathological  changes  are  usually  present.  He  found  cystitis 
coli  chronica  30  times,  pericystitis  9  times,  fissure  of  the  in- 
ternal sphincter  2  times,  papillomata  3  times,  hyperemia  of  the 
fundus  6  times,  etc.  Local  therapy  is  advised,  which  is  usu- 
ally successful  in  curing  and  relieving  the  symptoms. 

Vaginal  Operations. — Based  upon  extensive  observations 
and  experience,  Schauta  ^  concludes  that  the  removal  of  the 
adnexa  per  vaginam  is  preferable  to  the  abdominal  operation. 
He  still  adheres  to  the  use  of  ligatures;  344  abdominal  opera- 
tions had  a  mortality  of  7.2  per  cent;  in  249  vaginal  operations 
only  3.6  per  cent  of  deaths. 

Vaginal  Operations  in  Pelvic  Abscesses. — According  to 
Landau,  extirpation  of  the  uterus  and  adnexa  per  vaginam 
should  be  performed  in  pelvic  abscesses  and  extensive  inflam- 
matory changes  of  the  adnexa.  Brose*'  has  thus  operated  in 
45  cases,  of  which  ho  submits  a  detailed  report.  The  operation 
is  indicated  in  two  varieties  of  cases.  First,  in  complicated 
pelvic  abscesses,  usually"  of  the  parametrium  and  generally  of 
puerperal  origin ;  in  complicated  bilateral  pyosalpinx  and 
pyo-ovarium  which  have  resisted  other  means  of  treatment. 
In  such  cases  the  vaginal  method  is  decidedly  useful,  while 
the  abdominal  operation  is  objectionable,  if  not  impossible. 
The  second  class  includes  all  cases  of  extensive  bilateral  dis- 
eases of  the  adnexa.  In  these  cases  Brose  also  prefers  the 
vaginal  operation  for  the  following  reasons:  the  permanent 
results  are  better,  the  purulent  collections  in  the  parametrium 
have  a  better  chance  to  drain  off,  the  firm  vaginal  scar  is  an 
excellent  prophylactic  against  renewed  gonorrheal  infection, 
absence  of  abdominal  scar,  and  better  prognosis  of  the  opera- 
tion. Brose  reports  1  death  due  to  the  operation,  equal  to  2.1 
per  cent  mortality;  39  cases,  equal  to  96.5  per  cent,  were  per- 
manently cured.  Brose's  technique  is  almost  identical  with  that 
of  Landau:  anterior  colpotomy,  splitting  of  the  uterus  in 
two,  and  removal  of  the  adnexa  with  Thumim's  compression 
forceps;  finally,  iodoform  gauze  tampon. 

Catgut. — Miroviai '  publishes  a  series  of  interesting  experi- 
ments as  to  methods  of  the  strength,  sterilization,  and  absorp- 
tion of  catgut.  Water  impairs  the  strength  of  catgut,  both 
at  low  aud  high  temperatures.  Impregnation  of  catgut  with 
formalin  and  chromic  acid  increases  its  resistance  against 
water.     In  alcohol,  ether,  and  chloroform — in  fact,  in  all  sub- 
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stances  with  a  boiling  point  below  100°  C. — catgut  may  be  pre- 
served indetiuitely,  provided  these  substances  do  not  contain 
water.  The  sterilization  of  catgut  is  very  difficult.  Germs 
are  destroyed  after  the  catgut  is  exposed  to  a  temperature, 
either  moist  or  dry,  of  140°  to  150°  not  less  than  two  hours. 
Catgut  preserved  in  bichloride  of  mercury,  formalin,  chromic 
acid,  and  oil  of  juniper  will  become  sterilized.  The  resorption 
of  catgut  is  not  as  rapid  as  usually  supposed.  Mirovini  was 
able  to  demonstrate  it  in  the  tissues  of  a  dog  after  a  period  of 
one  hundred  and  twenty-five  days.  Aseptic  catgut  is  more 
rapidly  absorbed  if  preserved  in  an  antiseptic  medium. 

Interaction  between  the  Ovaries  and  the  Mammary 
Gland. — Stanley  Boyd  ''  does  not  believe  the  breast  infiuences 
the  ovary  in  any  way.  He  thinks  the  ovary  in  certain  patho- 
logical conditions  secretes  a  substance  which  favors  the  growth 
of  cancer,  influencing  either  the  invading  epithelium  or  the 
resisting  mesoblastic  tissues. 

Amand  Routh ""  thinks  that  it  would  be  possible  for  ovula- 
tion to  take  place  in  a  woman  whose  breasts  had  been  removed. 
He  does  not  know  of  any  case  where  conception  has  taken 
place  after  the  removal  of  both  breasts  in  women,  but  con- 
ception has  occurred  in  animals  after  the  removal  of  their 
breasts.  It  has  been  abundantly  proved  that  full-term  gesta- 
tion and  lactation  proceed  normally  after  complete  double 
ovariotomy. 

He  believes  that  lactation  is  due  to  some  chemical  change  in 
the  blood,  which,  in  a  normal  gestation,  is  produced  within  a 
short  time  after  a  gravid  uterus  ceases  to  contain  a  living 
fetus,  whether  it  be  at  once  expelled  with  its  placenta  and 
membranes  or  remains  for  a  time  in  utero.  There  is  more  or 
less  sudden  cessation  of  nutritive  requirement  previously  needed 
by  the  fetus,  and  probably  a  corresponding  sudden  absorption 
into  the  maternal  circulation  of  waste  products.  The  biochemi- 
cal change  is  almost  certainly  in  the  uterus  and  not  in  the 
ovaries.  There  probably  is  no  essential  interaction  between  the 
ovaries  and  the  mammary  gland. 

Tumors  of  the  Abdominal  Walls. — Olshausen  '"  observed 
22  cases  of  fibromata  of  the  abdominal  walls;  of  these,  20 
submitted  to  operation.  All  patients  were  in  the  period  of 
sexual  activity  and  had  previously  been  pregnant.  In  many 
cases  the  tumors  were  first  noticed  during  pregnancy.  This 
probably  points  to  pregnancy  as  an  etiological  factor.  Tha 
tumors  vary  from  a  hen's  egg  to  a  man's  fist.  Simple  fibro- 
mata predominate,  but  at  times  there  are  also  round  and  spindle 
cells.  The  removal  of  small  tumors  is  not  difficult,  and  can  be 
done  without  opening  the  peritoneum.  In  7  cases  the  open- 
ing of  the  peritoneum  became  necessary.  Olshausen  also  re- 
ports 2  rare  tumors  of  the  abdominal  walls,  one  being  a  typical 
carcinoma,  while  in  the  other  case  the  anatomical  structure 
closely  resembled  a  glandular  ovarian  cyst,  and  in  this  case 
the  abdomen  also  contained  an  ovarian  cyst. 

Colonic  Lavage. — Fenton  B.  Turck  "  states  that  when  the 
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temperature  of  the  water  used  as  the  lavage  has  reached  55°  C. , 
there  is  an  immediate  reflex  stimulation  on  the  heart  and  the 
vasomotor  centres.  The  number  of  white  blood  cells  is  in- 
creased, as  is  also  the  blood  pressure.  After  colonic  lavage  at 
50°  C.  for  five  minutes,  there  is  an  immediate  fall  in  internal 
temperature  with  a  corresponding  rise  of  the  skin  temperature. 
On  continuing  the  colonic  lavage  there  is  a  gradual  rise  of  in- 
ternal temperature  as  determined  in  the  stomach,  and  a  con- 
tinuation of  the  rise  of  the  skin  temperature.  The  immediate 
effect  of  high  temperature  in  the  colon  is  to  produce  a  series  of 
contractions.  The  contractions  at  first  are  local,  but  in  the 
progress  of  the  treatment  the  peristalsis  of  the  entire  colon  is  fol- 
lowed by  both  peri-  and  antiperistaltic  movements  of  the  small 
intestine.     The  movements  of  the  stomach  are  also  stimulated. 

Water  at  55°  C.  introduced  into  the  colon  will  produce  a 
secretion  in  the  kidney  in  three  minutes,  while  water  at  a 
lower  temperature  has  no  immediate  action.  The  flow  of 
blood  through  the  liver  is  increased,  and  the  cells  of  the  gland 
are  stimulated. 

The  effects  on  general  metabolism  are  as  follows:  1.  By 
increasing  the  circulation  more  oxygen  is  supplied  to  the  tissues 
and  the  waste  products  more  quickly  removed.  2.  Through 
nervous  impulses  by  the  heat  stimulation.  3.  By  directly 
increasing  the  temperature  of  the  blood.  4.  By  direct  heat 
stimulation  of  the  cells  of  organs  contiguous  to  the  colon. 
Increased  metabolism  is  shown  by  increased  elimination,  espe- 
cially of  urea,  by  an  increased  amount  of  food  taken,  and  often 
by  an  increase  in  the  weight  of  the  patient.  In  all  forms  of 
pelvic  congestion  of  the  uterus  and  ovary  the  symptoms  rapidly 
disappear  by  the  use  of  colonic  lavage  at  55°  C.  Water  at  this 
heat  is  perfectly  safe  in  the  colon,  although  it  is  not  safe  in  the 
vagina. 

This  lavage  is  an  active  means  of  combating  the  complex 
symptoms  known  under  the  term  cholemia.  In  uremia  the 
functional  efficiency  of  the  kidney  as  well  as  the  other  organs 
is  improved.  The  excretion  of  the  skin  is  increased  by  the 
increased  circulation  of  the  heated  blood. 

Treatment  of  Procidentia. — J.  I.  Parsons"  advises  the  use 
of  injections  of  quinine  solution  into  the  broad  ligament  in 
procidentia.  The  injections  are  made  under  perfectly  aseptic 
conditions.  They  are  made  on  each  side  through  the  vaginal 
wall,  care  being  taken  that  the  direction  of  the  needle  is  perpen- 
dicular to  the  base  of  the  broad  ligament.  The  needle  should 
be  about  an  inch  in  length  and  rather  thicker  than  a  hypoder- 
matic. The  solution  of  quinine  should  be  1  : 5,  and  about  30  to 
40  millimetres  should  be  used.  The  uterus  should  be  well  ante- 
verted  bimanually,  and  held  in  place  by  a  pessary  until  the 
effusion  of  lymph  has  taken  place.  The  pessary  can  be  re- 
moved at  the  end  of  four  or  five  days.  If  a  second  injection  is 
needed  an  interval  of  at  least  three  weeks  or  a  month  should 
be  allowed  before  it  is  made.  The  patient  should  be  kept  quiet 
so  as  to  let  the  effusion  organize — that  is,  she  should  lie  down 
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for  a  month  or  two.  Ho  tried  this  plan  of  treatment  in  IG 
cases  with  verv  gfood  results. 

Kraurosis  Vulvae.— J.  M.  Baldy  and  H.  F.  WiUiams'* 
describe  this  condition  as  being  either  unilateral  or  circum- 
scribed, but  usually  the  tissues  of  the  labia  majora,  nymphse, 
the  area  about  the  clitoris  and  urinary  meatus,  all  become 
more  or  less  involved.  As  the  disease  advances  the  labia 
minora  gradually  disappear,  fusing  with  the  labia  majora,  and 
the  skin  becomes  drawn  and  shiny  over  the  shrunken  clitoris, 
which  apparently  retracts  behind  the  skin  and  is  indicated  by 
a  small  depression.  Underlying  vessels  are  frequently  seen 
through  the  epidermis,  and  cracks  appear.  A  sensation  of 
drawing  and  shrinking  of  the  vulva  is  usually  experienced, 
and  the  vulval  orifice  gradually  becomes  contracted  until  it  will 
hardly  admit  the  little  finger.  At  this  time  the  process  gener- 
ally stops,  the  subjective  sensations  of  shrinking  pass  away, 
and  the  symptoms  of  pruritus,  usually  prominent  at  first,  are 
no  longer  experienced.  The  shrunken  condition  persists  and 
sexual  intercourse  is  impossible. 

The  treatment  of  this  condition  is  palliative  and  curative. 
Carbolic  acid  and  cocaine  afford  temporary  relief.  The  cura- 
tive treatment  consists  in  complete  excision  of  the  diseased 
tissue.  They  report  a  case  of  kraurosis  vulvae  on  which  was 
performed  an  operation,  removing  the  diseased  tissue  at  the 
side  of  the  vulva  and  a  larger  vaginal  opening  made. 

Natural  Menopause  compared  with  Artificial  Meno- 
pause.— J.  B.  Sutton"  defines  the  natural  menopause  as  the 
cessation  of  menstruation  in  consequence  of  the  natural  atro- 
phy of  the  secreting  tissues  of  the  ovary.  In  Great  Britain  it 
may  happen  at  any  age  after  35,  but  the  average  age  for  its 
occurrence  is  the  forty-fifth  year.  The  menopause  is  not  only 
declared  by  the  cessation  of  a  monthly  loss  of  blood  from  the 
uterus,  but  by  the  peculiar  cutaneous  phenomenon  known  as 
"flushing,"  which  has  been  defined  by  Campbell  as  "  a  nerve 
storm  in  which  a  rush  of  blood  to  the  skin  and  a  sense  of  heat 
are  generally  the  most  obtrusive  manifestations."  He  then 
states  that  in  a  fully  developed  flush  the  patient  at  first  feels 
ho^,  some  portion  of  the  skin  being  flushed  with  blood  imme- 
diately afterward,  or  in  a  very  short  time  sweating  occurs; 
finally,  while  the  sweat  is  still  on,  or  while  it  is  diminishing,  or 
actually  after  it  has  disappeared,  the  patient  feels  cold  or  may 
shiver. 

Although  removal  of  the  uterus  from  a  mature  woman  pro- 
duces amenorrhea  and  sterility,  it  does  not  induce  a  complete 
menopause.  On  the  other  hand,  complete  removal  of  both 
ovaries  from  a  sexually  mature  woman  is  followed  by  amenor- 
rhea, sterility,  and  in  a  fair  proportion  of  cases  by  "flushings," 
which  in  some  women  occur  as  frequently  as  fifteen  times  an 
hour  after  an  artificial  menopause.  As  time  goes  on  they 
gradually  lessen  in  intensity  and  frequency,  until  they  cease  to 
be  inconvenient  and  finally  subside.  These  signs  do  not  super- 
vene after  removal  of  the  uterus  alone,  and  it  was  the  view  of 
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avoiding  the  production  of  an  artificial  menopause  that  induced 
Sutton,  whenever  it  was  practicable  and  prudent,  in  performing 
hj  sterectomy  to  spare  at  least  one  ovarj^,  and  to  remove  the  ute- 
rus in  many  grave  conditions  in  preference  to  the  sacrifice  of 
both  ovaries.  Sutton  has  had  sufficient  opportunities  of  obtain- 
ing evidence  in  relation  to  this  matter  to  be  able  to  state  positively 
that  the  loss  of  the  uterus  alone  does  not  entail  an  artificial  meno- 
pause. In  some  very  striking  instances  in  which  he  removed 
the  uterus  for  myomata  on  account  of  profuse  menorrhagia 
from  women  of  48  and  upward,  in  whom  one  or  both  ovaries 
were  preserved,  they  began  to  complain,  from  eighteen  months 
to  two  j^ears  afterward,  of  flushing,  and  then  passed  through 
the  usual  disturbances  characteristic  of  the  normal  menopause. 
If  a  woman  has  had  her  uterus  removed  and  possesses  at  least 
one  ovary.,  she  may  be  regarded  as  nubile,  if  the  intended  hus- 
band clearly  understands  that  she  cannot  bear  children. 

Treatment  of  Cystocele  and  Uterine  Prolapse  after 
Menopause. — T.  J.  Watkins  "  advises  the  following  opera- 
tion for  the  above  conditions.  After  the  usual  preparations 
the  uterus  should  be  curetted  and  separated  from  the  vagina 
by  a  circular  incision.  The  bladder  should  be  separated  from 
the  uterus  by  blunt  dissection  and  the  peritoneal  cavity  opened 
in  front  of  the  uterus.  The  anterior  wall  of  the  uterus  is 
grasped  by  bullet  forceps  and  the  organ  anteverted.  About 
two  inches  of  the  upper  portion  of  the  anterior  vaginal  wall  is 
excised.  The  anterior  vaginal  wall  is  now  sutured  to  the  up- 
per border  of  the  broad  ligaments  lateral  to  the  uterus,  and  to 
the  fundus  of  the  uterus,  with  silkworm-gut  sutures.  The 
posterior  vaginal  wall  is  incised  longitudinally  in  the  median 
line  from  the  cervix  downward  about  one  inch,  so  as  to  allow 
the  cervix  to  be  displaced  upward  and  backward.  The  wound 
in  front  of  the  cervix  is  now  closed  by  silkworm-gut  sutures 
inserted  transversely,  that  is,  parallel  to  the  line  of  incision 
anterior  to  the  cervix.  The  operation  at  this  stage  has  length- 
ened the  anterior  vaginal  wall,  obliterating  the  cystocele,  and 
forced  the  cervix  upward  and  backward  into  its  normal  loca- 
tion. One  silkworm-gut  suture  secures  the  cervix  in  the  angle 
of  the  incision  in  the  posterior  vaginal  wall.  The  sutures  are 
to  be  removed  at  about  the  end  of  four  weeks.  This  operation 
is  especially  adapted  to  those  cases  which  occur  after  meno- 
pause as  the  result  of  senile  atrophy. 

End-to-end  Suture  of  the  Ureter.— D.  A.  Allen  and  C. 
E.  Briggs  "°  report  a  successful  end-to-end  suture  after  the 
division  of  one  of  the  ureters  of  a  horseshoe  kidney. 

Observations  on  the  Methods  of  Cure  of  Inguinal  Her- 
nia.— J.  C.  Stinson,"^  after  comparing  the  methods  used  by 
various  surgeons,  comes  to  the  following  conclusions:  1.  That 
with  careful  antiseptic  and  aseptic  precautions,  provided  the 
operator  is  skilful  and  familiar  with  the  special  anatomic  and 
pathologic  conditions  associated,  an  operation  for  the  cure  of 
hernia  has  a  mortality  at  or  about  nil,  or  less  than  that  associ- 
ated with  the  condition  previous  to  the  operation.     2.  That 
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Sterilized  chroniicized  tendon,  or  in  its  absence  carefully  chromi- 
cized  catgut,  is  the  most  suitable  material  for  buried  sutures. 
3.  That,  in  closing,  the  internal  ring  should  be  closed  by  sutures, 
placing  the  spermatic  cord  next  to  the  pubic  bone;  the  internal 
ring  should  be  reinforced  and  canal  closed  by  sutures  by  unit- 
ing the  iuternal  oblique  and  trans versalis  muscles  and  their 
conjoined  tendon  to  Poupart's  ligament.  The  cut  edges  of  the 
external  oblique  aponeurosis  and  the  pillars  of  the  external 
ring  should  be  sutured  so  that  the  pillars  snugly  embrace  the 
cord.  -i.  That  the  majority  of  cases  are  cured  by  operation. 
5.  That  this  operation  restores  the  structures  firmly  and  dur- 
ably to  their  normal  position,  relations,  and  uses;  has  all  the 
advantages  of  the  other  methods  of  operation,  but  none  of  their 
disadvantages;  and  fulfils  the  indications  for  a  radical  cure. 

Surgical  Treatment  of  Gastric  Ulcers. — E.  W.  Andrews" 
and  D.  X.  Eisendrath  conclude  that  only  operative  interference 
can  save  the  lives  of  a  part  of  the  patients  affected  with  bleed- 
ing ulcers  of  the  stomach,  viz.,  those  not  improved  by  internal 
medicine.  Surgical  intervention  is  to  be  recommended,  first, 
in  small,  repeated  hemorrhages;  secondly,  in  severe  ones  occur- 
ring more  than  once,  especially  if  more  than  500  cubic  cen- 
timetres are  lost  at  each  hematemesis.  A  single  copious  hem- 
orrhage is  not  necessarily  an  indication  for  operation.  In 
ulcers  at  or  near  the  pylorus,  pyloroplasty  is  ideal.  It  makes 
local  treatment  possible  and  gives  all  of  the  benefits  of  gastro- 
enterostomy, and  is  safer.  Cauterization  and  curetting  of  the 
ulcers  should  give  place  to  resection  whenever  the  stomach 
wall  can  be  reached  from  without.  If  adherent  posteriorly 
and  at  ends  of  stomach,  cauterization,  curettement,  and  liga- 
ture en  masse  are  the  best  substitutes  for  excision.  Ligature 
en  masse  is  shown  to  endanger  perforation,  except  when  sup- 
ported by  external  sutures. 
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DISEASES  OF  CHILDREN. 

Adenoid  Vegetations  of  the  Pharynx,  Significance  and 
Treatment. — Klemperer  '  states  that  five  per  cent  of  all  chil- 
dren suffer  from  adenoids.  The  only  known  cause  thus  far  is 
heredity;  neither  S3'philis,  tuberculosis,  nor  scrofula  has  any 
oonnection  with  them.  Their  greatest  significance  lies  in  the  fact 
that  they  obstruct  the  nose  and  the  opening  of  the  Eustachian 
tube,  thus  leading  to  otitis  media  and  even  to  permanent  deafness. 
All  the  direct  and  indirect  results  of  mouth-breathing  appear, 
together  with  the  characteristic  and  stupid  facial  expression. 
The  diagnosis  should  be  settled  by  demonstrating  the  adenoids 
by  the  palpating  finger  or  by  the  mirror.  The  only  possible 
treatment  is  the  removal  of  the  vegetations  by  operation,  which 
should  be  done  as  soon  and  as  thoroughly  as  possible,  under 
narcosis.  The  only  after-treatment  required  is  twenty- four 
hours'  rest  in  bed,  compress  to  the  neck,  and  ice  in  the  mouth. 
Belladonna  in  the  Broncho-pneumonias  of  Children. — 
D.  A.  Hodghead"  has  in  30  cases  used  belladonna  and  calomel 
in  the  treatment  of  broncho-pneumonia  in  children,  and  in  only 
2  of  the  cases  has  it  proved  ineffective.  He  claims  nothing 
original  for  the  use  of  calomel,  the  remedy  having  been  used  in 
this  disease  many  years.  It  stimulates  the  emunctories,  ren- 
ders the  exudation  matter  in  the  lungs  and  bronchi  less  dense 
and  less  tenacious,  clears  out  and  cleanses  and  makes  aseptic 
the  intestinal  canal.  It  must  be  given  in  small  doses,  fre- 
quently repeated,  until  its  cathartic  influence  is  secured.  The 
belladonna  has  just  the  physiological  action  that  it  is  desirable 
to  secure  in  the  disease. 

1.  In  small  doses  it  is  mildly  narcotic,  producing  a  slightly 
sedative  influence  upon  the  nervous  system,  and  having  a  ten- 
dency to  make  the  child  less  irritable  and  its  condition  less  un- 
comfortable. 2.  In  small  doses  it  is  a  heart  tonic,  raising  the 
arterial  tension,  and  increasing  the  circulation  by  stimulating 
the  cardiac  sympathetic,  and  in  a  corresponding  manner 
depressing  the  pneumogastric,  the  inhibitory  nerve.  3.  It  is 
a  respirator}"  stimulant,  influencing  in  some  degree  the  dia- 
phragm, but  more  especially  does  it  affect  the  accessory  respi- 
ratory muscles,  although  its  action  in  this  regard,  it  must  be 
confessed,  is  not  yet  fully  understood.  4.  Belladonna  produces 
a  dilatation  of  the  superficial  capillaries,  and  in  a  corresponding 
degree,  and  in  the  same  manner,  relieves  the  congested  lungs. 
It  also  produces  an  increased  secretion  of  urine  and  of  bile. 
5.  The  most  important  influence,  however,  which  the  drug  ex- 
erts, and  the  one  which  bears  directly  upon  the  question  at  hand, 
is  in  diminishing  secretion  in  the  bronchial  tubes  and  pulmonary 
tissues.  The  water-logged  condition  of  the  lungs  is  overcome 
or  prevented.  Its  effects  in  such  instances  seem  almost 
mechanical  as  well  as  marvellous.  The  superabundant  and 
dangerous  secretions  are  diminished  in  quantity,  and  the 
threatened  asphyxia,  which  becomes  completed  when  these 
secretions  increase  so  abundantly  that  the  child  is  unable  to  rid 
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its  lungs  of  them,  is  averted.  The  belladonna,  to  be  effective, 
has  had  to  be  administered  in  quite  large  doses  every  hour 
or  two  hours  until  the  desired  results  are  obtained.  Children 
are  not  very  susceptible  to  the  drug,  and  infants  a  few  months 
old  can  endure  the  same  dose  as  children  5  or  G  years  old.  The 
drug  is  less  effective  in  the  beginning  of  the  disease,  when  the 
bronchial  mucous  membranes  are  dry  and  congested,  than  later 
when  the  bronchial  secretions  are  superabundant. 

Choreiform  Movements  following  Varicella.  —  Menko  * 
reports  a  severe  case  of  varicella  in  a  girl  4  years  old.  The 
fever  was  high  dui-ing  the  first  few  days  and  the  eruption 
ver}'  profuse.  Twelve  daj's  later  choreiform  movements  began 
in  the  face,  arms,  head,  and  tongue.  Bromide  of  soda  and 
warm  baths  brought  about  a  rapid  cure.  The  child  came  of  a 
nervous  family. 

Diphtheria,  Medicinal  Treatment  of,  other  than  with 
Antitoxin. — Edwin  Motley  Fuller'  is  a  firm  believer  in  the 
treatment  of  diphtheria  with  antitoxin  injections,  having  such 
faith  in  the  remedy  that  he  would  use  it  even  where  there  is  a 
doubt  regarding  the  diagnosis,  as  well  as  in  cases  formerly  re- 
garded as  "  croup."  But  he  says  there  is  no  doubt  that  there 
is  a  medical  side  to  the  treatment  of  this  disease.  Great  de- 
bility and  prostration  are  caused  by  the  action  of  the  poison 
in  the  system,  and  medicines  are  needed  to  fortify  the  system 
and  maintain  it  at  a  high  standard.  The  prophylaxis  of  the 
sick-room  is  also  of  great  importance.  It  should  be  clean  and 
as  sparingly  furnished  with  hangings,  rugs,  etc.,  as  is  consis- 
tent with  comfort  and  cheerfulness.  All  sputa  and  excretions 
should  be  immediately  sterilized  and  destroyed  by  fire  or 
burial.  Towels,  napkins,  and  wearing  apparel  of  the  bed,  and 
dishes,  should  be  sterilized.  At  the  termination  of  the  case 
everything  used  in  and  about  the  sick-room  should  be  sterilized 
with  formaldehyde.  A  moist,  medicated  atmosphere  is  ame- 
liorating and  comforting.  The  author  likes  a  solution  of  the 
compound  tincture  of  benzoin  and  eucalyptol  in  a  steam 
atomizer  or  spray,  alternated  with  the  slacking  of  lime. 
Gargles  are  important,  and  peroxide  of  hydrogen,  twelve  to 
seventy-five  per  cent  solutions  in  water,  stands  at  the  head. 
Chlorate  of  potash  in  moderate  doses  is  useful  when  there  is 
difficulty  in  raising  the  mucus  and  exudates  from  the  throat, 
and  when  there  is  some  pain  he  has  found  the  following  pre- 
scription of  service: 

Pp  Syrupi  ipecac 3  ii. 

Tinct.  benz.  co ^  ss. 

' '      hyoscyami .' 3  ss. 

*'      myrrhae |  ss. 

Syrupi  tolutani q.  s.  ad  3  iv. 

M.  and  S.  Gargle  15  to  20  drops  in  half  a  wineglass  of  water  every  half- 
hour;  also  swallow  a  little  each  time. 

Local  sprays  he  considers  important,  and  Frye's  atomizer  an 
ideal  instrument  for  the  purpose,  using  equal  parts  of  Dobell's 
solution  and  peroxide  of  hydrogen.     A  ten  per  cent  solution  of 
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eucalyptol  in  benzoinal  stands  next  as  a  spray  for  the  naso- 
pharyngeal cavity,  and  can  be  sprayed  about  the  patient  and 
forcibly  breathed  into  the  lungs  as  an  antiseptic.  At  the  onset 
of  the  disease  it  is  desirable  to  elicit  the  co-operation  of  the 
sympathetic  system  at  once';  the  eliminating  and  excretory  or- 
gans should  be  stimulated  to  their  best  possible  condition  and 
maintained  at  their  highest  physiological  standard  throughout 
the  course  of  the  disease.  To  do  this  the  author  would  give 
small  doses  of  calomel  often  repeated,  say  one-tenth-grain 
doses  every  half -hour  until  ten  doses  are  given  the  first  day; 
after  that  five  doses  each  morning,  following  with  half  a  Seid- 
litz  powder,  repeated  every  hour  until  the  bowels  had  moved 
at  least  once.  These  powders  have  a  remarkable  influence 
upon  the  bowels,  kidneys,  and  bladder.  The  heart  demands 
medication  and  sustaining.  Statistics  show  that  when  the 
pulse  rate  is  over  150  the  death  rate  is  50  per  cent.  Irregular- 
ity of  the  heart  alone,  without  excessive  rapidity,  shows  a 
mortality  of  47  per  cent.  A  slow  heart  appears  to  be  danger- 
ous, especially  in  children.  Tincture  of  digitalis  and  tincture 
of  strophanthus,  together  with  strychnia,  either  in  one-thirtieth 
or  one-sixtieth  grain  doses,  are  demanded.  In  critical  cases 
the  strychnia  will  give  better  results  if  administered  hypoder- 
matically.  For  the  condition  of  the  blood  five-  to  ten-drop 
doses,  frequently  administered,  of  the  tincture  of  the  chloride 
of  iron  should  be  given.  Quinine,  in  addition,  is  valuable. 
The  nervous  condition  often  observed,  especially  in  children, 
may  be  met  with  small  doses  of  morphine.  Warm  or,  in  pain- 
ful cases,  hot  packs  are  soothing.  Small-sized  cloths  close  to 
the  throat  are  the  best.  Milk,  fortified  with  full  physiological 
doses  of  whiskey  or  brandy,  constitutes  stimulating  nourish- 
ment. Rich  broths  of  beef  and  mutton,  beef  and  liquid  pep- 
tonoids,  may  be  given.  Nutrient  enemata,  or  nourishment 
given  by  stomach  tube,  are  useful  in  cases  of  difiBcult  degluti- 
tion. 

Echinococcus  of  the  Liver,  Operation  for. — Budinger ' 
reviews  the  literature  and  reports  the  case  of  a  girl  12  years 
old  who  noticed  a  swelling  in  the  hepatic  region  for  a  year, 
with  vomiting  and  nausea  upon  pressure.  She  had  played 
much  with  dogs.  The  painless,  fluctuating  tumor  was  punc- 
tured and  a  clear,  non-albuminous  fluid  withdrawn;  no  hook- 
lets  were  found.  Laparatomy  was  performed  and  an  egg- 
sized  cyst  removed  from  the  liver.  The  microscope  confirmed 
the  diagnosis  of  echinococcus.  Perfect  healing  resulted,  and 
the  patient  remained  well  for  five  years,  when  pain  in  the  right 
side,  vomiting,  and  bulging  of  the  right  thorax  and  abdo- 
men developed.  At  the  operation  an  echinococcus  cyst  as 
large  as  a  man^s  head  was  found,  surrounded  by  the  merest 
shell  of  liver  substance  and  verj  adherent  to  the  abdominal 
wall  and  diaphragm.  Many  quarts  of  fluid  were  evacuated. 
Three  months  later  the  girl  had  gained  thirty-eight  pounds. 
It  is  probable  that  after  the  first  operation  some  very  young 
elements  remained  behind  in  spite  of  the  careful  removal  of 
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the  unilocular  cyst  at  that  time;  these  developed  later  into  the 

secoiul  tniiun-. 

Enlarged  Glands  in  Children. — Carl  Ludwig  Schleich' 
sums  up  his  views  on  the  management  of  enlarged  glands  in 
children  as  follows:  First,  there  are  far  too  many  cases  of  total 
extirpation,  when  methodical  enucleation  or  simple  incision 
would  have  fully  sufficed  for  the  cure.  Extirpation  of  lymph 
ganglia  in  children  with  the  lymphatic  dyscrasia  is  an  error, 
for  it  is  the  constitution  which  is  diseased  and  not  the  local 
area.  Cheesy  hyperplasia  should  he  treated  by  enucleation, 
provided  that  a  fat  diet,  iodide  of  potash,  and  mercurials  fail 
to  produce  resolution.  A  syphilitic  taint  underlies  cheesy 
glands  oftener  than  is  generally  believed,  which  makes  the 
advisability  of  specific  medication  the  more  urgent  in  these 
cases.  In  simple  abscess  we  should  incise  and  tampon,  while 
in  multiple  suppuration  we  should  carefully  extirpate  the  foci 
without  any  attempt  to  excise  adherent  capsule.  When  the 
glands  are  the  seat  of  tumor-like  enlargements,  the  most  radi- 
cal treatment  is  the  most  rational  procedure. 

Immunity,  Schleich's  Theory  of. — An  editorial"  says  in 
part:  ''Schleich  has  advanced  a  very  ingenious  theory  that 
immunity  is  essentially  local  and  dependent  upon  the  lymphatic 
apparatus.  In  support  of  his  views  he  adduces  a  vast  number 
of  clinical  facts.  In  general  his  belief  is  as  follows:  A  poison 
is  inoculated  or  absorbed  in  some  portion  of  the  body,  and  first 
passes  into  the  local  lymphatic  sj^stem,  where  it  occasions  more 
or  less  irritation,  proliferation,  and  thickening  of  the  lymphatic 
structures,  with  resulting  diminution  of  the  capacity  for  absorp- 
tion; this  constituting  immunity  of  a  certain  kind  and  degree. 
To  cite  examples:  The  poison  of  measles  is  inhaled  or  swal- 
lowed, and  the  lymphatics  which  drain  the  respiratory  or 
digestive  organs  are  infected  and,  as  a  consequence,  are  largely 
obliterated,  so  that  for  years,  at  least,  it  would  hardly  be  pos- 
sible to  contract  the  disease  anew  by  the  route  of  the  original 
attack.  Notwithstanding  this  relative  immunity,  no  protection 
at  all  would  be  offered  if  the  virus  were  injected  directly  into 
the  blood.  A  man  may  have  any  number  of  vaccination  scars, 
yet  variola  may  be  communicated  by  intravascular  injection. 
When  a  well-vaccinated  individual  takes  small-pox,  as  he  does 
at  times,  it  is  almost  certain  that  the  virus  has  entered  by  some 
unique  route.  While  Schleich's  theory  may  repel  at  first,  it  is 
difficult  to  explain  a  great  number  of  clinical  facts  in  any  other 
manner,  and  we  may  assume  that  there  is  a  lymphatic  immu- 
nity such  as  he  describes,  but  we  need  not  follow  him  when  he 
declares  that  there  is  no  other  plan  of  immunity  possible." 

Lymphatics,  Function  of  Peripheral. — An  editorial '  thus 
comments  on  Schleich's  theory  in  regard  to  the  treatment  of 
the  glands:  "  Ho  seems  to  be  the  originator  of  a  sort  of  humane 
movement  to  spare  these  structures  under  all  circumstances, 
except  when  they  are  the  seat  of  malignant  tumors.  By  keen 
and  patient  observation,  extending  over  years,  he  has  been  able 
to  show  that  extirpation  of  the  axillary,  cervical,  or  inguinal 
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glands  paves  the  way  for  erysipelatous  infection,  elephanti- 
asis, tetanus,  pyemia,  etc. ;  or,  in  other  words,  this  sacrifice  of 
glands  vastly  diminishes  the  resisting  powers  of  the  bodj'.  In 
this  way  is  explained  the  frequently  noted  fact  that  after  extirpat- 
ing cervical  scrofulous  glands  the  patient  succumbs  to  general 
tubercular  infection,  since  these  important  defensive  structures 
can  no  longer  oppose  the  penetration  of  the  virus  of  the  disease 
into  the  circulation.  Therefore,  in  simple  hyperplasia  of  the 
glands,  even  when  it  persists  for  years,  Schleich  never  thinks 
of  operative  interference.  He  fortifies  the  patient's  health  in 
every  possible  way,  and  administers  the 'mixed  treatment,' 
which  is  generally  held  to  be  a  specific  only  in  syphilis,  but 
which,  in  Schleich's  opinion,  is  equally  efficacious  in  strumous 
glands  and  in  all  processes  where  a  cell  infiltration  tends  to 
resolution  through  fatty  degeneration  of  its  corpuscular  ele- 
ments. Even  when  caseation  has  set  in,  as  shown  by  the 
general  condition  of  the  patient,  Schleich  forbears  for  a  long 
time  to  use  the  knife,  relying  upon  the  plan  of  treatment 
described  above.  Only  when  it  becomes  apparent  that  opera- 
tive interference  will  be  necessary  does  he  perform  a  conserva- 
tive operation,  which  consists  in  splitting  the  enlarged  glands 
and  scraping  out  the  cheesy  foci.  The  sound  capsule  of  the 
gland,  with  some  of  the  cortex,  is  thereby  preserved,  the  resid- 
ual hyperplastic  tissue  undergoes  resolution,  and  the  integrity 
of  an  important  structure  is  not  compromised.  When  pus  has 
formed,  Schleich  evacuates  it.  Simple  incision  is  all  that  is 
necessary  for  an  ordinary  abscess,  but  when  chronic  suppu- 
ration is  present  in  small  multiple  foci  the  indications  for 
extirpating  all  pyogenic  surfaces  must  be  carried  out,  although 
Schleich  refuses  to  interfere  to  any  great  extent  with  the  in- 
flamed and  adherent  capsules  of  the  glands.  He  aims  through- 
out to  preserve  these  structures,  in  order  not  to  deprive  the 
region  of  the  body  affected  of  lymphatic  protection." 

Pneumonia,  Case  of  Acute  Rheumatic,  in  Childhood. — 
Schmey '  describes  the  case  of  a  girl,  15  years  old,  who,  three 
weeks  after  a  mild  attack  of  articular  rheumatism,  was  taken 
ill  with  a  right-sided  pneumonia  which  ran  its  course  without 
SLUj  cough  or  expectoration.  Some  days  after  the  onset  of  the 
pneumonia  severe  pains  appeared  suddenly  in  the  knees  and 
right  ankle  with  the  characteristic  swelling  of  acute  articular 
rheumatism.  Endocarditis  and  pericarditis  with  effusion  also 
developed.  Believing  the  lesions  in  the  lung,  heart,  and  joints 
all  to  be  of  a  similar  (rheumatic)  nature,  sodium  salicylate  was 
given  and  the  child  made  an  excellent  recovery. 

Pneumonias  of  Sucklings  in  the  Course  of  Diseases  of 
the  Gastro-intestinal  Tract  and  in  Septic  Infections. — J. 
H.Spiegelberg,*  from  the  results  of  many  investigations,  has 
come  to  the  conclusion:  1.  That  the  greater  number  of  lobular 
pneumonias  occurring  in  the  course  of  gastro-intestinal  disease 
in  sucklings  are  essentially  bronchial  infections,  aided  and 
abetted  by  the  outer  and  inner  disease  condition.  2.  That  the 
most  unfavorable  cases  may  become  the  source  of  a  sepsis,  as 
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all  the  disease  conditions  may  mingle  in  mutual  dependency. 
3.  That  they,  moreover,  must  be  separated  completely  from 
septic  diseases,  and  cannot  be  termed  partial  manifestations  of 
gastro  enteritic  general  infection  carried  through  the  system 
by  the  lymph  channels. 

Poliomyelitis  Acuta  following  Influenza  in  a  Girl  of 
Fifteen. — Burkhardt '  reports  the  case  of  a  healthy  girl  of  good 
family  history  whom  he  treated  for  an  acute  attack  of  influ- 
enza, and  was  surprised  to  find,  on  the  third  day,  complete 
paralj'sis  of  both  legs  and  great  weakness  of  both  arms. 
Reflexes  were  abolished,  but  sensation  remained  normal 
throughout  and  there  was  never  any  paralysis  of  bladder  or 
rectum.  A  diagnosis  of  acute  poliomyelitis  anterior  having 
been  made,  electrical  treatment  was  begun  and  continued  for 
almost  nine  months.  Mild  massage  was  begun  in  the  second 
week,  and  improvement  was  gradual.  Hot  sea  baths  were 
persisted  in  for  two  and  a  half  months  and  did  much  good. 
Bicycling  and  dancing  were  begun  about  eight  months  after 
the  onset,  and  finally,  a  year  and  a  half  after  the  illness,  no 
trace  of  the  paralysis  remained.  The  author  pleads  for  long- 
continued  treatment  of  these  cases,  if  necessary  during  months 
or  a  year. 

Progressive  Muscular  Dystrophy.— Schlesinger"  demon- 
strates a  typical  case  occurring  in  a  9-year-old  boy,  whose 
elder  brother  has  the  same  disease.  Both  cases  are  remarkable 
because  they  began  with  a  contracture  causing  pes  equino- 
varus  and  the  raising  of  the  heels  from  the  ground,  so  that  the 
boy  stands  on  his  toes.  It  is  possible  that  a  spinal  lesion  is 
present  in  these  cases,  as  the  absolute  differential  diagnosis  is 
quite  impossible. 

Prolapse  of  the  Rectum  in  Children. — Leon  Artaud  '"says 
that  the  cause  of  this  affection  is  universally  considered  to  be 
some  strain,  as  coughing,  defecation  in  constipation,  etc.,  but 
he  considers  the  determining  cause  to  be  some  form  of  infec- 
tion, whether  it  be  produced  by  the  retention  of  substances 
which  ferment  in  the  intestines  or  by  a  diarrhea  which  intro- 
duces and  holds  infectious  agents  at  the  end  of  the  large 
intestine.  Duchaussoy  says:  "We  conclude  that  diarrhea 
and  constipation  produce  prolapse  of  the  rectum  only  after 
having  determined  atony  of  a  portion  of  the  muscular  appara- 
tus of  defecation,  they  having,  to  be  sure,  caused  a  previous 
alteration  of  the  mucosa  admitting  of  its  descent."  Had  the 
theory  of  microbes  been  known  at  the  time  he  wrote  this, 
he  would  have  added:  "This  alteration  is  due  to  infection." 
As  corollaries  of  this  statement  the  author  holds:  1.  That 
careful  antisepsis  of  the  lower  part  of  the  large  intestine,  which 
is  so  easily  effected  in  children,  will  be  almost  certain  to  pre- 
vent prolapsus.  2.  That  this  affection,  while  not  as  frequent 
as  was  once  supposed,  is  not  a  rare  occurrence,  but  with  the 
prophylactic  measures  at  our  disposal  it  can  be  made  extremely 
rare  in  hospitals.  4.  Medical  therapy  is  frequentlv  sufficient 
for  a  cure,  but  if  surgical  intervention  be  necessary  the  opera- 


BRIEF   OP   CURRENT  LITERATURE.  135 

tion  to  be  chosen  should  be  one  involving  the  least  loss  of  sub- 
stance, except  in  extraordinary  cases. 

Santonin  Poisoning,  Case  of. — Aronsohn^  observed  a  case 
in  a  boy  2^  years  old  who  was  given  eleven  tablets  of  0.03  of 
santonin  for  worms.  The  medicine  was  followed  by  an  alco- 
holic drink,  which  at  once  caused  symptoms  of  poisoning,  con- 
sisting of  pallor,  unconsciousness,  perspiration,  and  facial 
twitchings.     Energetic  treatment  resulted  in  complete  cure. 

Sarcoma,  Primary,  of  Prostate. — Schalek  "  collected  27 
cases  in  medical  literature,  to  which  he  adds  that  of  a  boy  3^ 
years  old,  admitted  for  swelling  and  abdominal  pain  of  six 
waeks'  duration.  There  was  incontinence  of  urine  following 
suppression,  emaciation,  anemia,  and  cardiac  dilatation.  The 
abdomen  was  protuberant,  pointed,  resistant,  and  flat  on  per- 
cussion. The  catheter  encountered  strong  resistance  before 
entering  the  bladder,  and  withdrew  900  cubic  centimetres  of 
urine,  causing  a  diminution  in  the  size  of  the  abdomen.  It 
seemed  as  though  a  swelling  surrounded  the  neck  of  the  blad- 
der. At  the  operation  the  bladder  with  the  adherent  tumor 
was  removed  entire  and  the  ureters  stitched  to  the  rectum. 
Death  occurred  five  days  later.  The  autopsy  showed  a  gen- 
eralized fibrino-purulent  peritonitis  and  a  lobular  pneumonia 
with  purulent  bronchitis.  The  tumor  removed  was  as  large  as 
a  man's  fist,  involving  the  entire  prostate  and  surrounding 
the  neck  of  the  bladder.  Microscopically  it  proved  to  be  a 
mixed-cell  sarcoma,  with  hemorrhages  in  some  places.  The 
age  of  the  tumor  was  about  two  months. 

Semeology  of  the  Attitude  and  Motor  State  in  Children. 
— Samuel  W.  Kelley  '^  believes  in  the  importance  of  obtaining 
the  complete  history  of  a  case  whenever  that  be  possible. 
Many  times,  however,  we  are  able  to  get  so  limited  a  history 
of  the  illness  that  we  are  compelled  to  fall  back  on  the  objec- 
tive symptoms.  As  a  matter  of  routine  the  patient's  pulse  is 
felt,  his  tongue  inspected,  and  mental  notes  are  frequently 
made  of  his  color  and  the  state  of  his  nutrition.  Temperature 
is  also  closely  watched,  but  there  are  other  symptoms  of  disease, 
of  equal  or  sometimes  greater  importance,  which  are  too  often 
neglected.  Among  these  are  the  attitude  and  the  motor  state. 
These  are  more  reliable  indices  in  the  child  than  in  the  adult, 
and  in  the  infant  than  in  the  older  child.  The  younger  the 
patient  the  less  the  attitudes  and  motions  dictated  by  fashion, 
altered  by  occupation,  influenced  by  habit  or  affectation,  or 
assumed  with  the  intention  of  deceiving.  The  attitudes  of  a 
well  child  are  graceful  and  easy.  Conversely  an  uncomfort- 
able or  restrained  attitude  or  movement  indicates  disease  or 
injury.  If  a  child  becomes  inactive  when  awake  or  restless 
during  sleep,  something  is  wrong  with  him.  Constitutional 
diseases  affect  the  entire  motor  state.  Local  diseases,  except- 
ing those  of  the  nerve  centres,  affect  motor  states  locally,  or 
they  may  affect  remote  parts  of  the  entire  physique  sympa- 
thetically or  reflexly.  If  called  to  see  a  child  agitated  by  a 
-general  convulsion,  one  runs  over  in  one's  mind  the  classifica- 
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tion  of  convulsions,  and  looks  for  other  sj'mptoms  which  will 
enable  one  to  determine  whether  it  is  idiopathic,  symptomatic, 
sympathetic,  toxic,  or  thermic.  If  the  child  is  in  a  state  of 
general  muscular  relaxation,  one  knows  that  it  has  either  brain 
disease  or  extreme  prostration.  If  the  patient  insists  on  sitting 
up  or  reclining  against  high  pillows  we  at  once  suspect  heart 
disease,  although  it  might  be  asthma  or  pneumonia,  or  a  dou- 
ble pleurisy  with  effusion,  or  even  tonsillitis  or  bronchitis. 
When  a  patient  with  high  temperature  and  muscular  or  men- 
tal apath}''  resumes  his  muscular  activity,  we  know  that  he  is 
getting  better.  When  a  child  which  has  been  sick  for  some 
time  begins  to  toss  about  on  the  bed,  constantly  changing  posi- 
tion and  at  rest  nowhere,  it  is  a  semeion  of  evil.  In  the  erup- 
tive fevers  it  may  mean  the  onset  of  some  complication.  In 
croup  or  other  disease  of  the  respiratory  tract  it  indicates  grave 
air-hunger.  If  there  has  been  hemorrhage  it  shows  extreme 
anemia.  We  are  all  familiar  with  the  attitude  of  children  suf- 
fering from  whooping  cough,  who  grasp  any  object  near  and 
hold  it  fast  until  the  paroxysm  is  past.  The  author  has  ob- 
served this  in  no  other  disease.  If  the  child  lies  on  the  back,  and 
cries  whenever  touched  or  moved,  one  thinks  of  pleurisy,  in- 
flammatory rheumatism,  peritonitis,  scurvy,  pseudo-paralysis, 
or  extreme  rickets.  In  the  child  lying  on  his  back  with  his  legs 
drawn  up  we  suspect  peritonitis,  but  it  might  be  a  distended 
bladder  or  hernia.  If  he  draws  up  his  legs,  to  lash  out  again 
and  twist  and  turn  himself,  he  likely  has  irritation  and  pain, 
but  not  inflammation.  An  attitude  on  the  side,  with  the  ex- 
tremities in  the  position  of  the  fetus  in  utero,  but  with  the 
head  retracted,  is  often  seen  in  the  late  stages  of  tubercular 
meningitis  or  other  intracranial  inflammation.  If  a  child  per- 
sistently lies  or  kneels  with  his  face  toward  the  wall  or  in  a 
pillow,  we  suspect  inflammation  of  the  eyes  or  of  the  brain  or 
its  membranes.  If  a  child  persists  in  nursing  from  one  breast 
or  in  lying  on  one  side,  we  look  for  pleurisy  or  pneumonia  of 
lower  side.  When  pleura  is  distended  with  fluid  it  may  prefer 
dorsal  decubitus.  Too  long  a  drainage  tube  or  improperly  placed 
pillows,  in  a  child  who  has  had  a  thoracotomy  or  resection,  may 
cause  it  to  refuse  to  lie  on  the  affected  side.  The  retracted 
head,  so  familiar  in  meningitis,  may  accompany  cerebellar 
tumor,  diphtheria,  pneumonia,  or  even  typhoid  fever.  With 
caries  of  the  cervical  spine  and  retropharyngeal  abscess  also 
there  may  be  rigidity  of  the  cervical  muscles.  The  head  lolling 
forward  on  the  breast  is  seen  in  paralysis  following  diphtheria. 
Opisthotonos  may  mean  spinal  meningitis,  tetanus,  and  even 
strychnine  poisoning.  A  locked  jaw  points  to  trismus  nascen- 
tium  and  tetanus.  The  author  alludes  to  a  few  of  the  many 
nervous  diseases  existent.  The  drunken  reel  or  uncertain 
walk  of  cerebellar  diseases  may  be  seen  in  childhood.  A  flac- 
cid, paralyzed  limb  indicates  either  peripheral  or  spinal  trouble. 
If  it  is  spastic  or  rigid  we  expect  to  find  other  evidence  of  its 
cerebral  origin.  But  a  rigid  muscle  or  set  of  muscles  is  not 
always  due  to  nervous  disease,  but  is  Nature's  effort  to  immo- 
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bilize  inflamed  tissues  adjacent,  and  results  from  reflex  action. 
If  a  single  arm  appears  paralyzed  in  a  new-born  infant,  very 
likely  it  is  a  birth  palsy;  but  it  may  be  due  to  fracture  of  a 
clavicle  or  separation  of  the  upper  epiphysis  of  the  humerus, 
which  may  simulate  paralysis  or  be  associated  with  it.  If  an 
older  child  refuses  to  use  an  uninjured  hand  or  forearm,  the 
collar  bone  may  be  broken.  He  may  refuse  to  put  his  foot  to 
the  floor,  and  we  may  then  find  that  he  has  psoas  abscess, 
pericecal  inflammation,  ureteral  calculus,  or  a  hernia.  As  to 
knee  jerks,  they  are  diminished  or  absent  in  paralysis  of 
spinal  origin,  and  increased  in  those  of  cerebral  origin.  Speak- 
ing generally,  the  muscular  movements  elicited  by  electricity 
are  unchanged  in  cerebral  palsies,  but  show  alteration  in  the 
spinal  palsies,  being  diminished  or  lost  in  destructive  disease 
of  the  cord,  and  increased  if  the  cord  is  only  irritated  but  not 
destroyed.  Paralysis  of  the  side  of  the  face  at  birth  is  due  to 
pressure  on  the  facial  nerve,  probably  hj  the  forceps,  but  in  an 
older  child  is  most  likely  caused  by  ear  disease.  The  waddle 
of  pseudo-hypertrophic  paralysis  has  been  likened  to  the  walk 
of  double  talipes  varus.  There  is  great  difficulty  in  distin- 
guishing between  paralysis  and  that  which  Fothergill  calls 
''the  muscular  listlessness  of  malnutrition,"'  and  care  must  be 
exercised  in  diagnosing  between  true  paralysis,  the  pseudo- 
paralysis of  scurvy,  and  the  acute  epiphysitis  of  hereditary 
syphilis.  Muscular  as  well  as  mental  apathy,  listlessness,  or 
aversion  to  exercise  characterizes  the  rachitic.  The  author 
enumerates  a  number  of  diseases,  the  characteristic  objective 
symptoms  of  which  he  has  not  space  to  describe,  and  ends 
with  the  declaration  that  he  does  not  wish  to  decry  the  use  of 
all  the  modern  instruments  of  precision  and  new  methods  of 
investigating  disease,  but  to  draw  the  attention  of  practitioners 
to  methods  always  open  to  the  physician's  unaided  powers, 
which  he  has  with  him  in  country  or  in  city,  by  day  or  by 
night. 

Spasmodic  Diplegias  of  Childhood. — Joseph  Sentz"  says 
of  the  ''  Little-Brissaud  "  type  of  affection  that  the  character- 
istics attributed  to  this  special  type  do  not  belong  exclusively  to 
it,  but  may  also  be  observed  in  the  other  forms  of  spasmodic 
diplegias  of  childhood.  All  these  characteristics  unite  to  form 
a  syndrome  which  may  be  designated  as  that  of  Little,  but  it  is 
not  to  be  considered  as  absolutely  different  from  those  of  other 
varieties  of  the  affection,  for  the  clinician  may  meet  with  every 
variety  of  symptoms — pareto-spasmodic  motor  symptoms,  more 
or  less  paralysis,  generalized  or  not,  associated  or  not  with  in- 
tellectual trouble  or  with  epileptic  attacks.  In  the  spasmodic 
diplegias,  of  which  the  Little-Brissaud  type  is  merely  a  variety, 
alterations  varying  in  amount  and  degree  have  always  been 
found  in  the  region  of  Rolando's  fissure  and  sometimes  in  the 
frontal  lobe.  The  symptoms  are  due  at  first  to  the  localization 
and  then  to  the  intensity  of  the  cerebral  lesions,  whose  nature 
thev.  however,  do  not  indicate.  The  alterations  in  the  pyram- 
idal bundle  are  due  to  these  same  cerebral  lesions,  a  hemato- 
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inyelia,  or  a  congenital  transverse  myelitis  of  the  cervical  region 
causing  a  pseudo-Little's  disease,  and  not  a  Little's  disease  of 
spinal  origin.  Premature  birth,  given  as  a  cause  of  Little's  dis- 
ease, may  also  occasion  the  other  forms  of  the  affection.  The 
author  gives  the  following  table: 

Spasmodic  Diplec^ias— I.  Etiolocuj.  Includes  these  five 
conditions:  (1)  premature  birth;  {'i.)  difficult  labor,  or  asphyxia; 
(3)  toxic  infections  of  mother  or  of  fetus;  (-4)  hereditary  syphi- 
lis; (5)  heredity. 

II.  PafhoIo(/ical  A)iatont,i/. — The  pyramidal  bundle  is  al- 
ways the  seat  of  a  lesion,  either  in  its  cerebral  portion  alone 
or  in  both  cerebral  and  spinal  portions.  Whence  two  subdi- 
visions: Cerebral  lesion — lobar  sclerosis,  porencephalitis,  cysts, 
meningeal  hemorrhages,  etc.  Secondary  medullary  lesion 
— agenesia,  sclerosis  (consecutive  to  cerebral  lesion). 

III.  Clinical. — Two  chief  forms:  1.  Cerebral:  unilateral  or 
bilateral  spasmodic  hemiplegia  with  disorders  of  intellect; 
convulsions  and  choreic-athetosic  movements.  2.  Medullary 
form :  spastic  paraplegia. 

Serum  Diagnosis  in  Childhood. — Pfaundler  '*  has  made 
more  than  1,20U  observations  on  children  whose  average  age 
was  6  years.  In  typhoid  fever  the  Widal  test  always  gave  a 
positive  result.  The  earliest  reaction  occurred  on  the  fifth  day, 
the  average  at  the  end  of  the  first  week.  It  increases  during 
the  second  and  third  weeks.  The  dilution  limit  was  1  :  100  or  1 
per  cent,  as  against  1  :  350  in  adult  life.  Cultures  of  the  colon 
bacillus  obtained  from  healthy  intestines  give  no  reaction  with 
the  serum  of  healthy  infants  and  young  children  in  dilutions  of 
10  per  cent.  Occasionally  in  older  children  a  reaction  is  ob- 
tained in  dilutions  of  1  :  30.  All  children  whose  serum  reacted 
up  to  10  per  cent  with  cultures  from  their  own  feces  were  sick 
with  some  form  of  intestinal  disease,  either  alone  or  with  peri- 
toneal or  bladder  involvement.  Colon  bacilli  cultivated  from 
the  bladder  gave  positive  results  in  cases  of  bladder  disease,  but 
heterologous  cultures  rarely  did  so.  The  bacillus  mesenteri- 
cus  gave  positive  results  when  cultivated  from  the  feces  of  a 
case  of  enterocolitis,  and  from  the  urine  and  the  blood  of  a  case 
of  phlegmon  of  the  bladder.  In  one  case  of  lactic  infection  of 
the  intestines  the  bacillus  lactis  aerogenes  was  cultivated  from 
the  feces  and  gave  a  positive  reaction  with  the  child's  serum. 
The  bacillus  proteus  vulgaris  reacted  in  one  case  of  WeiFs 
disease  and  another  of  enteric  catarrh.  In  several  severe  cases  of 
pyocyaneus  infection  in  infants  a  negative  result  was  obtained 
with  the  bacillus  pyocyaneus.  Streptococci  cultures  gave  posi- 
tive results  in  cases  of  sepsis. 

The  Death-dealing  Long-tube  Nursing  Bottle.— Ernest 
Wende,'°  in  order  to  establish  the  danger  of  these  tubular 
thoroughfares  for  the  introduction  of  pathogenic  microbes  into 
the  infantile  economy,  and  the  justification  of  suppressing  them 
by  legislation,  resorted  to  a  series  of  investigations,  micro- 
scopically, bacteriologically,  and  chemically.  The  microscopic 
examination  of  transverse  sections,  cut  from  unemployed  rub- 
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"ber  tubes  from  nursing  bottles  procured  at  various  drug  stores, 
showed  that  they  were  manufactured  out  of  rubber  sheeting 
cemented  together  at  their  longitudinal  margins  to  complete 
the  tubes,  and  the  seams  thus  formed  were  found  unfailingly 
imperfect  in  their  construction,  showing  throughout  their  entire 
length  elongated  pits  and  sinuses,  which  in  their  functions  can 
only  be  likened  to  our  modern  bacteriologic  "breed  ovens." 
In  some  instances  the  tubes  were  constructed  of  more  than  one 
layer,  between  which  enormous  spaces  were  frequently  de- 
veloped, directly  connected  with  the  lumen  of  the  tube  by  the 
pits  and  sinuses  already  referred  to.  Moreover,  the  material 
used  in  this  tubing  is  remarkably  porous,  the  pores  varying 
greatly  in  size  and  shape.  It  would  be  diflScult  to  imagine  a 
more  efficient  arrangement  for  the  propagation  of  germs.  By 
reflected  light  the  inner  surfaces  exhibit  a  view  apparently 
made  up  of  roughened  and  scraggy  elevations  and  depressions, 
with  many  openings  and  clefts  extending  deeply  into  the 
texture.  It  is  obvious  that  any  foreign  material  gaining  en- 
trance to  this  perilous  combination  of  pits,  sinuses,  and  poros- 
ities cannot  be  removed  by  any  of  the  ordinary  methods  of 
■cleansing;  and  it  is  extremely  doubtful  whether  bacteria,  when 
once  lodged  in  these  incubators,  can  be  displaced  or  even  de- 
stroyed by  any  known  germicide  or  chemical. 

From  the  bacteriological  examination  of  an  infected  rubber 
tubing  the  author  was  able  to  recognize  a  deposit  of  decompos- 
ing material  coating  the  inner  surface,  being  thickest  in  those 
portions  of  the  lumen  in  close  proximity  to  the  nipple  and  glass 
tubing.  This  debris  was  found  to  consist  of  coagulated  casein 
with  innumerable  bacteria  of  varied  morphology.  The  qual- 
itative bacterial  examination  demonstrated  the  bacillus  acidi 
lactici  to  be  the  predominating  organism.  The  staphylococcus 
pyogenes  aureus  and  onidium  albicans,  with  three  other  dis- 
tinct species,  two  of  which  belonged  to  the  non-chromogenic 
bacilli,  the  third  being  a  chromogenic  micrococcus,  were  pres- 
ent, and,  in  addition,  several  species  not  yet  completely  iso- 
lated. Five  decigrammes  of  this  grumous  conglomeration, 
dissolved  in  two  cubic  centimetres  of  sterile  water,  and  injected 
intraperitoneally  into  each  of  three  full-grown  guinea-pigs 
weighing  respectively  200,  254,  and  261  grammes,  produced 
•death  of  these  animals  in  from  forty-eight  to  sixty-one  hours. 
Another  experiment  verified  the  fact  that  the  prolonged  effect 
of  decomposed  milk  on  rubber  will  mash,  mangle,  and  disinte- 
grate it.  Chemical  analysis  and  investigation  proved  that  this 
process  of  decomposition  and  divulsion  was  due  to  the  fermen- 
tation of  the  lactose  of  milk  remaining  in  the  tube.  An  inti- 
mate part  of  the  tubular  mass  consisted  of  zinc  oxide  as  a 
filling,  which,  in  the  cheaper  grades,  was  considerable  in 
amount.  This  substance,  under  the  influence  of  the  bacillus 
acidi  lactici  and  probably  other  bacteria,  supplied  one  of  the 
conditions  favorable  for  the  continuous  production  of  lactic 
acid,  the  other  condition  being  the  presence  of  stale  milk  in 
the  lumen  of  the  tube.     At  the  ordinary  temperature  these 
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micro-oixauisnis  clecoinpose  the  lactose,  giving  an  interchange 
of  elements  as  follows:  C,,H,,0„  +  H,0  =  C,H„0,.  How- 
ever, a  certain  degree  of  acidity  puts  a  stop  to  the  growth  of 
bacteria  and  to  the  jn-oduction  of  acid,  but  if  the  acid  is  neu- 
tralized, as  formed  by  zinc  oxide,  as  in  this  case,  the  decompo- 
sition is  a  continuous  one.  The  casein  was  also  more  or  less 
decomposed,  which  gave  rise  to  bad-smelling  products  that 
remained  in  solution  or  else  passed  off  in  the  form  of  gases. 
The  presence  of  the  zinc  lactate,  which  was  soft  and  hygro- 
scopic, coupled  with  the  other  soluble  casein  products,  rendered 
the  rubber  doughy,  indicating  further  injury  dependent  on 
micro-organisms.  The  author  believes  that  the  long-tubed 
nursing  bottle  should  be  considered  as  a  premeditated  plan  for 
the  poisoning  and  killing  of  infants,  and  demands  special 
treatment  by  law.  Nipples  are  open  to  the  same  objections  as 
the  tube,  but  they  can  be  inverted  and  are  thus  more  easily 
cleansed.  Two  nipples  should  be  employed,  kept  in  a  solution 
of  bicarbonate  of  soda,  and  used  alternately.  The  statistics  of 
the  city  of  Buffalo  demonstrated  that  the  majority  of  deaths 
from  cholera  infantum  occur  among  those  who  use  the  long 
feeding  tube. 

Three  Steps  in  the  Tuberculous  Process  in  Children. — 
David  Bovaird  '"  thus  summarizes  the  points  made  in  his  arti- 
cle: 1.  The  primary  lesion  of  tuberculosis  in  children  is  regu- 
larly in  the  bronchial  lymph  nodes  of  lungs.  Combining 
Northrup's  series  with  those  described  in  the  paper,  we  have: 


bron- 

Northrup. 

Bovaird. 

Total. 

Infection  by  respiratory  tract  (lungs  or 
chial  nodes) 

88 

3 

34 

60 

0(?) 
15 

148 

Infection  by  mesenteric  lymph  nodes 

3 

Indeterminate 

49 

125 

75 

200 

2.  As  to  early  manifestations  of  tuberculosis  in  children, 
these  are  extremely  indefinite  and  uncertain,  (a)  Tuberculous 
infection  of  the  bronchial  lymph  nodes,  as  a  rule,  cannot  be 
diagnosticated.  (6)  Latent  tuberculosis  is  often  roused  and 
disseminated  by  the  invasion  of  another  disease  (infection), 
such  as  measles,  diphtheria,  etc.,  the  presence  of  tuberculosis 
not  being  suspected,  (c)  The  common  type  of  tuberculosis  in 
children  is  acute  miliary  tuberculosis;  it  may  occur  in  well- 
nourished  infants,  (d)  The  course  of  tuberculosis  is  most 
often  confused  with  chronic  broncho-pneumonia  or  enterocoli- 
tis, (e)  The  early  manifestations  are  progressive  emaciation, 
fever,  and  the  presence  of  rales  over  the  lungs.  These  are  in- 
sufficient for  purposes  of  distinction.  3.  The  terminal  lesions 
include:  (a)  Extension  of  the  tuberculous  process  in  the  bron- 
chial lymph  nodes  and  lungs,  resulting  in  the  formation  of 
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abscesses,  cavities,  etc.  (b)  Diffusion  of  the  tuberculous  in- 
fection, constituting  acute  miliary  tuberculosis,  the  principal 
viscera  being  affected  in  the  following  order:  spleen,  liver, 
brain,  kidney,  heart.  The  involvement  of  the  brain  is  most 
important,  the  meningitis  being  regularly  fatal,  (c)  When 
bone  is  involved  and  there  is  prolonged  suppuration,  waxy  de- 
generation of  the  viscera  may  occur. 

Trichobezoar  in  the  Stomach. — Schopf's"  case  is  the 
eighth  successfully  operated  upon  by  gastrotomy.  A  12-year- 
old  girl,  delicate  and  subject  to  attacks  of  indigestion,  pre- 
sented a  mass  in  the  epigastrium  which  had  the  form  of  a 
sausage  and  was  6  centimetres  long;  it  was  movable  and  but 
slightly  tender,  and  was  diagnosed  as  a  splenic  tumor.  At  the 
operation  it  was  found  that  the  growth  lay  free  within  the 
stomach,  which  was,  therefore,  opened.  The  hairy  mass  not 
only  filled  the  whole  stomach,  but  was  prolonged  by  a  thin 
strand,  40  centimetres  long,  into  the  duodenum.  Recovery  was 
rapid  and  complete.  The  tumor  consisted  of  blonde  and 
black  hairs.  The  former  were  the  patient's  own,  the  latter 
those  of  her  dog.  It  had  been  her  habit  since  the  age  of  5  to 
nibble  at  her  hair,  and  she  had  been  punished  frequently  for 
it.  While  bezoars  are  common  in  animals,  they  occur  also  in 
young,  hysterical  persons,  especially  of  the  female  sex.  Only 
1  of  16  reported  cases  affected  a  male,  and  that  a  boy  of  16. 

Tumors,  Simultaneous  Appearance  of  Two  Cerebral. — 
Behrendsen  '*  reports  the  case  of  a  11-year-old  boy,  of  neurotic 
family  on  the  maternal  side,  who  developed  strabismus  and 
diminished  mental  ability  after  a  fall  from  his  horse  when  10 
years  old.  Gradually  nocturnal  headaches  came  on,  with 
anorexia  and  constipation.  There  were  slight  ptosis  and  abdu- 
cens  paralysis  on  tbe  left  side,  with  right  facial  paralysis,  and 
diminished  power  in  the  left  arm  and  leg;  right  ankle  clonus 
and  diminished  sensibility  of  right  side.  There  was  an  even- 
ing rise  of  temperature.  All  the  symptoms  grew  worse,  and 
six  weeks  later  a  sudden  attack  of  general  convulsions  ap- 
'peared,  with  death  nine  days  afterward.  At  the  autopsy  a 
hard  neoplasm,  3x2x1  centimetres,  was  found  adherent  to  the 
left  side  of  the  pons,  while  in  the  left  hemisphere  was  a  soft 
tumor,  11  X  7  X  0  centimetres  in  diameter,  which  had  penetrated 
the  left  lateral  ventricle.  There  was  also  hydrocephalus. 
The  smaller  tumor  was  a  cholesteatoma,  the  large  one  a  glio- 
ma. The  sudden  convulsions  were  undoubtedly  due  to  the 
perforation  of  the  left  ventricle  at  that  time,  and  the  fall  four 
years  before  had  nothing  to  do  with  the  development  of  the 
glioma,  but  probably  did  stimulate  the  slow  growth  of  the 
cholesteatoma,  whose  position  and  pressure  were  responsible 
for  the  very  severe  respiratory  and  deglutition  symptoms  of 
the  last  few  weeks.  The  case  is  a  very  rare  and  interesting 
one. 

Tuberculosis  of  the  Flat  Cranial  Bones. — Feder  '*  collected 
26  cases  under  5  years  old  from  the  literature,  and  reports  5 
cases  of  his  own.     Of  these,  3  were  girls  and  2  boys.     In  age 
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they  varied  from  7  weeks  to  2  years.  Three  resulted  iii.sponta- 
Deous  cure.  The  frontal  and  parietal  bones  are  the  ones  most- 
frequently  attacked.  A  cold  abscess  develops  at  the  point  of 
infection,  and  the  subjective  symptoms  are  not  marked  unless 
much  pus  forms  between  the  bone  and  the  dura  and  causes^ 
pressure.  The  abscess  usually  ruptures  externallj',  and  seques- 
tra are  discharged  through  the  resulting  fistula.  In  making 
the  diagnosis  lues  must  be  excluded,  and  for  this  purpose  it  is 
often  good  to  try  antisyphilitic  treatment.  The  prognosis  is 
good  for  the  local  lesion,  but  usually  the  internal  organs  are 
involved.  The  therapy  should  be  conservative;  if  possible, 
hygienic.  Operation  becomes  necessary  when  symptoms  of 
meningitis  appear. 

Universality  of  Glandular  Tuberculosis  in  Children. — An 
editorial  "  is  as  follows:  '"  The  old  German  army  surgeon  who 
expressed  to  the  distinguished  Niemeyer  his  belief  that  all  peo- 
ple have  a  touch  of  tuberculosis,  would  have  good  company  if 
he  were  living  to-day.  Volland,  who  examined  2,500  school 
children,  found  that  between  the  ages  of  11  and  9  years 
no  less  than  96  per  cent  had  indolent,  multiple,  engorged  cer- 
vical glands,  which  phenomenon  he  holds  to  be  a  pure  tubercu- 
lous manifestation.  This  percentage  becomes  rapidly  less  with 
each  succeeding  year,  until  in  adult  life  the  number  of  individ- 
uals who  present  the  phenomenon  is  comparatively  small.  In 
other  words,  the  vast  majority  of  children  suffer  during  one 
period  of  their  lives  with  a  form  of  tuberculosis  essentially  be- 
nign and  self-limited.  Bios,  of  Heidelberg,  on  the  strength  of 
these  findings  of  Volland  and  others,  scouts  at  the  idea  of  the 
diffusion  of  tuberculosis  by  inhaling  infected  air  and  drinking 
infected  milk,  and  returns  to  the  old  view  that  gland  scrofula 
almost  always  precedes  phthisis,  so  that  one  who  develops  con- 
sumption is  self-infected  from  his  own  tissues.  At  the  recent 
Congress  of  Tuberculosis  at  Berlin,  several  distinguished  pe- 
diatrists  agreed  that  the  most  direct  and  certain  method  of 
arresting  the  spread  of  tuberculosis  was  to  treat  scrofulous 
children  in  seaside  sanatoria;  whence  we  infer  that  they  hold 
views  akin  to  those  of  Bios  and  Volland.  If  practically  all 
children  have  gland  scrofula  in  a  more  or  less  benign  form,  it 
is  a  simple  and  most  natural  hypothesis  that  the  weaker  among 
them  suffer  later  from  pulmonary  tuberculosis  from  autoinfec- 
tion.  We  suggest  that  the  profession  set  about  confirming  or 
denying  Volland's  alleged  discovery  without  delay,  by  investi- 
gation of  the  cervical  glands  in  connection  with  autopsies  upon 
children." 

Ununited  Fracture  in  Childhood. — Edmund  Owen'°  begins 
his  article  with  two  questions:  1st.  Why  is  non-union  after 
fracture  of  the  tibia  and  fibula  in  children  of  comparatively 
frequent  occurrence?  2d.  Why  does  its  treatment  by  opera- 
tion so  often  end  in  amputation?  In  the  adult  the  chief  cause 
of  non-union  after  fracture  is  want  of  rest,  and  possibly  this  is 
one  of  the  causes  of  the  frequent  occurrence  of  pseudoarthrosis 
in  the  child's  broken  tibia;  the  fracture   (which   may   have 
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occurred  in  utero  or  at  the  time  of  birth)  is  not  detected  and 
not  treated,  and  the  child  is  carried  about,  the  leg  hanging 
over  the  mother's  arm,  the  weight  of  the  foot  constantly  draw- 
ing the  lower  end  of  the  tibia  backward,  the  salient  angle  at  the 
fracture  being  directed  forward.  If  neglect  of  ordinary  pre- 
cautions be,  as  maintained  by  Packard  and  others,  the  actual 
explanation,  how  is  it  that  pseudoarthrosis  almost  invariably 
follows  the  operation  which,  for  ununited  fracture  in  the  adult, 
is  always  successful? — for  there  is  no  "neglect  of  treatment" 
after  operation  has  been  performed.  It  is  worthy  of  note  that 
in  some  of  the  cases  the  tibia  was  bending  before  it  broke,  or 
that  there  was  a  doubt  at  first  as  to  whether  the  bone  was  bent 
or  actually  broken.  Sometimes  the  fracture  follows  an  attempt 
to  straighten  the  bent  bone.  There  was,  in  other  words,  some 
ill- defined  condition  leading  up  to  fracture.  If  this  be  so,  it 
should  make  the  surgeon  not  only  cautious,  but  apprehensive, 
when  he  proposes  to  straighten  an  antero-posterior  bending  in 
a  child's  leg.  As  to  the  cause  of  the  almost  invariable  failure 
of  operative  measures,  Owen  sa3^s  that  he  has  nothing  defi- 
nite to  offer.  It  has  been  suggested  that  previous  to  its  frac- 
ture the  bone  may  have  been  the  seat  of  an  obscure  affection 
somewhat  allied  to  mollities  ossium.  He  has,  however,  not 
found  any  remarkable  softening  of  the  bone.  As  to  theories, 
what  is  wanted  is  one  which  shall  at  the  same  time  explain  the 
easy  fracture  of  the  bone  from  some  slight  injury;  the  absence 
of  bony  union  whether  the  fracture  be  well  treated  or  not;  and 
the  complete  failure  of  those  operative  measures  which  can  be 
depended  upon  for  success  in  the  treatment  of  pseudoarthrosis 
in  the  adult.  The  only  theory  which,  in  his  opinion,  is  able 
to  answer  all  these  requirements,  is  that  which  invokes  the 
influence  of  the  trophic  nerves.  He  suggests  that  leading  up 
to  the  fracture  there  is  some  subtle  disturbance  in  the  anterior 
cornu  of  the  gray  crescent  of  the  cord,  inhibiting  the  due  nutri- 
tion of  the  bone  and  rendering  it  weak  and  friable,  subsequently 
interfering  with  repair,  and  eventually  frustrating  the  best 
endeavors  of  the  operating  surgeon.  He  would  thus  ally  the 
condition  to  the  molecular  disturbance  of  the  crescent,  which 
entails  infantile  paralysis,  but  one  which  expends  its  influence 
upon  bone  rather  than  muscle.  This  theory,  however,  can 
neither  be  confirmed  nor  exploded  except  by  careful  examina- 
tion of  transverse  sections  of  the  cord  made  in  the  case  of  an 
ununited  fracture,  the  opportunity  for  which  is  not  likely  to 
present  itself. 

Vaccination  Sores. — A.  K.  Bond  ^'  says  that  the  belief  pre- 
vails that  a  sore  half  an  inch  or  more  in  diameter,  suppurating 
for  weeks,  and  even  for  months,  is  an  occasional  sequel  of  suc- 
cessful vaccination,  which  must  be  borne  with  patience,  and  is 
to  be  treated  as  well  as  may  be  with  dressings  of  mild  powders 
and  salves  of  various  sorts.  He  states,  however,  that  the  most 
repulsive  of  such  sores  may  be  caused  to  cease  suppurating  and 
to  become  a  drj^,  scabbed  sore  in  even  a  single  painless  dress- 
ing, and  may  be  healed  within,  perhaps,  a  week.     The  dressing 
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referred  to  is  a  solutiou  of  nitrate  of  silver,  about  SO  grains  to 
the  oiiuoe  of  distilled  water.  Wheu  such  a  sore  is  brought  to 
him  he  removes  the  scab,  if  it  has  one,  washes  the  surrounding 
skm  clean,  perhaps  using  alcohol,  and  mops  the  sore  carefully 
with  the  silver  solution  until  its  surface  is  covered  with  a  thick 
layer  of  white.  Wheu  this  has  dried,  a  dressing  of  absorbent 
cotton  with  bismuth  or  what  not  dusted  on  it  is  applied.  The 
pain  of  the  silver  in  this  strength  is  insignificant;  the  itching 
and  irritation  greatly  diminish  or  disappear;  the  suppuration 
is  permauenth^  or  for  many  daj'^s  stopped ;  the  patient  almost 
forgets  the  sore.  In  some  cases  the  dressings  after  a  week  or 
more  begin  to  become  soaked  with  pus.  A  second  nitrate  of 
silver  application  may  then  complete  the  healing. 

The  only  reason  that  the  author  can  suggest  for  the  obstinacy 
of  suppuration  of  these  sores  is  that  the  sore  was  originally  a 
pustule,  and  that  when  the  top,  or  scab,  comes  off  it  leaves 
exposed  at  its  site  a  pit  walled  and  floored,  not  by  healthy 
tissue,  but  by  the  bacteria-infecting  lining  of  the  pustule.  The 
granulations  which  spring  up  from  the  floor  of  the  uncovered 
vaccination  pustule  seem  to  be  very  weak;  hence  the  value  of 
the  mild  caustic,  whose  stimulating  and  disinfecting  powers  act 
more  deeply  than  simple  surface  washes  or  antiseptic  salves. 
The  writer  thinks  it  probable  that  all  vaccination  vesicles  might 
advantageously  be  opened  upon  their  appearance,  and  by 
nitrate  of  silver  or  other  like  application  to  their  interior  be 
brought  at  once  to  abortion.  If  the  whole  protective  influence 
of  vaccinia  has  been  already  received  when  the  papule  begins 
to  swell  into  the  vesicle,  the  prevention  of  the  maturation  of 
the  vaccinia  vesicle  by  any  harmless  measure  would  be  a 
reasonable  and  a  desirable  undertaking. 
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The  object  of  this  paper  is  to  call  attention  to  a  seeming 
etiological  relationship  between  certain  diseases  of  the  fe- 
male internal  genital  organs  and  some  cases  of  diabetes;  and 
particularly  to  describe  and  present  for  discussion  a  case 
where,  concomitant  with  the  growth  of  a  multilocular  pseudo- 
mucinous cyst-adenoma  of  the  right  ovary,  there  was  present 
in  the  urine  seven  per  cent  of  sugar  and  the  clinical  symp- 
toms of  diabetes,  followed,  after  the  removal  of  the  cystoma, 
by  a  disappearance  of  sugar  from  the  urine,  the  diabetic 
symptoms,  and  the  recovery  of  the  patient.  First  we  will 
consider  the  probability  of  there  being  a  relationship  of  cause 
and  effect  between  certain  multilocular  pseudomucinous  cyst- 
adenomata  and   diabetes;  that  diabetes  may  possibly  be  in- 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia, December  21,  1899. 
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duced  by  the  presence  and  pathological  influences  of  the  ovarian 
growth,  since,  in  the  case  to  be  described  and  one  other  to 
be  found  reported  in  the  literature,  the  removal  of  this  form 
of  cystoma  resulted  in  a  complete  restoration  of  the  patient's 
health.  Second,  we  consider  whether  the  same  relationship  of 
cause  and  effect  may  occur  when  other  lesions  of  these  organs 
are  present,  as  is  suggested  by  a  case  reported  by  Imlach. 
Finally,  we  suggest  that  the  induction  of  the  climacterium 
may  cure  certain  cases  of  diabetes. 

As  far  as  we  can  learn  from  a  careful  study  of  the  literature, 
disease  of  the  female  internal  genital  organs  associated  in  a 
seemingly  etiological  relationship  with  a  large  quantity  of 
sugar  in  the  urine  and  diabetic  symptoms,  has  been  very  rarely 
observed. 

Cases  of  simple  and  slight  glycosuria  following  abdominal 
operations  for  various  pelvic  diseases  have  not  infrequently 
been  recorded  (Goodell,  Phillips,  Bloom,  Keen,  and  others), 
and  it  is  also  known  that  disease  of  the  pelvic  organs  may  not 
ver}'  rarely,  coincidently  and  without  influence,  occur  with 
diabetes.  But  it  is  not  this  class  of  cases  that  we  shall  refer  to 
in  this  paper. 

The  onl}'  literature  bearing  on  the  subject  is  the  report  of 
three  isolated  cases  by  Isreal,'  Imlach,"  and  Croom,^  where 
such  a  relationship  was  suspected,  and  indirect  references  by 
Tuffier,"  Tait,"  and  Lecorche."  The  text  books  on  internal 
mediciae  and  gynecology  make  no  mention  of  such  an  asso- 
ciation. The  special  works  on  diabetes  mellitus,  as  Naunyn  * 
and  Williamson,'  do  not  refer  to  the  subject,  except  that  the 
former  mentions  the  case  of  Isreal  and  the  latter  the  case  of 
Imlach.  Naunyn  states  that  in  Isreal's  case  it  is  very  probable 
that  a  previous  disease  process  of  the  ovaries  progressed  to  ne- 
crosis under  the  favorable  influence  of  the  diabetes,  and  Wil- 
liamson that  the  case  of  Imlach  is  interesting.  These  writers, 
with  Tuffier  and  Isreal,  seem  to  assume  that  the  association  is 
merely  a  rare  coincidence  and  not  deserving  of  any  special 

1  Virchow's  Archiv.,  Bd.  Ixxxiii. ,  1881. 
^  British  Medical  Journal,  July  11,  1885. 
»  British  Gynecological  Journal,  February,  1896. 
^  Archiv.  generales  de  Medicine,  August-September,  1888. 
^  The  Practitioner,  London  and  New  York,  June,  1886. 
•'  Annales  de  Gynecologic,  October,  1885. 

'  Williamson  :     "  Diabetes  Mellitus  and  its  Treatment."    Edinburgh  and 
London,  1898. 
«  Nothnagel!  "Specielle  Pathologie  und  Therapie,"  Bd.  vi.,  1898. 
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attention.  Croom  and  Imlach,  however,  each  describe  a  case, 
from  the  history  and  course  of  which  they  beHeve  it  may  be 
fairly  assumed  that  the  disease  of  the  internal  genitals  and  the 
glj'cosuria  stood  in  the  relationship  of  cause  and  effect. 

The  case  coming  under  my  observation  would  seem  to  war- 
rant such  a  belief  and  has  led  to  this  preliminar}^  study  of  the 
subject. 

Mrs.  L.  H.,  American,  white,  housewife,  VIpara,  53  years 
of  age,  was  referred  to  me  by  Dr.  P.  S.  Carpenter,  of  Troy, 
Pa.,  on  July  19,  1897.  Her  family  history  had  no  bearing  on 
the  case  and  was  entirely  good.  Her  parents  died  when  well 
advanced  in  years.  Her  brothers  and  sisters  were  all  living 
and  well.     Her  children  were  all  healthy. 

She  gave  the  history  that  she  had  always  enjoyed  the  best  of 
health,  had  never  had  a  serious  illness,  and  was  accustomed  to 
hard  work  during  the  greater  part  of  her  life  in  caring  for  her 
duties  as  the  wife  of  a  farmer.  The  menstrual  function  was 
established  at  16  years  of  age,  and,  until  the  menopause,  had 
always  occurred  regularly  everj^  twenty-seven  days.  Its  du- 
ration was  usuall}^  from  four  to  five  days,  and  it  was  never 
profuse  or  painful.  The  menopause  took  place  abruptly  at 
49  years  of  age,  and  menstruation  was  absent  for  the  succeed- 
ing two  and  a  half  years.  She  was  then,  without  apparent 
cause,  taken  with  pain  in  the  lower  abdomen,  followed  by  a 
rather  profuse  bleeding  from  the  uterus,  which  continued  for 
a  week.  This  pain  and  hemorrhage  was  the  first  indication 
of  her  present  illness.  From  that  time  on  the  flow  returned 
every  two  weeks,  gradually  becoming  more  profuse  and  lasting 
from  seven  days  to  two  weeks.  She  considered  this  to  be 
simply  the  return  of  the  menstrual  flow  and  did  not  consult  a 
physician.  Eight  months  after  the  onset  of  the  uterine  bleed- 
ing, or  ten  months  before  coming  under  observation,  she  dis- 
covered a  tumor  growing  in  the  lower  abdomen.  It  gave  her 
no  distress  and  she  was  therefore  little  concerned  about  it. 
Some  time  after  the  disco verj^  of  this  tumor  she  began  to  com- 
plain of  languor,  weakness,  deficient  endurance,  and  sleepless- 
ness. Her  appetite  was  usually  very  good,  yet  she  seemed  to 
be  losing  weight.  Her  digestion  was  poor;  she  was  now  and 
then  nauseated  and  had  gastric  eructations.  She  soon  began 
to  complain  of  great  thirst,  and  noticed  that  she  drank  large 
quantities  of  water  during  the  day  and  was  getting  up  for  it 
once  or  twice  at  night.  Micturition  became  more  and  more 
frequent,  and  for  many  months  she  had  been  passing  what  she 


14S  BE  YE  a:   pseudomucinous  CYST- ADENOMA 

thought  was  a  hirge  amount  of  urine.  The  bowels  were  al- 
ways constipated.  The  symptoms  of  languor,  weakness,  sleep- 
lessness, thirst,  anil  frequent  micturitii)n  slowly  grew  worse. 
The  digestion  improved  and  her  appetite  became  enormous. 
She  was  always  hungry. 

The  tumor  grew  rapidly  and  for  a  month  before  examination 
had  tilled  the  abdominal  cavity  and  was  causing  some  short- 
ness of  breath.  It.  however,  gave  her  little  other  distress 
beyond  an  occasional  sharp  shooting  pain  and  some  feeling 
of  weight  in  the  abdomen.  The  hemorrhage  from  the  uterus 
continued  with  the  same  frequency,  grew  more  profuse,  but  was 
never  alarming.  Finally,  a  week  before  coming  to  Philadel- 
phia, she  consulted  her  physician,  who  at  once  recognized  the 
condition  and  advised  operation. 

On  admission  to  the  hospital  her  appearance  was  quite  char- 
acteristic of  that  of  a  woman  having  a  large  ovarian  cyst. 
She  had  the  expression  known  as  the  fades  ovariana.  Her 
limbs,  face,  and  chest  were  somewhat  emaciated.  There  was 
a  small  amount  of  edema  of  the  lower  limbs.  The  skin  was 
everywhere  dry  and  rough.  She  complained  of  the  symptoms 
above  described  and  believed  all  her  illness  to  be  due  to  the 
presence  of  the  abdominal  tumor.  A  physical  examination  of 
the  chest  detected  nothing  abnormal. 

Examination  of  the  Abdomen. — The  abdomen  was  seen  to 
be  irregularly  distended  and  filled  with  a  tumor,  the  surface  of 
which  was  bossed  or  lobulated.  Three  bosses,  or  lobules,  could 
be  determined  by  inspection.  After  practising  the  usual  pal- 
pation and  percussion  it  was  easily  determined  to  be  a  multi- 
locular  cyst,  which  filled  the  pelvis  and  abdomen,  extending 
well  into  the  flanks  and  reaching  to  within  three  inches  of  the 
xiphoid  cartilage. 

Vaginal  Examination. — The  vaginal  outlet  was  multipar- 
ous.  There  was  a  bilateral  laceration  of  the  cervix.  The 
uterus  was  enlarged,  measuring  three  and  a  half  inches  in 
length,  retroposed  and  displaced  bodily  toward  the  left  pelvic 
wall  by  a  cystic  mass  which  was  found  to  be  part  of  the 
abdominal  tumor.  A  diagnosis  of  a  multilocular  cyst  of  the 
right  ovary  was  thus  easily  made. 

Because  of  the  symptoms  which  suggested  diabetes,  and 
following  also  the  usual  custom,  a  careful  chemical  and  micro- 
scopical examination  of  the  urine  was  made,  with  the  following 
result:  The  urine  was  light  lemon  yellow  in  color,  acid  in  reac- 
tion, and  contained  a  small   amount  of  flocculent  sediment. 
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The  specific  gravity  was  1042.  No  albumin  or  casts  were 
found,  but  a  large  amount  of  sugar  was  detected;  the  amount 
of  sugar  was  estimated  to  be  seren  per  cent.  At  this  time  Dr. 
James  Tyson  was  asked  to  see  the  patient,  and  agreed  with 
me  in  the  diagnosis  of  diabetes.  Since  the  tumor  was  already 
causing  dyspnea  and  edema  of  the  lower  limbs,  and  thus  the 
more  serious  immediate  condition,  it  was  thought  the  safer 
plan  to  operate  at  once,  although  recognizing  that  the  danger 
of  operation  would  be  unusually  great. 

Celiotomy  was  performed  on  July  21,  1897.  The  abdomen 
was  opened  by  a  free  incision  which  extended  three  inches 
above  the  umbilicus.  Several  adhesions  between  the  cyst  wall 
and  parietal  peritoneum  were  separated.  The  largest  loculus, 
containing  a  semi-fluid  mucoid  material,  was  then  tapped  in  the 
usual  manner  and  drained,  after  which  the  remaining  portion 
of  the  cyst  was  easily  drawn  out  upon  the  external  abdominal 
wall.  The  pedicle,  composed  of  the  right  ovarian  ligament 
and  Fallopian  tube,  was  then  ligated  and  the  mass  removed. 
The  left  tube  and  ovary  were  found  to  be  normal,  and  the  ute- 
rus, except  that  it  was  enlarged  and  congested,  was  also 
normal.  The  abdomen  was  closed,  without  drainage,  by  mass 
silkworm-gut  suture,  the  fascia  of  the  rectus  muscle  being 
closed  with  catgut. 

The  macroscopical  characteristics  of  this  multilocular  pseudo- 
mucinous cyst-adenoma  in  no  way  differed  from  other  cysts  of 
this  same  sort  which  I  had  previously  observed,  nor  was  there 
aay  inJication  of  degenerative  change,  blood-vessel  change, 
or  complication.  Its  weight,  with  the  collected  contents,  was 
twenty-two  pounds.  The  mass  was  composed  of  three  large 
and  two  small  loculi,  containing  the  usual  mucoid  material. 
The  material  in  the  larger  loculi  varied  in  consistence,  but  was 
semi-fluid  in  all,  while  that  of  the  smaller  loculi  was  of  the 
consistence  of  jelly.     The  ovary  was  completely  destroyed. 

Very  unfortunately  no  chemical  examination  of  the  contents 
of  the  loculi  or  microscopical  examination  of  the  cyst  wall  was 
made,  for  the  importance  of  this  could  not  be  appreciated  at 
the  time.  We  believed  the  diabetes  would  pursue  the  usual 
fatal  course. 

The  patient  made  a  perfectly  normal  convalescence,  the  tem- 
perature never  going  above  101°  F.  and  the  pulse  110.  During 
the  first  eighteen  hours  after  operation  she  complained  very 
bitterly  of  thirst,  but  afterward  the  thirst  seemed  to  be  less 
than  before  operation.     As  soon  as  the  immediate  danger  of 
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the  operation  was  over  she  was  placed  under  the  care  of  Dr. 
Tyson,  who  prescribed  sodium  salicylate,  ten  grains  every  four 
hours,  with  other  medicine,  placed  the  patient  on  a  diabetic 
diet,  and  made  dailj'  examinations  of  the  urine.  The  amount 
of  sugar  in  the  urine  was  found  to  diminish  from  day  to  day, 
until  at  the  time  she  left  the  hospital,  twenty-four  days  after 
operation,  it  had  fallen  to  4  per  cent.  All  other  symptoms  also 
lessened,  and  she  left  for  home  quite  considerably  improved  in 
health.  Our  prognosis,  however,  was  bad,  and  we  scarcely 
expected  much  further  improvement,  even  though  her  age  was 
favorable  to  a  chronic  course.  She  did,  contrary  to  our  prog- 
nosis, improve,  and  Dr.  Carpenter  wrote  me  on  November  1 
that  she  was  rapidly  gaining  in  every  way,  and  that  on  October 
9  there  was  but  one-half  of  one  per  cent  of  sugar  in  the  urine. 
Her  bowels  and  kidneys  were  acting  normally.  She  was 
sleeping  well,  there  had  been  no  return  of  the  menstrual  flow, 
she  had  returned  to  the  ordinary  diet  and  was  attending  to 
her  duties  on  the  farm.  The  woman  made  the  statement  to 
him  that  she  was  enjoying  better  health  than  she  had  for  four 
years.  On  February  17,  1898,  he  wrote  me  again  that  Mrs.  H. 
was  very  well,  working  hard,  and  walking  one  and  a  half 
miles  to  town  and  back,  often  more  than  once  daily;  also  that 
the  sugar  had  entirely  disappeared  from  the  urine. 

The  case  reported  by  Croom  '  strikingly  resembles  in  history 
and  course  the  one  just  described,  and  is  equal  in  importance 
in  showing  the  same  possible  etiological  relationship.  He 
writes  as  follows: 

Mrs.  W.,  age  53  years, was  admitted  to  Ward  28  on  Novem- 
ber 24,  1894.  She  complained  of  great  swelling  of  the  abdomen 
at  each  period,  with  consequent  dyspnea.  Being  an  exces- 
sively corpulent  woman,  she  had  not  noticed  the  additional 
enlargement  caused  by  the  tumor  until  five  months  previous  to 
admission,  though  in  all  probability  its  presence  might  have 
been  detected  by  a  physician  some  months  before.  All  her 
symptoms  began  to  get  urgent  with  the  growth  of  the  tumor, 
and  she  consulted  a  physician,  who  at  once  sent  her  to  the 
Royal  Infirmary. 

When  she  presented  herself  at  the  ward  her  appearance  was, 
to  say  the  least,  extraordinary.  Her  height  was  about  5  feet 
4i  inchess,  her  weight,  without  clothes,  a  little  over  238  pounds, 
'  British  Gynecological  Journal,  February,  1896. 
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and  the  girth  of  the  abdomen  60  inches.     Her  complexion  was 
pale,  the  lips  somewhat  cyanosed. 

Her  family  consisted  of  one  child,  age  14.  Menstruation  had 
been  normal  and  regular  up  till  six  months  previous  to  her 
admission,  when  it  ceased  suddenly,  there  being  no  vaginal 
discharge  of  any  kind  from  that  date.  Micturition  gave  rise 
to  no  pain  or  uneasiness,  and  the  amount  of  urine  secreted  did 
not  exceed  the  normal.  On  examination,  however,  the  urine 
was  found  to  contain  blood,  a  small  amount  of  albumin,  and 
a  large  amount  of  sugar;  its  specific  gravity  was  1047.  On 
November  26  she  passed  25  ounces  of  urine,  which  contained 
545  grains  of  sugar.  The  albumin  was  due  to  the  presence  of 
blood,  the  result  of  cystitis,  and  disappeared,  along  with  the 
cystitis,  under  treatment. 

There  was  no  excessive  thirst  or  appetite,  the  thoracic  viscera 
were  normal,  and  the  skin  healthy  and  moist  and  free  from 
any  eruption,  not  even  the  labia  showing  any  signs  of  irrita- 
tion. Her  general  health  seemed  good,  in  spite  of  her  many 
troubles. 

On  examination  the  abdominal  walls  were  found  to  be 
thickly  lined  with  adipose  tissue,  and  a  pelvic  abdominal  tumor 
was  felt  rising  as  high  as  the  eighth  costal  cartilage,  freely 
movable,  painless,  non-fluctuating,  and  dull  on  percussion. 
A  resonant  note  was  obtainable  in  both  flanks.  Per  vaginam 
but  little  further  information  was  obtained.  The  cervix  was 
very  high  up  and  atrophied,  the  uterus  small  and  lying  to  the 
front,  and  the  posterior  and  lateral  fornices  were  empty. 

With  respect  to  the  diagnosis,  he  had  no  doubt  as  to  the 
nature  of  the  tumor,  regarding  it  as  a  large  colloid  ovarian 
cyst.  The  nature  of  the  glycosuria,  however,  required  some 
consideration.  He  thought  that  it  was  not  a  typical  case  of 
diabetes,  as  was  evident  from  the  absence  of  polyuria,  thirst, 
etc.;  and  the  question  arose,  was  it  a  form  of  glycosuria  which 
would  contraindicate  operation? 

From  November  27  to  December  6  two  grains  of  codeia  were 
administered  to  the  patient  every  six  hours,  the  diet  being 
modified  within  reasonable  limits.  This,  however,  produced 
little  effect  on  the  amount  of  sugar  passed  daily,  the  lowest 
record  being  340  grains  (ten  grains  to  the  ounce),  and  the  drug 
began  to  cause  sickness.  Morphia  was  then  tried,  with  no  bet- 
ter result  as  far  as  the  sugar  was  concerned. 
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As  the  growth  of  the  tumor  was  distinctly  progressing,  the 
dyspnea  becoming  urgent,  operation  was  decided  upon. 

Laparatoni}^  was  performed  on  December  1';'.  On  opening 
the  abdominal  cavit}'  a  large  colloid  tumor  was  found  impli- 
cating each  ovary.  No  difficulty  was  experienced  in  removing 
these  and  in  completing  the  operation.  The  two  tumors 
weighed  together  5Gi  pounds.  A  quick  reaction  followed,  and 
for  the  first  six  days  the  pulse  never  fell  below  100,  the  tempe- 
rature remaining  about  100°  F.  for  the  first  four  days.  After 
this  she  made  a  good  though  slow  recovery,  and  left  the  hospi- 
tal on  January  26,  1895. 

As  regards  the  glj^cosuria,  it  was  noticed  that,,  whereas  a 
specimen  of  urine  examined  on  the  morning  of  operation  con- 
tained twelve  grains,  a  specimen  drawn  off  six  hours  after  con- 
tained only  five  grains.  This  excellent  result  was,  however, 
only  temporary,  as  on  the  following  day  the  sugar  was  again 
up  to  10  grains  per  ounce,  the  total  quantity  passed  being  360 
grains.  During  the  first  eleven  days  after  operation  no  special 
treatment  was  adopted,  the  daily  quantity  of  sugar  excreted 
averaging  about  370  grains,  and  on  one  day  being  as  high  as 
700  grains,  the  amount  per  ounce  on  that  occasion  being  25 
grains. 

On  December  23  morphia  was  resumed,  the  liquor  morphinse 
hydrochloratis  being  used  in  fifteen-minim  doses  every  four 
hours,  and  the  diet  was  modified  to  a  slight  extent.  This  was 
followed  by  an  appreciable  diminution  in  the  daily  excretion  of 
sugar. 

On  December  26  and  subsequently  experiments  were  made 
on  the  urine  passed  immediately  before  food  and  that  passed 
some  time  after.  It  was  found  that  the  latter  contained  nearly 
twice  as  much  sugar  as  the  former.  From  that  date  the  urine 
passed  during  the  day  and  that  passed  during  the  night  were 
kept  separate.  It  was  thus  observed  that  from  sixty  to  eighty 
per  cent  of  the  sugar  was  passed  during  the  day. 

On  January  2  the  morphia  was  stopped  and  the  diet  more 
rigidly  restricted  to  nitrogenous  articles.  This  was  followed 
by  no  very  marked  changes  for  the  first  fortnight.  Then  the 
sugar  diminished  rapidly. 

On  January  19  only  45  grains  were  passed  in  the  twenty- 
four  hours.  During  the  several  days  previous  to  her  dismissal 
on  January  26,  only  slight  traces  of  sugar  were  to  be  discov- 
ered in  the  day  urine,  the  night  excretion  being  quite  free. 
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She  resumed  her  ordinary  diet  on  going  home,  and  has  kept 
quite  well  ever  since.  She  forwarded  a  specimen  of  urine  on 
March  28,  which,  on  examination,  was  found  to  be  absolutely 
free  from  any  trace  of  sugar. 

From  the  description  of  these  two  cases  it  is  very  positively 
shown  that  concomitant  with  the  growth  of  a  multilocular  pseu- 
domucinous cyst-adenoma  there  was  a  large  quantity  of  sugar 
in  the  urine;  that  the  sugar  rather  rapidly  disappeared  from 
the  urine  after  removal  of  the  cyst-adenoma,  the  patients  very 
completely  regaining  their  health;  and  that  the  urine  remained 
free  from  sugar,  even  though  the  ordinary  diet  was  taken.  In 
the  one  case  there  were  associated  very  pronounced  clinical 
symptoms  of  diabetes  mellitus,  while  in  the  other  these  symp- 
toms apparently  were  absent.  The  quantity  of  sugar  in  the 
urine  progressively  diminished  in  one  case,  taking  place  more 
rapidly  during  the  first  twenty-four  days  than  during  the  suc- 
ceeding six  months.  The  urine  in  this  case  was  found  com- 
pletely free  from  sugar  seven  months  after  operation.  In 
the  other  case  the  percentage  of  sugar  in  the  urine  dropped 
during  the  first  six  hours  after  operation  to  one-half  what  it 
was  before  operation.  The  quantity  rose  again,  however, 
within  twenty-four  hours,  and  remained  stationary  for  a 
month,  regardless  of  diet  and  therapy,  then  rapidly  disap- 
peared and  was  absent  three  months  after  operation.  The  age 
of  both  patients  was  53  years,  the  one  being  six  months  and 
the  other  about  three  years  beyond  the  onset  of  the  meno- 
pause. There  was  no  hereditary  history  of  diabetes  and  the 
patients  had  been  healthy  preceding  the  described  illness.  It 
is  to  be  particularly  observed  also  that  in  both  instances  the 
cystoma  was  a  pseudomucinous  cyst-adenoma,  unilateral  and 
weighing  23  pounds  in  one,  and  bilateral  and  weighing  56^ 
pounds  in  the  other. 

It  would  seem  from  these  facts,  therefore,  that  there  is  at 
least  strong  evidence  that  the  presence  and  growth  of  the  mul- 
tilocular pseudomucinous  cyst-adenomata  stood  in  the  relation- 
ship of  cause  and  effect  and  were  not  merely  coincident. 

The  question  at  once  arises,  "  In  what  way  does  the  cause 
operate?"  Before  attempting  to  answer  this  question  it  is 
necessary  that  a  study  be  made  of  the  etiology,  pathological 
anatomy,  and  chemistry  of  this  form  of  cystic  tumor  and  its 
contents,  for  through  such  a  knowledge  it  may  be  possible  to 
discover  this  relationship  of  cause  and  effect. 
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This  variety  of  ovarian  cystoma  has  for  years  been  variously 
known  as  proliferating  cystoma,  miiltilocular  oophoronic  glan- 
dular cystoma,  cyst-adenoma  or  adeno-cy stoma  of  the  ovary, 
and  more  recently  Pfannenstiel'  has  given  it  the  name  Kyst- 
adenoina  2^seHdo))iucinostim.  This  is  a  cystic  tumor  of  the 
ovary  quite  completely  separable,  by  reason  of  its  pathological 
anatomj'  and  the  chemistry  of  its  contents,  from  other  forms  of 
cystic  tumors  of  this  organ.  From  the  size  of  the  growth,  how- 
ever, the  parovarian  cystoma,  the  papillary  cystoma  or  cyst- 
adenoma,  and  dermoid  cystoma  are  all  capable  of  produc- 
ing practically  the  same  mechanical  disturbances  of  other 
organs  and  structures  in  the  abdominal  cavity.  The  same 
degree  of  pressure  and  subjective  symptoms  may  occur,  though 
perhaps  not  as  often,  by  these  latter  tumors. 

They  are  growths  developing  from  glandular  epithelium  and 
therefore  from  gland  ducts.  Formerly  they  were  thought  to 
originate  in  the  embryonal  duct-formed  epithelial  ingrowths 
of  the  ovary,  known  as  the  Valentin-Pfliiger  ducts.  Newer 
investigations,  however,  have  quite  established  the  belief  that 
the  cystoma  arises  from  new-formed  epithelium — in  the  sense 
of  Virchow,  a  heteroplastic  growth — by  an  infolding  of  the 
proliferating  ovarian  epithelium  into  the  neighboring  stroma. 
Then,  through  the  accumulation  of  secretion  from  the  epithelium 
of  such  inf  oldings  or  ducts,  the  primary  cyst  is  formed.  The 
further  proliferation  and  infolding  of  epithelium  causes  new 
ducts  and  thus  the  formation  of  new  cysts.  In  this  way  is  de- 
veloped the  adult  multilocular  pseudomucinous  cyst  adenoma, 
a  conglomeration  of  cysts  of  various  sizes  and  shapes,  which 
are  separated  one  from  the  other  by  connective-tissue  septa 
containing  a  rich  supply  of  blood  vessels.  Usually  there  is  a 
"chief  cyst,"  formed  by  a  dilatation  of  a  smaller  cyst,  or 
through  confluence  with  other  neighboring  cysts,  the  conflu- 
ence resulting  from  thinning  and  atrophy  of  the  septa  by 
internal  pressure  until  rupture  takes  place. 

The  tumor  is  always  richly  supplied  with  blood  vessels, 
which  enter  at  the  hilus,  extend  beneath  the  connective-tissue 
capsule,  and  enter  the  septa.  The  blood  vessels  increase  in 
size  and  number  with  the  growth  of  the  tumor. 

The  wall  of  the  chief  cyst  is  often  composed  of  three  layers: 
the  outer,  pure  connective  tissue;  a  spongy  central  layer  con- 
'  Archiv,  f.  Gyn.,  Bd.  xxxvii. 
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taining  the  large  blood  vessels;  and  an  inner  cellular  layer  con- 
taining small  blood  vessels. 

One  cyst  may  be  separated  from  the  other  merely  by  isolated 
blood  vessels,  the  more  resisting  blood  vessels  remaining  after 
the  connective  tissue  has  been  destroyed. 

Lymph  vessels  have  been  found  in  relation  with  the  pedicle 
of  the  tumor.  The  inner  surface  of  each  loculus  is  covered 
with  a  single  layer  of  cylindrical  epithelial  cells,  which  vary  in 
form,  depending  on  the  size  of  the  loculus  and  amount  of 
internal  pressure,  being  flattened  out  or  absent  in  the  very 
large  loculi.  From  these  cells  mostly  the  cyst  colloid  contents 
is  excreted. 

This  variety  is  the  most  frequent  form  of  ovarian  cyst  ob- 
served and  may  reach  a  very  large  size  (160  pounds,  Olshau- 
sen).  They  are  slow  in  growth,  have  a  well-formed  pedicle, 
are  mostly  unilateral,  but  may  be  bilateral  and  intraligamen- 
tous. They  are  benign  growths,  but  are  capable  of  infecting 
the  peritoneum  by  implantation — the  pseudomyxoma  peritonei. 
The  cyst  contents  is  the  so-called  colloid  material,  which  varies 
in  consistence  and  character.  It  is  a  clear,  tenacious,  colloid 
mass  in  the  small  loculi  (capable  of  being  cut  with  the  scissors), 
of  the  consistence  of  honey  in  the  somewhat  larger  loculi,  and 
rather  a  thin  fluid  in  the  largest  or  chief  loculus.  It  may, 
however,  be  any  grade  of  consistence  between  a  tenacious  col- 
loid mass  and  the  thin  fluid  in  any  and  all  sized  loculi. 

From  a  very  careful  and  quite  extensive  study,  Hammar- 
sten'  and  later  PfannenstieP  determined  that  the  material 
contained  in  the  loculi  of  these  cystomata  was  mostly,  and  some- 
times wholly,  composed  of  a  peculiar  mucoid  substance  secreted 
by  the  cylindrical  epithelial  cells  lining  the  loculi.  This  sub- 
stance was  found  to  have  many  of  the  properties  of  mucin,  but 
differed  from  mucin  in  that  when  treated  with  acetic  acid  it  re- 
mained unchanged.  Hamraarsten  therefore  gave  it  the  name 
''  pseudomucin."  He  found  that  by  boiling  pseudomucin  with  a 
dilute  solution  of  mineral  acid  a  sugar  was  separated,  which 
in  turn  was  strongly  reduced  by  an  alkaline  solution  of  the 
sulphate  of  copper.  He  states  that  pseudomucin  belongs  to  the 
"  so-called  "  glycoproteids  and  that  analysis  shows  it  to  be  N. 
and  H.  (?).      The  clear,  tenacious  masses  of  the  smaller  loculi 

'  Zeitschrift  fur  phys.  Chem..  1882. 

^  Archiv.  fiir  Gynakologie,  Bd.  xxxviii  ,  1890. 
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were  found  to  be  pure  pseudomucin,  and  the  thin  fluid  of  the 
larger  loeuli  albumin,  pseudomucin,  etc. 

Pfannonstiel  further  determined  that  there  are  various  forms 
of  pseudomucinous  cj'st-adenoma,  and  that  the  pseudomucin 
itself  also  varies. 

The  pseudomucin  first  described  by  Hammarsten  is  dis- 
tincth'  alkaline  in  reaction  and  has  a  specific  gravity  of  1035. 
To  this  form  Pfannenstiel  gives  the  name  pseudomucin  A. 

In  a  pseudomucinous  cyst-adenoma  where  in  all  of  the  loeuli, 
large  and  small,  the  material  was  of  the  same  consistence,  the 
walls  delicate  and  easily  torn,  and  where  no  chief  cyst  was 
present,  he  found  a  second  variety  of  pseudomucin.  The  pseu- 
domucin of  this  cystoma  differed  from  pseudomucin  A  in  that 
it  was  not  soluble  in  water,  the  addition  of  water  simply  caus- 
ing it  to  swell,  and  that  it  was  a  concentrated  alkaline  solution. 
He  gave  this  the  name  pseudomucin  B. 

A  third  form  he  found  in  a  pseudomucinous  cyst-adenoma 
where  the  contents  of  the  small  and  large  loeuli  was  a  thin 
fluid.  The  pseudomucin  here  was  weakly  acid  in  reaction, 
exceedingly  soluble  in  water,  and  contained  a  large  amount  of 
N.     He  named  this  pseudomucin  Y. 

Still  more  recently  Mitjiikoff '  has  found  in  the  colloid  con- 
tents of  a  very  large  cystoma  of  the  ovary  a  substance  which 
he  describes  as  paramucin.  Paramucin,  he  states,  is  directly 
(without  boiling  with  a  dilute  solution  of  mineral  acid)  reduced 
by  Fehling's  solution. 

A  further  fact  of  importance  regarding  all  pseudomucinous 
cyst-adenomata  is  that  they  may  rupture  and  secondarilj^  pro- 
duce the  disease  known  as  pseudomyxoma  peritonei.  Forty 
cases  of  this  disease  have  been  described.  Olshausen  '  and 
Pfannenstiel '  believe  it  to  be  a  metastatic  growth  on  the  peri- 
toneum. It  has  been  shown  that  pseudomyxoma  peritonei  may 
first  develop  after  the  cyst  has  been  removed  by  operation,  and 
even  though  the  cyst  had  not  ruptured.  It  is  probable  in  such 
cases  that  a  portion  of  the  cyst  contents  escaped  into  the  peri- 
toneal cavity  during  operation,  and  that  the  epithelium  became 
attached,  receiving  nourishment  from  the  peritoneum,  and  new 
masses  of  pseudomucin  were  formed.     There  is  always  an 

'  Archiv.  fiir  Gyn.,  Bd.  xlix. 

^  "  Die  Krankheiten  der  Ovarien,"  1886. 

"  Veil:  "Handbuch  der  Gynakologie,"  Bd.  iii.,  first  half. 
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associated  peritonitis,  which  is  due  to  the  presence  of  this  for- 
eign body — the  Fremdkorper-peritonitis  of  the  Germans. 

In  a  case  reported  by  Olshausen,  forty  pounds  of  such  pseu- 
domucin  material  were  removed. 

Since,  in  the  only  two  cases  observed  where  a  cystic  tumor  of 
the  ovary  was  associated  with  diabetes,  the  tumors  were  pseu- 
domucinous cyst-adenomata,  and  must  have  contained  the  sub- 
stance, a  glycoproteid,  which  has  been  described  by  these  two 
writers,  the  question  arises,  "  Was  this  glycoproteid  not  in 
some  way  set  free  in  these  particular  instances  and  excreted  by 
the  kidneys  as  sugar?"  What  would  make  plausible  such  a 
hypothesis  is  the  fact  that  four  forms  of  pseudomucinous  cyst- 
adenoma  have  been  described  which  vary  in  character  of  cyst 
walls,  consistence  of  the  contents  of  loculi,  and  probably  also 
in  secreting  cells;  further,  that  in  these  four  forms  of  cystoma 
the  mucoid  substance  varies  in  its  physical  and  chemical  char- 
acteristics, in  solubility,  reaction,  and  proportion  of  N.  It 
would  seem  possible,  therefore,  that  there  may  exist  a  fifth 
form  of  this  cystoma,  the  walls  and  physical  and  chemical  prop- 
erties of  the  contents  of  which  may  allow  absorption  through 
channels  to  the  kidneys,  producing  sugar  in  the  urine  and  the 
symptoms  of  diabetes.  The  method,  or  methods,  of  absorp- 
tion, and  the  channels  through  which  such  material  could  be 
carried  to  the  kidneys  and  excreted  as  sugar,  are  difficult  to 
understand.  The  most  probable  method  is  through  the  vascu- 
lar system  of  the  tumor,  just  as  a  metastasis  takes  place  in 
malignant  growths.  It  is  shown  in  the  description  of  the 
pathology  of  the  walls  and  septa  of  the  cystoma  that  the 
smaller  blood  vessels  approach  very  near  the  internal  lining  of 
the  loculus  and  are  sometimes  exposed.  They  might,  there- 
fore, directly  take  up  this  substance.  Degenerative  changes 
in  the  blood  vessels  may  also  in  part  explain  such  an  occur- 
rence. 

Lymphatics  have  been  found  about  the  pedicle  of  the  tumor 
and  no  doubt  exist  in  the  walls.  Absorption  and  the  necessary 
change  of  the  mucoid  substance  might  perhaps  take  place 
through  the  lymphatics. 

The  varying  consistence  of  the  fluid  contents  makes  it  possi- 
ble that  an  exosmosis  could  have  occurred,  the  material  set 
free  being  of  a  character  to  be  in  some  way  changed  and  cause 
the  formation  and  excretion  of  sugar  by  the  kidneys. 
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The  phj'sical  condition  of  the  patient  in  these  two  instances 
may  have  had  some  influence  in  setting  free  and  changing  the 
pseudomucin,  so  that  it  was  excreted  by  the  kidneys  as  sugar. 

How  changes  could  take  place  in  the  pseudomucin  set  free 
as  described  in  the  above  theories  it  is  difficult  to  say,  yet  it 
seems  to  me  not  impossible  that  the  necessary  fermentative  or 
chemical  changes  could  occur.  It  would  also  seem  plausible 
that  the  function  of  the  pancreas  or  liver  could  be  so  disturbed 
by  the  continual  presence  of  such  a  substance  as  to  produce 
glycosuria. 

Before  any  definite  evidence  can  be  gained  to  establish  on 
the  one  hand,  or  prove  false  on  the  other,  a  direct  relationship 
of  cause  and  effect  between  the  pseudomucin  of  these  cystomata 
and  glycosuria  and  diabetes,  a  certain  amount  of  experimen- 
tation will  be  necessary.  I  regret  that  such  experimentation 
was  not  carried  out  with  the  material  from  the  cystoma  I  re- 
moved, but  the  reasons  are  apparent.  At  the  first  opportunity 
I  have  of  procuring  material  from  a  cystoma  of  this  character 
I  shall  inject  it  into  the  blood  of  dogs,  administer  it  as  food, 
etc.,  and  look  for  changes  in  the  urine.  I  am  now  making 
every  effort  to  procure  material  from  cases  operated  on  by  my 
friends,  and,  since  this  form  of  cyst  is  not  rare,  I  am  hopeful 
of  soon  being  able  to  make  the  experiments. 

Leaving,  then,  this  question  undecided,  it  is  necessary  to 
look  further  for  other  causes  which  may  have  operated  in  the 
production  of  the  glycosuria  in  such  a  tumor. 

A  theory  of  importance  is  the  mechanical  interference  with 
the  glycolytic  function  of  the  pancreas  or  with  the  hepatic  cir- 
culation. In  this  way  Groom  attempted  to  explain  the  cause 
of  glycosuria  in  his  case. 

It  is  probable  that  if  pressure  be  exerted  on  the  pancreas  di 
rectly,  or  on  its  vessels,  sufficiently  to  interfere  with  the  circu- 
lation in  the  gland  and  so  to  diminish  or  suppress  the  secretion 
of  this  glycolytic  ferment,  glycosuria  will  result.  The  vast 
majority  of  abdominal  tumors  are  not  complicated  in  this  way. 
This,  Groom  believes,  is  to  be  explained  by  the  elasticity  of  the 
abdominal  walls  allowing  expansion  in  proportion  to  the 
growth  of  the  tumor,  so  that  the  intra-abdominal  tension  is  not 
increased  in  any  direction.  He  says  that  provided  the  tumor 
is  large,  rapidly  growing,  solid  or  semi-solid,  and  there  are 
thick,  non-elastic  abdominal  walls,  such  as  his  case  possessed, 
not  only  the  general  pressure  may  rise,  but,  on  account  of  the 
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arrangement  and  strength  of  the  recti  muscles  in  front,  the 
pressure  antero-posterior  may  come  to  be  greater  than  in  any 
other  direction.  Thus  the  structures  situated  on  the  posterior 
abdominal  wall,  in  the  line  of  greatest  pressure,  might  suffer 
much,  while  only  a  slightly  increased  pressure  was  being 
exerted  on  the  diaphragm  above  or  on  the  lateral  abdominal 
walls.  It  is  to  be  noted  that  in  the  case  of  Croom  there  was  a 
sudden  diminution  of  sugar,  which  occurred  immediately  after 
the  operation;  and  he  therefore  believes,  if  the  above  theory 
were  to  explain  the  glycosuria,  this  would  not  have  occurred, 
for  considerable  time  would  be  necessary  for  the  re-establish- 
ment of  secretion  and  the  sugar  would  have  disappeared  slowly 
and  regularly.  No  such  sudden  change  was  noted  in  the  case 
I  report,  though  it  may  have  occurred.  Thus  we  cannot  add 
evidence  to  this  theory;  nor  do  I  believe  the  tumor  in  my  case 
was  of  sufficient  size  to  interfere  with  the  glycolytic  function  of 
the  pancreas,  since  it  reached  only  to  within  three  inches  of 
the  xiphoid  cartilage. 

It  is  known  that  hyperemia  of  the  hepatic  system  will  cause 
glycosuria.  It  is,  however,  extremely  unlikely  that  a  pelvic- 
abdominal  tumor  could  interfere  with  the  hepatic  circulation. 
If  this  were  the  case,  then  most  large  abdominal  tumors  would 
cause  sugar  to  appear  in  the  urine. 

I  do  not  believe  that  it  was  probable  in  my  case  that  there 
was  pressure  on  the  semilunar  ganglion  and  that  vasomotor 
dilatation  and  thus  hepatic  hyperemia  resulted,  though  it  is 
possible.  The  tumor  did  not  reach  sufficiently  high  to  press  on 
the  semilunar  ganglion.  This,  however,  is  the  theory  which 
Croom  thought  most  plausible  in  his  case.  I  think  it  can  be 
fairly  well  assumed  that  these  tumors  did  not  cause  glycosuria 
by  mechanically  interfering  with  the  function  of  the  pancreas 
or  liver,  directly  or  indirectly. 

The  question  as  to  the  association  of  neoplasms  with  diabetes 
I  find  has  been  somewhat  investigated  and  must  be  considered. 
Tuffier'in  1888  collected  54  cases  of  diabetes  mellitus  associ- 
ated with  neoplasms;  36  were  malignant  tumors,  13  benign 
tumors,  and  in  5  it  was  unsettled  as  to  whether  the  disease 
was  malignant  or  benign.  Of  the  36  malignant  32  were  carci- 
noma, 9  epithelioma,  3  osteosarcoma,  and  2  lymphosarcoma. 
Among  these  cases  1  was  a  carcinoma  of  the  uterus  and  3  were 
ovarian  cysts.  Two  of  the  cases  where  an  ovarian  cyst  was 
'  Archiv.  generales  de  Medicine,  August-September,  1888. 
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present  he  describes,  and  to  the  third  he  simply  refers.  The 
cysts  were  not  removed  by  operation  nor  was  their  character 
described.  Tiitiier  couchides  from  his  study  of  those  54  cases 
that  all  tumors,  from  lipoma  to  encephaloid  carcinoma,  and 
without  predomination  of  any  one  form,  may  be  associated 
with  diabetes.  He  believes  that  diabetes  has  no  influence  on 
the  tumor  and  that  the  association  is  simply  coincident. 
Xaunyn,  among  400  cases,  saw  G  with  carcinoma  of  the  liver, 
1  with  epithelioma  of  the  cheek,  and  1  with  carcinoma  of  the 
stomach. 

These  studies  of  Tuffier  '  and  observations  of  Naunyn ''  would 
seem  to  substantiate  the  belief  that  diabetes  cannot  be  produced 
by  the  mechanical  or  pathological  influences  of  tumors  in  gen- 
eral, yet  in  none  of  the  cases  Tuffier  collected  or  Naunyn 
observed  was  operation  performed,  the  tumor  removed,  and 
the  patient's  health  restored.  Furthermore,  his  paper  does 
not  show  a  careful  study  of  the  subject.  His  observations  did 
not  warrant  such  a  study,  and  therefore  his  opinions  do  not 
prove  that  the  relationship  of  cause  and  effect  may  not  exist, 
at  least  in  the  special  form  of  tumor  we  describe. 

A  case  reported  by  Imlach  ^  has  a  direct  bearing  on  this 
subject  and  makes  the  problem  even  more  difficult,  since  the 
association  of  a  large  quantity  of  sugar  in  the  urine  and  symp- 
toms of  diabetes  with  another  form  of  gynecological  disease — 
pyosalpinx — was  followed,  after  the  removal  of  the  disease,  by 
disappearance  of  the  glycosuria  and  complete  recovery,  as  in 
the  cases  above  reported.  The  patient  was  a  widow,  age  31 
years,  the  mother  of  one  child,  who  came  to  him  suffering  with 
chronic  pyosalpinx.  She  complained  of  insatiable  thirst  and 
sleeplessness,  which  she  had  had  for  a  month.  She  passed  a 
large  quantity  of  urine,  of  which  the  specific  gravity  was 
1036.  It  contained  no  albumin,  but  sugar  was  found.  The 
usual  diabetic  treatment  failed  to  cause  any  improvement. 
Two  months  after  coming  under  observation  there  were  2,560 
grains  of  sugar  in  the  urine  passed  in  the  twenty-four  hours, 
a  month  later  1,200  grains.  The  uterine  appendages  were 
removed.  Both  tubes  were  found  filled  with  pus.  strongly 
adherent,  and  chronically  inflamed.  All  symptoms  of  diabetes 
rapidly  disappeared  after  operation,  and  a  month  later  she  was 
well,  there  was  no  sugar  in  the  urine,  and  she  was  taking  the 

'  Ibid.  -  Ibid. 

2  British  Medical  Journal,  July  11,  188o. 
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ordinary  diet.  He  believed  the  pyosalpinx  to  be  chronic,  but 
the  diabetes  of  recent  date.  The  object  of  the  operation,  he 
states,  was  the  induction  of  the  menopause,  with  the  hope  that 
the  acute  diabetes  would  become  chronic.  He  does  not  attempt 
to  explain  the  relationship  of  cause  and  effect. 

Here  pyosalpinx  was  associated  with  glycosuria  and  diabetic 
symptoms,  and  the  patient  was  completely  cured  by  removing 
both  tubes  and  ovaries.  The  cure  was  complete  at  the  end  of 
a  month,  therefore  in  even  a  shorter  time  than  in  the  cases 
previously  described.  This  would  influence  one  against  the 
belief  regarding  the  absorption  of  pseudomucin  or  the  mechan- 
ical disturbance  of  the  glycolytic  function  of  the  pancreas  or 
function  of  the  liver.  It  would  rather  point  out  that  the  induc- 
tion of  the  climacterium  had  something  to  do  with  the  cure. 
Some  evidence  to  assist  in  the  belief  that  the  climacterium  has 
a  decided  influence  on  some  cases  of  diabetes  mellitus  is  to  be 
found  in  the  literature. 

Lawson  Tait  '  and  Lecorche  ''  refer  to  a  climacteric  diabetes 
which  appears  at  or  about  the  climacterium  and  has  a  natural 
termination  in  cure  within  two  or  three  years.  Tait  reports  4 
such  cases.  The  patients  were  49,  45,  40,  and  47  years  of  age. 
They  had  the  characteristic  symptoms  of  diabetes,  with  a  large 
amount  of  sugar  in  the  urine.  The  sugar  disappeared  as  fol- 
lows: after  one  and  a  half  months,  after  five  months,  after  one 
year,  and  after  two  years.  In  two  of  the  cases  the  diabetes 
was  present  before  the  climacterium,  and  improvement  only 
took  place  after  the  climacterium.  In  two  other  cases  the  sugar 
and  diabetic  sj'mptoms  failed  to  disappear,  even  though  the 
patients  were  well  beyond  the  climacterium,  sugar  being  found 
in  the  urine  when  they  were  last  seen. 

According  to  Lecorche,  diabetes  occurs  unusually  frequently 
at  the  time  of  the  climacterium .  He  believes  there  is  a  special 
form  of  diabetes  in  women  at  the  menstrual  period,  which 
runs  a  certain  definite  course,  extending  over  some  3^ears,  and 
terminates  in  recovery.  All  cases  have  given  him  the  impres- 
sion that  the  termination  in  cure  was  a  natural  one.  Frerichs  ' 
believes  that  women  at  the  climacteric  period,  especially  when 
stout,  are  liable  to  suffer  from  diabetes.     This,  however,  is  not 

'  The  Practitioner,  London  and  New  York,  June,  1886. 

-  Annales  de  Gynecologic,  October,  1885. 

^  Williamsou:  "  Diabetes  Mellitus  and  its  Treatment,"  1898. 
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the  experience  of  Naunyn'  and  Dickinson.  From  the  statistics 
of  Grube,  Seegen,  Pavy,  and  Frerichs'  it  would  appear  that 
diabetes  is  more  frequent  at  the  time  of  the  cUmacterium, 
between  45  and  55  years  of  age. 

"Wilhamson  '  states  that  in  the  milder  forms  of  diabetes, 
occurring  about  the  climacteric  period,  recovery  sometimes 
takes  place. 

It  is  possible,  therefore,  that  all  three  patients  described  had 
this  climacteric  diabetes.  The  first  two  patients  were  53  years 
of  age  and  in  or  about  the  climacteric  period.  One  can  appre- 
ciate how  the  cystoma  in  these  two  cases  kept  up  sufficient 
irritation  to  prevent  the  completion  of  the  climacteric  changes 
and  thus  not  allow  the  cure  of  the  diabetes.  The  disease  being 
an  ovarian  growth,  too,  may  have  assisted  to  prevent  the 
changes  which  would  otherwise  have  taken  place.  Still  another 
cause  for  the  continuance  of  the  diabetes  in  the  first  two  cases 
was  the  general  poor  health  of  the  patients,  caused  by  the  pres- 
ence of  the  large  cystic  tumors.  After  the  removal  of  the 
tumor  in  such  a  case  there  would  be  a  natural  improvement  of 
the  general  health,  which  would  stimulate  the  functions  of  the 
pancreas  and  liver  and  might  explain  the  rapid  disappearance 
of  the  glycosuria.  It  might  be,  too,  that  the  glycosuria  was 
only  present  with  the  reduced  physical  condition  of  the  patient, 
that  it  diminished  and  disappeared  with  the  improvement  of 
the  general  health.  Naunyn  *  writes  that  in  cases  of  diabetes 
where  there  is  a  complicating  disease,  the  latter  is  relieved,  and 
when  the  patient's  nourishment  is  much  improved  the  glyco- 
suria may  disappear.     Such  cases  have  been  observed. 

If  it  is  to  be  granted  that  the  induction  of  the  climacterium 
or  completion  of  the  climacteric  change  per  se,  with,  perhaps, 
the  improvement  of  the  general  health,  caused  the  glycosuria 
and  diabetic  symptoms  to  disappear  in  these  three  cases  and  in 
those  described  by  Tait  and  Lecorche,  then  the  question  arises, 
"  How  does  this  change  act?"  Our  meagre  knowledge  of  this 
physiological  process  does  not  allow  us  to  give  much  more 
than  hypothetical  reasoning  on  the  question.  We  know  that 
at  the  climacterium  there  takes  place  an  atrophy  of  the  genital 
organs.     They  become  converted  into  a  fibrous  tissue    and 

*  Nothnagel:  "  Specielle  Pathologie  und  Therapie,"  Bd.  vi.,  1898. 
-  Williamson;  "  Diabetes  Mellitus  and  its  Treatment,"  1898. 

*  Ibid.  ••  Ibid. 
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quite  completely  lose  their  functions.  Furthermore,  there  is  a 
systemic  change  which  seems  to  affect  chiefly  the  vasomotor 
system.  The  climacteric  period  is  a  pronounced  physiological 
process,  continuing  from  a  few  months  to  three  or  four  years. 
Women  at  this  time  enter  what  may  be  called  the  ''  senile 
habitat." 

We  know  that  many  cases  of  diabetes  are  not  affected  by 
the  climacterium,  and  thus  that  it  cannot  in  itself  cure  diabe- 
tes. Farthermore,  since  this  last  is  true,  and  also  because 
atrophic  changes  have  been  found  in  the  genitals  due  to  diabe- 
tes, we  must  conclude  that,  in  those  cases  where  the  climacteric 
change  does  seem  to  favorably  influence  and  cure  the  diabetes, 
there  must  have  been  some  pre-existing  disease,  abnormal 
function  or  secretion  of  the  internal  genital  organs,  producing 
diabetes,  and  such  disease  would  necessarily  be  affected,  and 
perhaps  entirely  removed,  by  the  climacteric  atrophic  changes. 
It  is,  therefore,  still  suggested  that  there  may  be  some  relation- 
ship of  cause  and  effect  between  certain  diseased  or  functional 
conditions  of  these  organs  and  certain  cases  of  diabetes. 

Except  the  presence  of  pruritus,  probably  secondary  to  the 
diabetes,  Tait  does  not  mention  that  there  was  a  genital  dis- 
ease present  in  his  cases,  yet  in  the  cases  of  Croom,  Imlach, 
and  my  own  there  was  pronounced  disease,  and  from  the  his- 
tory and  course  of  the  cases  it  is  reasonable  to  conclude  that 
the  disease  had  something  to  do  with  the  production  of  the 
diabetes. 

The  fact  that  in  two  cases  there  was  a  pseudomucinous  cyst- 
adenoma  of  the  ovary,  and  in  the  other  a  pyosalpinx.  would 
lead  to  the  belief  that  if  diabetes  can  be  produced  by  a  gyne- 
cological disease  it  is  produced  by  more  than  one  form  of  dis- 
ease; also,  since  the  vast  majority  of  the  diseases  of  the  female 
pelvic  organs,  including  pseudomucinous  cyst-adenoma  and 
pyosalpinx,  are  not  associated  with  glycosuria,  that  there  must 
be,  in  order  to  produce  the  glycosuria,  some  special  associated 
pathological  condition  of  these  organs,  other  organs  or  tissues, 
abnormal  secretion,  or  some  condition  of  the  health  which 
would  favor  the  production  of  glycosuria.  If  there  be  a  patho- 
logical condition  of  the  genital  organs  associated  with  diabetes, 
and  it  is  demonstrable  macroscopically,  or  even  microscopi- 
cally, it  has  not  been  observed.  There  has  been  no  reason  to 
look  for  such  changes,  and  in  this  way  its  presence  would  be 
overlooked  or  considered  to  be  of  no  importance. 
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The  case  reported  by  Isreal,'  however,  is,  I  think,  in  this 
sense  of  sufficient  worth  to  be  referred  to.  The  patient  was  37 
years  of  age  and  died  of  diabetic  coma.  There  was  evidence 
of  constitutional  syphilis  (presumably  sj'philis  of  the  liver  and 
kidneys).  Both  ovaries  were  found  necrotic,  converted  into 
fluctuating  sacs  the  size  of  a  walnut  and  hen's  egg.  The  uterus 
was  normal.  The  tubes  were  normal,  except  that  the  fimbri- 
ated ends  were  swollen  and  the  vessels  filled  b}"  being  in  con- 
tact with  the  necrotic  ovaries.  He  did  not  believe  the  necrosis 
of  the  ovaries  to  be  due  to  syphilis,  but  surmised  that  there  was 
a  pre-existing  chronic  oophoritis  which  progressed  to  necrosis 
under  the  favorable  influence  of  the  diabetic  disease.  There 
was,  therefore,  no  very  logical  reasoning  in  this  instance  that 
a  chronic  oophoritis  was  influenced  to  necrosis  b)^  the  diabetic 
disease.  Further,  since  we  find  in  the  literature  that  all  cases 
of  necrosis  of  the  ovaries  observed,  except  this  one  of  Isreal's, 
have  been  due  either  to  severe  wound  infection  or  to  torsion 
of  the  ovarian  pedicle,  which  completely  shut  off  the  blood  sup- 
ply to  the  ovary,  this  case  is  unique,  and  there  is  strong  cause 
for  doubt  that  Isreal's  explanation,  accepted  by  Naunyn,  is 
the  correct  one.  To  my  mind  it  is  quite  as  probable  that  the 
necrosis  or  pre-existing  disease  of  the  ovaries  was  a  diabetic 
lesion  similar  to  the  necrosis  of  the  pancreas  which  has  been 
observed  under  the  same  conditions.  I  would  therefore  be  in- 
clined to  add  this  as  a  fourth  case  where  there  was  a  seeming 
etiological  relation  between  diabetes  and  disease  of  the  female 
internal  genital  tract. 

From  this  study  of  the  literature  and  the  history  and  course 
of  the  cases  described,  it  would  seem  quite  warrantable  to 
make  the  following  deductions: 

1.  That  in  rare  instances  where  disease  of  the  female  inter- 
nal genital  organs  is  associated  with  diabetic  symptoms  and 
a  large  quantity  of  sugar  is  found  in  the  urine,  the  diabetic 
symptoms  and  sugar  in  the  urine  seem  to  be  dependent  on  the 
disease  of  the  genital  organs  (Cases  1  and  3). 

2.  That  in  other  cases  the  excretion  of  a  large  amount  of 
sugar  by  the  kidneys  without  diabetic  symptoms  seems  to  be 
dependent  also  on  the  disease  of  the  female  internal  genital 
organs  (Case  2). 

3.  Since,  in  every  case  of  any  class  or  classes  of  disease  of  the 
female  internal  genital  organs,  no  such  association  has  been 

'   Virchow's  Archiv.,  Bd.  Ixxxiii.,  1881. 
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observed,  it  is  probable  that  in  order  to  produce  the  diabetic 
symptoms,  and  excretion  of  sugar  by  the  kidneys,  there  maybe 
present,  in  addition  to  the  disease  of  the  genital  organs  which 
we  are  able  to  recognize,  some  special  and  separate  lesions  or 
abnormal  secretions  of  the  genital  organs,  or  some  affection  of 
other  organs,  or  some  special  predisposing  condition  of  the 
body. 

4.  That  such  cases  of  diabetes  as  are  here  described,  and 
those  cases  to  which  Tait  and  Lecorche  have  given  the  name 
"climacteric  diabetes,"  may  be  cured  by  the  induction  of  the 
climacterium,  the  removal  of  gross  disease  which  allows  the 
completion  of  the  climacteric  change,  or  by  the  progress  of  the 
normal  climacterium. 

Finally,  I  would  say  that  the  subject  of  association  of  disease 
of  the  female  internal  genital  organs  with  glycosuria  and  dia- 
betes is  worthy  of  serious  consideration,  and  that  there  is  suffi- 
cient evidence  of  an  etiological  relationship  between  the  two 
diseases  to  stimulate  careful  observation  of  cases  of  this  class 
and  experimentation  aiming  to  determine  the  question  of  cause 
and  effect. 


LARGE   PAROVARIAN    CYST    ASSOCIATED  WITH   A   LARGE 
OVARIAN  CYST  OF  THE   SAME  SIDE— T^VISTED  PEDICLE. 


BY 

J.  ERNEST  STOKES,  M.D., 

Former  Resident  Gynecologist,  Johns  Hopkins  Hospital, 

Baltimore,  Md. 


(With  plate  and  illustration.) 


The  frequent  occurrence  of  cysts  arising  from  the  parova- 
rium has  been  noted  by  various  writers,  but  from  a  casual 
review  of  the  literature  I  have  been  unable  to  note  any  case  in 
which  an  unusually  large  cyst  was  associated  with  a  large  ova- 
rian cyst  of  either  the  same  or  opposite  side.  In  consequence 
of  this  fact  I  have  been  prompted  to  report  the  case  in  order  to 
bring  out  its  several  points  of  clinical  interest.  In  the  gyneco- 
logical clinic  of  the  Johns  Hopkins  Hospital  the  percentage  of 
parovarian  cysts  to  that  of  cysts  of  the  ovary  is  smaller  than 
that  given  by  some  of  the  European  investigators.     Olshausen 
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found  that  11.3  per  cent  were  parovarian  in  origin;  Fritsch, 
11.8  per  cent;  and  Schauta,  9.1  per  cent.  In  Dr.  Kellj^'s  clinic, 
out  of  169  cystectomies,  16  were  for  cysts  of  the  parovarium, 
1-46  for  ovarian  cysts,  and  7  for  cysts  developing  between  the 
layers  of  the  broad  ligament,  but  not,  however,  parovarian  in 
origin,  thus  making  a  percentage  of  9.  In  this  average  the 
so-called  cystic  ovaries  were  not  included.  In  4  of  the  16  cases 
double  cysts  were  present;  in  one  case,  hospital  number  2616, 
there  was  a  cyst  of  the  left  parovarium  and  one  of  the  right 
ovary:  while  in  another  case.  No.  3927,  the  same  pathological 
conditions  existed,  only  the  positions  were  reversed — namely, 
there  was  a  cyst  of  the  right  parovarium  and  one  of  the  left 
ovary.  The  third  case,  No.  6063,  was  one  of  a  parovarian 
■cyst  on  each  side.  Case  4,  No.  2774,  or  the  case  in  question, 
was  a  large  parovarian  cyst  of  the  left  side  associated  with  a 
large  cyst  of  the  ovary  of  the  same  side. 

The  patient,  A.  C,  was  single,  white,  age  38,  and  admitted 
September  12,  1899,  complaining  of  pain  in  the  back  and  of 
marked  abdominal  enlargement.  She  was  well  nourished,  of 
large  build  and  clear  expression.  Her  previous  history  was 
unimportant.  The  menstrual  history  was  normal  up  to  seven 
years  ago,  and  there  had  been  no  leucorrheal  discharge  up  to 
that  time.  In  June,  1894,  she  first  noticed  decided  abdominal 
fulness,  but  for  two  or  three  years  previous  to  this  there  was 
an  increased  frequency  in  menstruation,  the  flow  coming  on 
every  two  to  three  weeks,  increased  in  quantity  and  accom- 
panied by  pain.  The  patient  first  noticed  a  lump,  the  size  of  a 
baseball,  situated  about  the  middle  of  the  abdomen.  This 
slowly  increased  in  size  and  apparently  moved  over  to  the 
right  side.  The  abdomen  gradually  and  uniformly  increased 
in  size  until  a  year  ago,  since  which  time  there  does  not  appear 
to  have  been  any  further  enlargement. 

The  abdomen  is  dome-shaped  and  gives  a  distinct  wave  of 
fluctuation.  The  plane  of  declivity  from  the  umbilicus  to  the 
ensiform  cartilage  is  exceedingly  abrupt,  while  from  the  um- 
bilicus to  the  pelvis  it  is  very  gradual.  On  percussion,  dulness 
is  elicited  throughout  the  entire  abdomen  and  is  found  extend- 
ing low  down  in  either  flank.  The  skin  surface  is  smooth  and 
glides  readily  over  the  very  indefinite  tumor.  There  is  marked 
edema  of  the  external  genitals,  the  hymen  is  puffed  out  be- 
tween the  labia,  and  there  is  a  bluish  discoloration  of  the  vag- 
inal mucosa  with  an  absence  of  the  rugae.     The  cervix  is  in 
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the  axis  of  the  vagina  and  hes  just  within  the  outlet.  It  points 
directly  downward ;  the  os  is  patulous.  The  body  of  the  uterus 
is  indistinctly  outlined.  Both  fornices  and  the  cul-de-sac  are 
entirely  obliterated  by  a  cystic  tumor.  This  tumor  does  not 
seem  to  have  any  direct  connection  with  the  mass  lying  above 
the  brim  of  the  pelvis.  It  is  firmly  fixed,  while  the  tumor  de- 
tected by  abdominal  examination  is  mobile,  though  through  a 
very  limited  excursus. 

Operation. — Cystectomy.  On  making  a  median  abdominal 
incision  I  found  the  peritoneum  normal,  and  immediately  be- 
neath a  clear,  transparent,  tense  sac  of  a  slightly  greenish 
hue  was  seen.  This  lay  above  the  brim  of  the  pelvis,  was 
freely  movable,  and  evidently  sprang  from  the  left  side  of  the 
pelvic  cavity.  The  tumor  mass  was  the  size  of  a  man's  head 
and  pushed  the  fundus  forward  and  downward  against  the 
symphysis.  The  body  of  the  uterus  was  normal  in  size,  de- 
flected slightly  to  the  left,  and  rested  in  a  sulcus  or  depression 
between  the  abdominal  mass  and  a  second  mass  situated  in  the 
pelvis.  The  left  Fallopian  tube  passed  out  over,  and  was  denselj' 
adherent  to,  the  anterior  surface  of  the  cyst.  Several  large 
vessels,  tremendously  dilated,  ran  up  from  the  pedicle  and 
over  the  anterior  surface  of  the  cyst.  These  formed  tense 
bands,  which  had  not  yielded  as  the  cyst  wall  in  other  portions 
had,  so  that  at  first  glance  the  sac  appeared  to  be  made  up  of 
several  bosses.  The  cyst  was  punctured  and  the  fluid  drawn 
off,  followed  by  immediate  collapse  of  the  cyst  wall.  It  was, 
however,  impossible  to  draw  it  from  the  abdominal  cavity,  as 
it  was  firmly  held  by  its  pedicle.  The  pedicle  was  twisted 
through  one  complete  revolution  from  left  to  right,  and  was 
seemingly  attached  to  the  upper  pole  of  the  ovary,  which  con- 
nected it  with  the  second  mass  low  in  the  pelvis.  At  first 
glance  the  entire  pedicle  seemed  to  be  the  ovary,  flattened  out 
and  situated  to  the  outer  side.  After  lengthening  the  abdom- 
inal incision  a  second  cystic  mass  was  found  wedged  in  and 
completely  filling  the  pelvis.  This  was  not  one-quarter  as 
large  as  the  abdominal  tumor.  It  was  free  from  adhesions,  but 
offered  much  resistance  in  delivering,  on  account  of  its  being 
so  firmly  wedged  in  the  pelvis.  Finally  it  was  revolved  and 
delivered  intact.    The  cj'sts  were  tied  off  near  the  uterine  cornu. 

Gross  Appearances. — The  walls  of  the  upper  cyst  were 
exceedingly  thin,  transparent,  and  composed  of  two  distinct 
layers  which  glided  smoothly  over  one  another.     The  outer 
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could  be  very  easily  stripped  off  from  the  exceedingly  thin  un- 
der layer.  Two  distinct  and  separate  sets  of  vessels  were  seen, 
the  one  independent  of  the  other  and  recrossing  it  in   many 
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Fig.  1.— Outline  drawing  showing  the  relative  position  of  the  uterus  and  tubes  to  the 
cysts. 

places.     The  outer  surface  of  the  cyst  was  smooth  and  glisten- 
ing and  free  from   adhesions;  the  inner  for  the  most  part 

Description  of  Plate  — Ovarian  and  parovarian  cysts  of  the  same  side.  Occupying 
the  upper  part  of  the  field  is  a  large,  partially  lobulated,  and  translucent  cyst.  Its  walls 
are  very  thin,  and  coursing  over  its  surface  are  many  branching  blood  vessels  situated 
in  the  peritoneum,  while  in  the  depth  are  the  hazy  outlines  of  other  vessels  which  belong 
to  the  connective-tissue  walls  of  the  cyst.  The  lobulated  appearance  of  the  cyst  is  due 
to  thickened  and  unyielding  portions  of  the  wall,  as  the  cyst  contains  but  one  cavity 
The  Fallopian  tube  is  much  lengthened  out,  and  the  fimbriae  markedly  stretched  over  the 
surface  of  the  cyst.  The  lower  cyst  is  ovarian  in  origin,  is  unilocular,  and  its  walls  are 
much  thicker  than  are  those  of  the  one  just  described.  A,  fimbriated  end  of  tube;  B,  ves- 
sel in  cyst  wall;  C,  peritoneal  vessels;  D,  uterine  end  of  the  tube:  E,  broad-ligament 
attachment. 
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smooth,  but  here  and  there  gathered  up  into  folds.  The  tube 
lay  stretched  out  as  a  ridge  over  the  anterior  surface  of  the 
cyst ;  was  14  centimetres  in  length,  slightly  enlarged  in  cal- 
ibre, and  intimately  attached  for  its  entire  length.  At  the 
junction  of  the  outer  and  middle  third  it  curved  sharply  back- 
ward upon  itself,  and  the  fimbriae  were  spread  out  in  a  fan-like 
fashion  and  intimately  attached  to  the  cyst  wall  (see  plate). 
This  cyst  contained  five  litres  of  a  clear,  transparent  alkaline 
fluid  of  a  specific  gravity  of  about  1006. 

The  pelvic  or  ovarian  cyst  sprang  directly  from  the  lower 
pole  of  the  connecting  bridge  of  tissue  between  the  two  cysts. 
It  was  composed  of  a  single  sac,  the  walls  of  which  were 
opaque,  while  those  of  the  first  sac  were  thin  and  translucent. 
The  fluid  of  this  second  cyst  was  not  examined,  as  the  sac  was 
not  opened  until  the  specimen  had  been  in  the  preserving  fluid 
for  several  weeks.  The  bridge  of  tissue  connecting  the  two 
cysts  resembled  in  form  a  flattened  and  thinned-out  ovary.  It 
was  5  by  2.0  centimetres  in  diameter. 

Histological  Examination. — Sections  from  the  wall  of  the 
pelvic  tumor  showed  that  the  outer  portions  consisted  of  fibrous 
tissue  and  in  a  few  places  contained  distinct  areas  of  ovarian 
stroma.  The  inner  surface  was  smooth  and  lined  by  one  layer 
of  high,  non-ciliated  cylindrical  epithelium  having  small,  deep- 
ly staining  nuclei  situated  at  the  base  of  the  cell.  The  proto- 
plasm was  transparent,  almost  colorless,  or  took  only  a  faint 
bluish-pink  color  with  hematoxylin  and  eosin.  This  growth 
was  a  simple  unilocular  cyst  of  the  ovary. 

The  outer  portions  of  the  larger  cyst  wall  consisted  of  fibril- 
lated  tissue.  It  had  a  \evy  rich  blood  supply,  but  contained  no 
trace  of  any  ovarian  stroma.  Its  inner  surface  dift'ered  mate- 
rially from  that  of  the  pelvic  cyst,  in  that  it  was  lined  with  a 
single  layer  of  low  cylindrical,  ciliated  epithelium.  The  nuclei 
were  large,  vesicular,  and  situated  near  the  centre  of  the  cell. 

The  convalescence  of  the  patient  was  uninterrupted.  She 
was  discharged  on  the  twenty-fifth  day  feeling  "  well." 

From  the  situation  of  the  upper  cyst,  together  with  the  his- 
tological picture,  it  is  certain  that  it  was  of  parovarian  origin. 

Salisbury,  N.  C 
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VAGINAL  HYSTERECTOMY  FOR  SMALL  BLEEDING  UTERINE 

MYOMATA.' 


GEORGE  ERETY  SHOEMAKER,   M.D., 

Gynecologist  to  the  Methodist  Hospital, 

Philadelphia,  Pa. 


It  may  be  stated  at  the  outset  that  uterine  fibromata,  when 
small  and  not  troublesome,  should  be  let  alone.  It  is  very 
common  to  find  nodules  of  this  character,  during  routine  exam- 
inations, which  give  no  trouble  whatever.  These  do  not  call 
for  interference  and  are  not  here  under  discussion.  That  the 
small  myomata  of  two  or  more  inches  in  diameter,  or  even  less, 
may  prove  exceedingly  troublesome  from  hemorrhage  cannot 
be  denied.  The  menstrual  periods  may  not  only  be  too  pro- 
fuse, but  the  flow  may  continue  for  ten,  fifteen,  or  even  the 
entire  twenty-eight  days,  as  in  several  cases  observed. 

Examples  of  this  type. — M. ,  age  37,  single.  Gradual  increase 
of  bleeding  for  ten  years.  Now  duration  seven  days;  very 
severe  three  days;  twelve  to  fourteen  large  napkins  saturated 
per  day.  A  recent  sharp  hemorrhage  caused  fainting.  Has 
required  stay  in  bed.     Hemoglobin,  42  per  cent.     Gradual  loss 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia, December  21,  1899. 
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of  stamina,  partly  recovered  between  periods,  forces  patient  to 
seek  relief.  Single  hard  fibroma,  3  inches  in  diameter,  exposed 
in  endometrium  for  only  three-quarters  of  an  inch  in  anterior 
wall  of  uterus.  Complete  cure  by  hysterectomy.  The  situa- 
tion of  growth  made  no  less  radical  operation  possible. 

B.,  age  42.  Seven  years  ago  bled  every  day  for  eighteen 
months,  then  decreased;  past  two  years,  bleeds  nearly  thirty 
days  out  of  every  month.  Has  completely  broken  down  in 
health,  owing  to  the  constant  hemorrhage,  which  is  gradually 
increasing.  The  uterus  contains  several  small  nodules,  of 
which  the  only  one  bleeding  was  two  inches  in  diameter. 
Complete  cure  by  hysterectomy,  and  restoration  of  general 
health. 

A  more  or  less  constant  drain  of  blood  may  be  withstood 
during  early  womanhood  by  persons  of  vigorous  type,  but  if 
the  flow  exceeds  the  blood-making  capacity,  or  when  the  gen- 
eral powers  fail  from  advancing  age,  the  drain  tells.  Besides 
the  symptoms  due  to  anemia  directly,  such  as  palpitation, 
tinnitus,  and  shortness  of  breath,  lesions  of  internal  organs, 
such  as  the  kidney,  are  favored,  while  from  general  lowering 
of  nutrition  existing  gastric,  pulmonary,  and  nerve  disorders 
are  apt  to  grow  worse. 

When  conditions  such  as  these  confront  the  surgeon  they 
demand  relief.  The  fact  that  the  tumor  is  small  does  not  jus- 
tify temporizing  measures,  if  they  fail  after  a  fair  trial  to  check 
the  hemorrhage  sufficiently  to  enable  the  system  to  recuperate. 
If  a  life  is  wrecked,  the  size  of  the  growth  which  wrecks  it 
cuts  very  little  figure  as  a  contraindication  to  operation.  Avail- 
able remedies  are  :  medication,  curetting,  temporary  relief  by 
electricity,  ligation  of  vessels  per  vaginam,  removal  of  ovaries, 
abdominal  hysterectomy,  abdominal  enucleation,  vaginal  enu- 
cleation, vaginal  hysterectomy.  Most  cases  which  come  to  the 
gynecologist  have  taken  medicine  from  both  schools  of  practice, 
many  have  taken  also  proprietary  medicines,  and  frequently 
they  have  had  electricity  and  much  local  treatment  from  phy- 
sicians who  do  not  practise  surgery.  From  the  history  of  uni- 
form failure  the  gynecologist  is  discouraged  from  a  resort  to 
further  medication.  Electricity  may  temporarily  stop  bleed- 
ing. I  have  known  it  to  fail  absolutely  after  the  fullest  trial 
in  skilful  hands.  It  is  astonishing  how  persistent  and  annoy- 
ing this  bleeding  from  small  intramural  growths  may  be.  A 
patient,  age  38,  married  fifteen  years,  sterile  and  anxious  for 
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pregnaucy,  was  sent  to  me  b}'  her  physician,  a  very  intelligent 
and  capable  man,  who  had  exhausted  the  list  of  drugs  without 
effect.  Her  growth  was  quite  small  and  comparativelj'  low  in 
the  front  uterine  wall,  but  it  bled  almost  daily.  She  would 
flow  constantly  for  thirty  or  sixty  days  at  times.  She  abso- 
lutely refused  to  assume  the  remotest  operative  risk,  but  curet- 
ting was  tried  without  any  effect,  likewise  ligation  from  the 
vagina  of  the  lateral  vessels.  Enucleation  would  have  involved 
splitting  the  uterus  partially,  and,  not  being  without  risk,  was 
declined.  No  treatment  tried  did  any  good,  but  she  gradually 
improved.  The  case  was  suitable  for  vaginal  myomectomy 
without  sacrifice  of  the  uterus. 

Among  operative  procedures  curetting  seems  the  simplest. 
It  may  do  good,  but  most  frequently  the  mass  found  bulging 
from  one  of  the  uterine  walls  has  so  flattened  out  and  curved 
the  uterine  canal  that  it  has  become  a  mere  slit  passing  a 
third  or  half  way  around  a  spherical  tumor,  and  no  curette 
can  reach  any  considerable  extent  of  endometrium,  to  say 
nothing  of  mechanical  or  septic  dangers  from  the  attempt. 
Ligation  of  the  uterine  arteries  in  the  vagina  may  be  tried; 
it  has  been  successful,  and,  where  the  parts  are  accessible,  has 
little  danger.  For  removal  of  the  ovaries  the  writer  feels  that 
there  is  very  little  field.  They  are  frequently  flattened  out  or 
buried.  When  the  tumor  invades  the  broad  ligament  there 
may  be  insufficient  ovarian  pedicle  to  secure  against  hemor- 
rhage; the  abdomen  is  necessarily  opened;  sterility  is  caused; 
the  cure  is  not  certain;  the  risk  is  not  appreciably  less  than 
that  of  one  of  the  various  forms  of  hysterectomy,  which,  while 
open  to  some  of  the  same  disadvantages,  surely  will  cure. 
Abdominal  enucleation  or  myomectomy  has  some  field.  Its 
chief  claim  is  to  render  maternity  possible  in  those  not  near 
the  menopause,  and  to  preserve  the  menstrual  function  in  the 
young  woman.  It  is  out  of  place  where  there  are  many  nod- 
ules, as  numerous  small  foci  for  future  growth  are  necessarily 
overlooked,  and  also  when  the  patient  is  at  or  near  the  meno- 
pause. 

Abdominal  hysterectomy  will  always  be  the  best  and  safest 
operation  for  tumors  reaching  out  of  the  true  pelvis,  for  those 
which  are  distinctly  intraligamentary  and  displace  the  ureters, 
for  cases  which  have  had  appendicitis  or  localized  peritonitis, 
or  where  there  is  any  reason  to  suspect  suppurative  disease  of 
the  adnexa  or  extensive  intestinal  adhesions.     It  is  possible  for 
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an  expert  in  vaginal  work  to  overcome  many  of  these  difficul- 
ties, but  a  reasonable  familiarity  with  both  methods  of  operat- 
ing has  led  the  writer  to  adopt  the  position  stated. 

Vaginal  enucleation  of  the  tumor  by  morcellement  is  an  o])e- 
ration  well  known  to  operators  for  several  years.  Though 
many  deaths  from  sepsis  and  from  exhausting  hemorrhage 
have  appeared  in  the  literature  of  the  past,  it  is  an  operation 
which  should  always  be  considered  in  the  case  of  small  tumors 
which  present  prominently  into  the  uterine  cavity.  Unlike 
hysterectomy,  it  is  open  to  the  objection  of  requiring  manip- 
ulations which  cannot  be  guarded  by  a  finger  introduced  on 
the  peritoneal  side  of  the  danger  points.  When  the  presenting 
mass  proves  to  be  part  of  an  irregular  tumor  involving  the 
whole  uterine  wall  and  presenting  irregularly  under  the  peri- 
toneum, the  dangers  of  hemorrhage  and  sepsis  from  perfora- 
tion are  increased.  It  is  only  well  adapted  to  uncomplicated 
conditions. 

There  remains  for  consideration  the  operation  of  vaginal 
hysterectomy.  It  must  be  presupposed  that  the  severity  and 
long  continuance  of  the  hemorrhage  justify  any  mutilating 
operation,  and  that  morcellation  of  the  tumor  itself  is  not  feas- 
ible. It  is  very  desirable  that  the  uterus  and  tumor  be  not 
tightly  locked  in  the  pelvis  by  adhesions  or  by  its  relation  to 
the  broad  ligaments.  There  is  nothing  so  trying  to  the  vaginal 
operator  as  to  work  through  a  small  vagina  upon  a  uterus 
which  cannot  be  drawn  down  far  enough  for  ligation  of  the 
lower  lateral  blood  supply  or  for  the  proper  stripping  of  the 
bladder  in  front.  Where  the  cervix  is  drawn  up,  or  nearly 
obliterated  by  surrounding  masses  so  that  it  cannot  be  drawn 
down  at  all,  the  operation  had  better  be  done  from  above.  If 
the  lower  portion  of  the  uterus  is  accessible,  so  that  a  proper 
start  can  be  made,  the  size  of  the  fundus  makes  less  relative 
difficulty,  as  it  can  be  so  reduced  by  morcellation  that  it  will 
finally  come  out  as  a  mere  collapsed  shell,  as  will  presently  be 
described. 

The  technique  does  not  differ,  in  all  the  earlier  stages,  from 
that  practised  for  carcinoma,  except  that  no  effort  to  curette, 
irrigate,  or  close  the  uterine  cavity  need  ordinarily  be  made. 
The  patient  has  been  shaved  and  the  parts  scrubbed  as  well  as 
possible  the  day  before  operation,  iodoform  gauze  lying  in  the 
vagina  over  night.  Except  in  the  case  of  very  timid  patients, 
this  is  done  previously  so  as  to  shorten  the  time  under  ether. 
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Final  scrubbing  with  green  soap  and  washing  with  bichloride 
of  mercury  having  been  accomplished,  the  usual  incisions  are 
made  in  front  of  and  behind  the  cervix,  the  bladder  and  ureters 
laid  off,  the  peritoneum  opened,  and  the  protecting  gauze  in- 
troduced into  the  abdomen  behind  the  growth.  Two  silk  liga- 
tures are  now  introduced  on  each  side  with  a  blunt  needle. 
The  second  ligature  catches  the  uterine  artery.  The  tissues 
are  cut  along  the  uterine  side  of  these  ligatures  as  high  as  the 
ligation  of  the  blood  supply  will  allow.  At  this  point  begin 
the  procedures  which  make  possible  the  enucleation  of  the 
mass  which  is  too  large  to  be  delivered  through  the  vaginal 
incision.  They  consist  of  strong  traction,  bisection  of  the  ute- 
rus from  before  backward,  and  morcellation  by  cutting  out 
pieces  from  the  centre  of  the  mass  as  it  presents.  It  is  aston- 
ishing how  traction  controls  the  bleeding.  The  uterus  may  be 
thus  reduced  to  a  shell  by  grasping  firmly  a  piece  of  presenting 
tissue,  dragging  down  and  cutting  it  out.  As  soon  as  the  ute- 
rine mass  is  thus  sufficiently  brought  down  and  reduced  in  size, 
the  finger  may  be  passed  completely  above  it,  the  bisecting 
completed,  and  the  operation  ended  by  either  tying  off  or 
clamping  the  remainder  of  the  broad  ligament  on  either  side. 
It  is  the  writer's  custom  to  use  the  Pean  clamp  for  the  upper 
portion  of  the  broad  ligament,  having  secured  the  lower  blood 
supply  with  silk  ligatures.  The  advantages  of  this  combina- 
tion of  methods  are  that  the  larger  arteries  are  secured  by  liga- 
ture, the  safer  way;  more  room  is  left  for  subsequent  proce- 
dur 'S  than  when  clamps  are  used  low  down.  These  ligatures 
are  low  and  are  easily  removed  afterward,  so  that  it  is  possible 
to  use  silk,  which  is  the  safest  mass  ligature  material.  Mass 
ligatures  here  shorten  the  scar  from  above  down  and  give  bet- 
ter subsequent  position  to  the  upper  vagina,  lessening  the  ten- 
dency to  vaginal  descent.  A  very  large  amount  of  the  ease 
and  readiness  with  which  a  fibroid  growth  may  be  dragged 
upon  and  morcellated  will  depend  upon  the  use  of  proper  for- 
ceps for  grasping  tissue.  lb  might  be  thought  a  priori  that 
any  strong  volsella  forceps  would  answer  this  purpose,  but 
it  is  not  so.  The  writer  has  tried  strong  double  tenacula  of 
various  types  in  use  for  other  purposes,  but  finds  that  all  long 
round  points  tear  out  too  easily.  The  forceps  here  described, 
however,  answers  the  purpose  admirably  and  leaves  nothing 
to  be  desired.  It  is  a  copy  made  of  forceps  used  by  Landau,  of 
Berlin.     Who  the  originator  is  I  do  not  know. 
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Essentially,  however,  it  is  a  modification  of  a  very  old  style 
used  in  general  surgery  and  known  as  lion-jaw  forceps.  There 
are  four  strong,  short,  square  canine  teeth,  two  in  each  jaw, 
which  act  in  principle  like  those  of  any  volsella,  but  between 
them  the  strong  flat  material  of  the  instrument  takes  a  crush- 
ing or  pinching  hold  upon  a  mass  of  tissue,  which  is  prevented 
from  slipping  away  by  the  teeth.  This  gives  a  much  stronger 
hold  than  can  be  obtained  with  any  tenaculum  or  volsella 
which  depends  upon  teeth  alone.  When  this  instrument  is 
thrust  against  a  flat,  perpendicular  wall  of  tissue  of  the  con- 
sistence of  fibromatous  structure,  it  will  take  a  bite  which  will 
hold  and  will  allow  of  traction.  Most  forms  of  volsella  will  not 
do  this.  Three  or  four  pairs  used  successively  are  extremely 
useful,  and  make  all  the  difference  between  an  annoying  inse- 
curity with  much  oozing,  and  perfect  control  with  very  little 
bleeding.  The  rectangular  biting  end  when  closed  is  three- 
eighths  by  one-quarter  of  an  inch  in  dimensions.  The  strong, 
square  teeth  are  one-eighth  of  an  inch  long.  The  whole  length 
is  nine  and  a  half  inches.  The  catch  at  the  handle  has  nine 
notches. 

Up  till  two  years  ago  the  writer  used  silk  ligatures  entirely 
in  vaginal  hysterectomy,  owing  to  their  great  security.  The 
long  period  before  the  higher  ones  could  be  brought  away 
led,  however,  to  the  adoption  of  the  combination  of  ligatures 
below  and  clamps  above,  as  previously  stated.  The  only 
dressing  is  a  strip  of  iodoform  gauze  several  yards  in  length, 
packed  in  so  as  to  reach  above  the  clamp  points  and  so  as  to 
completely  fill  the  vagina.  The  lower  portion  of  this  is  re- 
moved on  the  fourth  day  and  the  remainder  on  the  seventh 
day,  to  be  replaced  by  a  much  lighter  packing,  changed  at  in- 
tervals up  to  the  end  of  the  second  week.  The  clamps  are 
gently  loosened  and  drawn  out,  without  disturbing  the  packing, 
at  the  end  of  the  first  forty-eight  hours.  The  bowels  are 
moved  daily  after  the  second  day.  Douching  should  be 
avoided  altogether  up  till  the  end  of  the  second  week,  unless  it 
can  be  given  by  the  surgeon  himself,  with  the  patient  in  the 
lithotomy  position  and  over  a  Sims  speculum,  used  to  secure 
absolute  freedom  of  outflow.  This  is  done  by  the  writer  on 
the  seventh  day  as  a  routine,  and  need  not  be  repeated  for 
several  days.  There  is,  however,  more  or  less  odor  after  the 
first  week  or  ten  days,  unless  the  gauze  is  changed  and  a 
douche  given  every  second  or  third  day.     This  odor  is  due  to 


176  SHOEMAKER:   VAGINAL  HYSTERECTOMY   FOR 

the  death  of  the  stumps  which  were  clamped,  as  well  as  of  cer- 
tain sheets  of  peritoneum,  apparently  broad  ligament,  which 
have  had  their  blood  supply  cut  off.  This  condition  does  no 
harm  and  may  be  neglected.  A  certain  amount  of  this  tissue 
necrosis  appears  to  extend  into  these  thin  layers  of  tissue  be- 
yond the  clamps.  In  nearly  every  case  operated  upon  does  it 
occur,  but  general  sepsis  has  never  occurred  and  no  death  has 
resulted.  On  one  occasion  during  a  dressing,  while  testing  the 
hold  of  a  high  ligature,  the  writer  was  alarmed  by  the  coming 
away  of  a  dead  blood  vessel  quite  two  inches  in  length  and  of 
the  size  of  an  ovarian  artery.  Its  walls  were  gray  and  evi- 
dently dead.  Clotting  had  extended  beyond  the  point  of  sepa- 
ration and  not  the  slightest  bleeding  occurred,  but  ligatures 
have  been  pulled  more  gently  ever  since !  The  convalescence 
of  patients  is  usually  rather  smoother  than  after  abdominal 
section  above  the  pubis.  The  patient  is  more  comfortable, 
looks  and  eats  better  on  the  average,  but  is  more  apt  to 
have  a  temperature  reaching  nearly  to  101"  in  the  first  week, 
probably  owing  to  the  tissue  necrosis  referred  to.  While  it  is 
not  very  common  to  have  the  pulse  never  reach  90  after  an 
abdominal  hysterectomy  in  my  hands,  it  is  not  at  all  unusual 
after  a  vaginal  hysterectomy.  Nature  has  evidently  provided 
for  great  traumatism  about  the  inferior  strait  of  the  pelvis 
without  causing  heart,  respiratory,  and  vasomotor  reflexes. 
The  normal  parturition  is  thus  provided  for.  The  mortality,  in 
the  hands  of  those  accustomed  to  vaginal  hysterectomy  and 
who  work  carefully,  is  undoubtedly  very  low.  It  may  be 
stated  as  about  two  per  cent  in  any  series  including  some  hun- 
dreds of  cases  for  all  causes.  The  mortality  in  the  writer's 
hands  is  so  far  nil,  including  all  cases  of  vaginal  hysterectomy 
performed  for  any  cause,  but  this  must  be  considered  as  to 
some  extent  accidental.  In  a  sufficiently  large  group  of  cases 
the  mortality  would  doubtless  be  at  least  two  per  cent.  A 
typical  case  is  the  following: 

M.  T.,  age  52,  residence  Central  New  York;  two  children, 
the  last  thirty  years  ago;  a  single  miscarriage  soon  after.  In 
early  life  her  menstrual  periods  were  regular,  lasting  three  or 
four  days,  but  always  profuse  and  painful.  Now  follows  the 
old  story,  so  frequently  heard  from  women  with  fibroid  tumors: 
the  menopause  did  not  appear,  and  when  the  patient  was  50 
years  old  the  quantity''  greatly  increased,  and  the  flow,  instead 
of  lasting  three  or  four  days,  lasted  eight  or  ten.  This  contin- 
ued a  year  and  a  half,  i.e.,  up  to  the  time  of  observation, 
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when  she  was  sent  to  me  by  her  physician  on  account  of  broken 
health  due  to  hemorrhage.  The  feet  and  legs  had  swelled 
toward  night  for  a  year.  More  than  a  year  ago  there  began  a 
series  of  attacks  referred  to  the  heart  and  characterized  by 
pallor,  sense  of  grasping  in  the  precordium,  gasping  for  breath, 
weakness  and  faintness.  For  many  months  she  had  been 
obliged  to  sit  down  to  recover  breath  when  half-way  up  a  flight 
of  stairs.  Sudden  exertion  brought  on  a  sensation  described 
as  like  a  hand  grasping  what  was  inside  her  left  chest.  She 
appeared  anemic,  and  the  hemoglobin  estimation  was  39  per 
cent.  The  red  blood  corpuscles  numbered  4,700,000.  The 
pulse  was  weak  and  at  times  irregular.  Rapid  loss  of  flesh  in 
the  previous  six  months.  No  kidney  or  heart  disease  could  be 
demonstrated.  The  dyspnea,  swelling  of  feet,  etc.,  were  there- 
fore attributed  to  the  anemia  from  hemorrhage.  Examination 
showed  a  very  hard,  somewhat  irregular  fibroid  mass  in  Doug- 
las' cul-de-sac,  evidently  uterine  and  rather  too  large  to  be 
delivered  easily  through  the  vagina.  The  cervix  was  deeply 
lacerated  and  had  much  scar  tissue  in  the  angles.  Owing  to 
the  low  hemoglobin,  39  per  cent,  it  was  thought  unwise  to  ope- 
rate without  previous  treatment.  Under  massage,  rest  in  bed, 
and  the  administration  of  peptonates  of  iron  and  manganese, 
the  general  strength  was  increased  and  the  hemoglobin  brought 
to  45  per  cent  in  three  weeks.  Just  before  the  next  menstrual 
period  began  operation  was  performed.  After  ligation  of  the 
lower  blood  supply  with  silk  at  the  sides  of  the  vagina,  the 
uterus  was  bisected  as  far  up  as  possible  and  the  uterine  mass 
cut  away  in  pieces  from  below.  Numerous  small,  round  fibroid 
nodules  were  brought  out,  the  largest  being  two  inches  in 
diameter.  The  bisecting  being  completed,  the  broad  ligaments 
were  clamped  off  and  the  usual  toilet  made.  There  were  no 
complications  in  the  recovery,  and  the  patient  was  seen  a  month 
after  her  discharge  from  the  hospital,  rapidly  regaining  her 
former  health,  and  then  far  better  than  before  operation.  All 
sense  of  precordial  distress  on  exertion  had  gone. 

A  woman,  age  50,  who  had  borne  nine  children  and  had 
had  two  miscarriages,  applied  because  of  increasing  pelvic  dis- 
tress and  excessive  bleeding.  Periods  last  seven  to  fourteen 
days  and  recur  at  two  weeks'  interval.  Quantity  very  great. 
Had  suffered  twelve  years.  Swelling  of  hands  and  feet,  dizzi- 
ness, etc.,  probably  caused  by  anemia.  Offensive  discharge 
one  year.  Loss  of  weight,  twenty-five  pounds.  Uterine  canal 
measures  four  inches.  Symmetrical  enlargement  of  uterus. 
12 
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Vaginal  hysterectomy.  Fibroma  of  uterus.  Well  four  years 
later. 

X.,  age  -47,  suffered  severely  from  hemorrhage,  pelvic  dis- 
tress, and  discharge.  A  large  uterus  with  its  tubes  and  ovaries 
was  firmly  fixed  below  the  sacral  promontory.  Fibroid  degene- 
ration of  the  uterine  walls,  which  were  more  than  an  inch 
in  thickness.  Endometrium  covered  with  abundant  soft  ade- 
nomatous fringes.  The  left  tube  in  the  cul-de-sac  distended 
with  white,  inspissated  pus  of  the  exact  consistence  of  cream 
cheese.  Vaginal  hysterectomy  after  bisection  and  morcella- 
tion.  Troublesome  enucleation  of  whole  of  cheesy  tube.  Nor- 
mal right  tube  and  ovary  left  behind  to  lessen  severity  of 
menopause  symptoms.     Recovery  without  complications;  cure. 

These  cases  serve  as  examples  and  illustrate  the  method  of 
removal  where  the  whole  mass  is  entirely  too  large  for  vaginal 
delivery  unless  first  cut  in  pieces. 

3727  Chestnut  street. 


REMOVAL  OF  BOTH  UTERINE  APPENDAGES  DURING 
PREGNANCY.' 


BY 

J.   WESLEY  BOVfiE,   M.D., 
Washington,  D.  C. 


Arnott  *  and  Burd,'  in  1847,  were  probably  the  first  to  re- 
port abdominal  operations  on  the  uterine  appendages  during 
pregnancy.  Since  that  time  such  cases  have  been  published 
by  hundreds,  and  to-day  one  can  scarcely  find  a  progressive 
abdominal  surgeon  who  considers  pregnancy  a  contraindication 
to  such  necessary  operations  on  any  other  organ  than  the  ute- 
rus. This  is  the  natural  outgrowth  of  ripe  experience  in  such 
work. 

Many  cases  have  been  reported  in  which  an  ovarian  cyst  has 
been  removed  and  years  later  a  second  ovariotomy  complicated 
by  pregnancy  has  been  successfully  done.  Such  cases,  how- 
ever, do  not  belong  to  the  class  to  be  considered  in  this  paper, 
inasmuch  as  but  one  appendage  was  removed  during  preg- 
nancy. 

'  Read  at  a  meeting  of  the  Medical  and  Surgical  Society  of  the  District 
of  Columbia,  January  4,  1900. 
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These  single  operations  were  done  for  forty  years  before  J. 
Knowsley  Thornton,'  on  February  4,  1885,  did  double  ablation 
of  the  appendages,  in  the  fourth  month  of  pregnancy,  for  double 
dermoid  cysts  of  the  ovaries.  The  right  one  was  in  front  of 
and  above  the  uterus,  and  its  pedicle  was  twisted  once  around; 
the  other  tumor  lay  behind  the  uterus  and  extended  to  the  bot- 
tom of  Douglas'  pouch .  At  the  end  of  the  eighth  month  of 
gestation  labor  came  on  rapidly  without  previous  warning,  and 
the  child  was  born  before  the  doctor  arrived.  The  placenta 
was  soon  expelled,  and  the  child  was  breast-nursed.  Accord- 
ing to  my  researches,  this  was  the  first  case  of  removal  of  both 
uterine  appendages  during  pregnancy.  The  operation  was 
next  done,  on  this  continent,  in  1887  by  Munde,  of  New  York; 
Gardner,*  of  Montreal;  and  Montgomery,'  of  Philadelphia. 
The  following  year  Potter,'  of  Buffalo;  Nelson,*  of  Chicago; 
and  Sylvester,"  of  Boston,  performed  the  operation  each  once. 
Since  that  time  the  number  of  operations  has  increased  to  38, 
including  my  own. 

Indications. — Of  these  38  cases  done,  23  were  for  various 
kinds  of  ovarian  cysts,  1  for  '^  tumors  of  both  ovaries,"  6  for 
pus  tubes,  3  for  chronic  salpingo-oophoritis,  1  for  a  large  inope- 
rable uterine  fibroid  in  which  Tait's  plan  of  ablation  of  the  ap- 
pendages was  practised,  1  for  hystero-epilepsy,  1  for  a  parova- 
rian cyst,  and  in  2  cases  the  reason  for  the  operation  was  not 
given. 

Of  the  23  cases  of  ovarian  cysts,  10  are  mentioned  as  being 
dermoids,  and  in  8  of  them  both  ovaries  were  similarly  af- 
fected. In  1  (Gardner's)  the  pedicle  was  twisted  on  its  axis 
three  times,  and  in  another  (Thornton's)  once.  In  both  the 
tumor  was  very  black,  and  no  doubt  the  operation  could  not 
have  been  postponed  with  safety.  In  1,  double  papillomatous 
cysts  were  removed.  There  were  3  cases  of  double  multilocu- 
lar  cysts  and  3  others  with  a  multilocular  cyst  in  one  ovary, 
while  some  other  form  of  disease,  sometimes  a  dermoid  cj^st, 
invaded  its  fellow.  In  2  of  these  one-sided  multilocular  cj'st 
(Potter  and  Anderson),  operated  in  the  fourth  and  third 
months,  the  tumors  weighed  34  and  26  pounds. 

The  presence  of  a  parovarian  cyst  and  a  cystic  ovary  consti- 
tuted the  indications  in  1  case.  In  1  there  was  an  ovarian 
fibrocystoma,  and  the  other  ovary  was  degenerated  into  a 
large  cj'st.  In  8  other  cases  "ovarian  cyst  "was  the  pathologi- 
cal condition  mentioned,  and  in  3  of  them  they  were  bilateral. 

Of  the  tubal  affections  demanding  operation  we  find  9  cases,. 
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Name. 

Indications. 

Month. 

Result. 

Remarks. 

Meredith  '».. 

Double  papilloma- 

Third.. . 

Living  child  at  full 

Drainage  tube 

tous  ovarian 

term. 

thirty-six 

cysts. 

hours. 

Meredith  '^. 

Right  dermoid  and 

Living  child  at  full 

Normal  uterine 

left  multilocular 

term. 

contraction 

ovarian  cyst. 

and  perfect  in- 
volution. 

Michie". ... 

Left  pus  tube; 
right  thickened ; 
inflamed  and  ad 
herent    append- 

Fourth.. 

Natural  delivery 
at  full  term. 

Gardner  =  . . 

age. 
Dermoid ;  pedicle 
twisted  three 
times;  other 
ovarj-^  enlarged 
and  cystic. 

Second.. 

Delivery  full  term. 

Wall  of  dermoid 
black;  cavity 
irrigated;  tube 
in  five  days, 
unsuspected. 

Smith  »2   ... 

Left  tube  nearly 
closed  at  fimbriae 
and  restricted  at 
uterine  end. 

First.... 

<(           t<      << 

Prokopjeff  '= 

Double  ovarian 
cyst. 

Montgomery 

Third. . . 

•'            "      " 

Delage- 

Pyosalpinx  and 

Fourth.. 

n                        •<             '  • 

Agglutinized  in- 

niere '•• 

hematosalpinx. 

testine  adher- 
ent to  uterus. 

Cotterell  '=. . 

Double  multilocu- 

Third.. . 

Abortion  forty- 

Keith  drainage 

lar  ovarian  cysts 

two  hours  later, 
and  death  three 
hours  later. 

tube.     A  half- 
starved  and 
cruelly-treat- 
ed woman. 

Thornton  ^.. 

Double  dermoids; 
one  pedicle 
twisted. 

Fourth.. 

Living  child  deliv- 
ered at  eight 
months. 

Munde  * 

Double  dermoids. . 

Fifth. . . 

Aborted  seventy- 
two  hours  later. 

Potter '  . . . . 

Left  multilocular 
ovarian  cyst, 
thirty-four 
pounds. 

Cystic  right  ovary 

Fourth.. 

Delivered  full  term 

Stratz '«.... 

Third. . . 

Recovery. 

No  subsequent 
record. 

Sutton".... 

Double  salpingo- 

Second.. 

Delivered  twins, 

Unsuspected 

oophoritis. 

full  term. 

pregnancy. 

Nelson  * 

Hystero-epilepsy. . 

First.... 

Living  child,  full 
term. 

Unsuspected 
pregnancy. 

Hall  18 

Ovarian  cyst,  and 
opposite  append 
age  embedded 
in  adhesions. 

Third. . . 

! 

Full  term,  living. 

Eliot" 

Double  pyosalpins 

.  Second. 

Emptied  uterus  at 
five  months. 

Grarrigues  =". 

Double  dermoids. 

Third. . . 

Abortion  eleven 
days  later. 

Sylvester  * . . 

Inoperable  uterine 

s  Third. . . 

Still- birth    instru- 

Pregnancy  un- 

fibroid.   Tait's 

mentally  at 

suspected. 

operation. 

term. 
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Name.        [ 

Indications. 

Month. 

Result. 

Remarks. 

Kingman  ''. 

Double    mutilocu- 

rhird. . . 

Living  child  at        ] 

Jow  forceps; 

lar  cysts. 

term. 

severe  post- 
partum hem- 
orrhage. 

Kingman  *'. 

Double  multilocu- 
lar  cysts. 

Same  night  passed 
hydatidiform 
placental  mole. 

Anderson  -*.■ 

Vlultilocular  cyst, 
twenty- six 
pounds.     Other 
appendage  re- 
moved for  satis- 
factory reasons. 

Third. . . 

Normal  labor  at 
term. 

Anderson  ". 

Pus  tube  and  en- 
larged ovaries. 

Third. . . 

Living  child  at 
seven  months. 

Unsuspected. 

Roberts  ^^. . . 

Both  ovaries  and    jThird. . . 

Living  child  at 

tubes  bound  by 

term. 

adhesions. 

Morrison  **. . 

Double  ovarian 
dermoids. 

Fifth... 

Living  child  at 
term. 

Schroder  «5.. 

Left  ovarian  cysto-  Fifth . . . 

Aborted  seven 

fibroma,  right 

weeks  later. 

ovarian  cyst. 

Veit" 

Tumor    both  ova- 

Second. 

Full  term 

Martin".... 

ries. 
Double  ovarian 
cysts. 

Third... 

Full  term,  normal. 

Abortion   immi- 
nent. 

Polaillon=8.. 

Double  ovarian       Third. . . 

<<               (<                        n 

cysts. 

Flaischlen '« 

Double  ovarian 
dermoids. 

Third. . . 

li           ((                 a 

Bantock^".. 

Double  ovarian 
dermoids. 

Third. . . 

No  abortion 

Reported  one 
month  after 
operation. 

Matthei*'... 

Double  ovarian 

Fifth... 

Placenta  previa 

dermoids. 

fourteen  days 
later. 

Landau  ^... 

Double  ovarian 
cysts. 

Fourth  . 

Living  child  at 
full  term. 

MerkeP^... 

Parovarian  cyst 
and  cystic  ovary 

Full  term,  normal. 

Mouchet  ^*. . 

Ovarian  cyst  and 
sclerotic  ovary. 

Third. . . 

H               l(                   <( 

Lebedeff  ^. . 

Double  dermoids. 

Baldy35 

Double  pyosalpinx 
and  abscess  of 
uterine  wall. 

Fifth.. 

Term  labor 

Insane  woman. 

Bovee  

Double  pyosalpinx 

Second. 

1 

Forceps;  still- 
birth. 

besides,  in  some  of  the  ovarian-cyst  cases,  a  condition  of  the 
opposite  tube  resulting  from  severe  salpingitis,  rendering  non- 
intervention hazardous.  In  6  of  these  9  cases  pus  was  present 
on  one  or  both  sides,  and  in  1  (Baldy's)  an  abscess  in  the  ute- 
rine wall  was  curetted  and  sutured. 

The  indications  for  double  salpingo-oophorectomy  during 
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pregnancy  may  be  enlarged  to  include  other  pathological  con- 
ditions of  the  appendages,  but  enough  has  been  demonstrated 
to  place  beyond  doubt  the  advisability  of  this  operation  during 
pregnancy  with  nearly  the  same  impunity  as  when  this  com- 
plication does  not  exist,  as  will  be  shown  later  in  this  paper  or 
by  reference  to  the  accompanying  table.  In  many  cases  the 
presence  of  ovarian  tumors  is  not  noticed  until  pregnancy  has 
progressed  some  months.  This  may  be  accounted  for  by  the 
uterus  pushing  them  up  out  of  the  pelvis  to  a  position  in  which 
they  are  more  readily  discovered.  Or  it  may  result  from  the 
unusually  rapid  growth  of  tumors  of  the  ovaries  or  the  uterus 
during  pregnancy,  which  has  become  a  recognized  fact.  Koe- 
berle  and  Spencer  Wells  formerl}'  thought  ovarian  tumors 
decreased  in  size  during  pregnancy.  The  latter  once  had  a 
patient  who  had  a  dermoid  for  eighteen  years  and  several  full- 
term  pregnancies  in  the  interim.  After  each  labor  the  tumor 
seemed  to  increase  in  size,  and  shrink  during  pregnancy.  Such 
tumors  usually  grow  more  slowly  than  other  ovarian  tumors, 
yet  it  has  been  well  proved  that  pregnancy,  instead  of  decreas- 
ing, usually  increases  the  size  of  such  tumors.  Dermoid  C3'sts 
are  far  from  innocent  and  are  remarkably  common  in  preg- 
nancy. 

In  my  table  they  were  present  in  10  of  the  23  cases  of  ovarian 
cysts,  and  in  8  of  them  double.  When  double  in  pregnancy 
their  positions  are  in  front  of  and  behind  the  uterus  usually. 
They  are  exceedingly  liable  to  axis  rotation,  in  which  condition 
a  dermoid  would  be  extremely  dangerous.  As  alternatives  for 
operation  in  such  cases  we  have  puncture  of  the  cyst,  induction 
of  premature  labor  or  abortion,  with  or  without  subsequent 
operation,  Porro's  operation,  or  ovariotomy  at  term  or  later.  I 
feel  none  of  them  are  true  alternatives  for  early  abdominal 
operation.  They  may  be  employed  in  certain  special  cases  in 
which  an  abdominal  operation  is  inadvisable  at  the  time. 
Litzmann  found  in  56  cases  of  pregnancy  complicated  by  ova- 
rian tumors  24  women  (43  per  cent)  died  in  labor.  Heiberg'* 
found  in  291  such  cases  one-fourth  of  the  mothers  and  three- 
fourths  of  the  children  died,  and  Jetter  says  30  per  cent  of 
women  under  such  conditions  die  in  labor.  Playfair  says  of 
13  such  cases  left  to  Nature  7  recovered  and  6  died,  and  T. 
Spencer  Wells  mentions  3  cases  where  death  followed  sponta- 
neous rupture  in  the  sixth  or  seventh  month.  It  is  not  neces- 
sary to  refer  to  statistics  demonstrating  the  great  danger  con- 
stituted by  pyosalpingitis  as  a  complication  of  pregnancy  and 
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labor.  It  is  well  known  that  during  the  stretching  of  the 
broad  ligaments  incident  to  the  enlargement  of  the  pregnant 
uterus,  a  pyosalpinx  is  greatly  disturbed  in  its  anatomical  rela- 
tions and  may  leak  into  the  peritoneum  at  any  time,  thus  cre- 
ating extensive  mischief.  Especially  is  this  probable  as  the 
result  of  pressure  from  the  uterus  in  advanced  pregnancy. 
During  the  violent  contractions  of  the  uterus  and  abdominal 
walls  incident  to  parturition,  rupture  is  exceedingly  imminent. 

In  these  cases,  it  should  be  remembered,  we  have  two  lives 
at  stake.  To  terminate  the  pregnancy  before  the  viability  of 
the  fetus  has  been  reached  is  to  deliberately  sacrifice  one  of 
them.  The  mother's  life  is  the  more  valuable  usually,  and 
therefore  the  one  to  be  saved,  if  we  must  in  a  given  case  decide 
between  mother  and  child.  Fortunately  this  is  rare.  If  an 
ovarian  tumor  be  small,  giving  no  trouble  and  not  noticed 
until  pregnancy  has  reached  the  ninth  month,  its  extirpation 
may  be  postponed  until  after  delivery.  Under  nearly  all  cir- 
cumstances removal  of  the  tumor  is  called  for  as  soon  as  dis- 
covered. The  early  months — the  third  and  fourth,  according 
to  statistics  " — are  most  favorable  both  for  mother  and  child. 
In  the  later  months  the  presence  of  the  large  uterus  even  handi- 
caps the  operation.  Tapping  is  inadvisable,  as  the  cyst  con- 
tents are  often  exceedingly  irritable  to  the  peritoneum. 

Double  Pyosalpingitis  complicating  Two  Months'  Preg- 
nancy.— Mary  M.,  39  years  of  age,  multipara,  was  admitted  to 
Columbia  Hospital  May  10,  1891,  complaining  of  severe  pain 
in  both  sides  of  the  lower  abdomen.  Her  last  confinement  was 
five  years  ago,  and  she  has  had  three  abortions,  the  last  of 
which  was  about  one  year  ago.  Her  menses  began  at  the  age 
of  13,  have  recently  occurred  every  two  to  three  weeks,  and 
lasted  but  three  days.  They  last  occurred  March  19, 1894.  She 
has  had  a  profuse  yellow  discharge  since  her  trouble  began 
three  months  ago,  and  gives  a  history  of  repeated  attacks  of 
pelvic  inflammation  during  the  past  five  years.  She  is  now 
very  nervous  and  troubled  with  loss  of  sleep  and  appetite. 

An  examination  revealed  a  lacerated  perineum  and  cervix, 
a  normal  vagina  with  no  discoloration  of  pregnancy.  The 
cervix  was  well  to  the  left,  and  the  uterus  considerably  en- 
larged but  somewhat  movable.  The  appendages  were  both 
much  enlarged,  fixed,  and  tender.  Pregnancy  and  pus  tubes 
was  diagnosed  and  operation  seemed  imperative.  Accord- 
ingly, on  May  17,  1894,  she  was  etherized  and  the  abdomen 
opened.     The  uterus  was  found  to  be  enlarged  to  about  two 
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months'  pregnancy.  The  left  tube  contained  pus,  which  poured 
out  of  the  fimbriated  end  when  this  was  separated  from  adhe- 
sions, and  the  ovary  was  embedded  in  adhesions;  the  right 
ovary  was  much  enlarged,  contained  what  is  known  as  a 
true  corpus  luteum,  and  was  badly  adherent,  and  the  tube  on 
this  side  contained  about  one  drachm  of  pus.  The  appendages 
were  carefully  removed,  the  pelvis  carefully  cleansed  with 
gauze,  and  the  abdomen  completely  closed.  She  made  a  good 
recovery,  and  on  the  24:th  of  the  following  December  was  de- 
livered by  forceps,  after  a  tedious  labor,  of  a  still-born  child. 
Her  confinement  was  in  the  obstetric  ward  of  Dr.  A.  F.  A.  King 
in  Columbia  Hospital.     She  made  a  good  recovery  after  labor. 

Results. — But  1  death  occurred  in  the  38  cases,  a  mortality 
rate  of  2.6  per  cent — a  very  low  one  for  abdominal  surgery  for 
the  conditions  that  were  found.  In  this  fatal  case  of  Cot- 
terell's  the  patient  was  a  half-starved  woman  who  had  been 
severely  beaten  by  her  husband  just  before  the  operation. 
She  aborted  forty-two  hours  after  the  operation,  and  survived 
this  last  ordeal  but  three  hours.  Twenty-eight  of  the  women 
were  delivered  at  or  near  full  term,  two  having  premature  chil- 
dren that  thrived.  One  of  the  full-term  cases  (Sutton's)  had 
living  twins  and  4  cases  aborted,  all  within  the  first  seven  weeks 
after  the  operation.  In  1  the  uterus  was  emptied  at  five 
months'  gestation,  three  months  after  operation,  for  fear  that 
fixation  of  the  uterus  would  cause  difficult  labor — a  very 
doubtful  indication  for  the  procedure.  In  2  no  result  is  given, 
and  in  another  the  case  was  reported  a  month  after  operation. 
Although  abortion  had  not  then  occurred,  we  do  not  know  the 
history  for  the  six  months  after  operation.  In  another  case  a 
hydatidif orm  placental  mole  was  passed  shortly  after  operation, 
and  in  the  remaining  1  placenta  previa  was  discovered  fourteen 
days  after  operation  and  the  uterus  emptied.  Of  the  32  cases 
we  have  to  consider  from  this  standpoint,  4,  or  12^  per  cent, 
aborted,  and  in  1  (Martin's)  abortion  was  probably  averted  by 
the  operation;  2  were  delivered  at  full  term  by  forceps  of  still- 
births. In  1  was  a  large  fibroid,  and  in  the  other  the  death  of 
the  child  was  probably  due  to  tedious  labor.  Another  had 
severe  postpartal  hemorrhage,  after  delivery  of  a  living  child 
with  low  forceps. 

We  have,  then,  of  the  32  cases,  32  living  mothers  and  26 
living  children.  This  is  believed  to  be  as  good  a  result  as 
attains  in  general  obstetric  practice  without  such  severe  com- 
plications. 
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The  extreme  degree  of  tolerance  of  the  pregnant  uterus  has 
been  frequently  demonstrated  by  the  various  accidents  that 
have  occurred  to  pregnant  women  and  from  which  various 
injuries  of  the  lower  abdominal  and  pelvic  organs  have  re- 
sulted. It  is  interesting  to  note  in  how  many  of  the  cases 
tabulated  herein  the  presence  of  pregnancy  was  not  suspicioned 
and  manipulations  of  the  uterus  not  spared,  though  in  not  one 
of  them  was  the  pregnancy  interrupted.  In  some  of  them  the 
peritoneal  cavity  was  washed  out,  and  in  some  a  glass  drainage 
tube  was  employed  for  various  lengths  of  time  up  to  nine  days, 
without  interrupting  the  pregnancy  in  but  1  case — the  one  that 
died.  In  Nelson's  case,  in  which  pregnancy  was  not  suspected, 
the  patient  was  even  highly  neurotic,  having  severe  hystero- 
epilepsy.  She  had  not  only  complete  cessation  of  convulsions, 
but  a  living  child  after  a  normal  labor.  In  Delagenieres  case 
intestinal  loops  were  fastened  to  the  uterus  and  separated  with 
difficulty;  no  interruption.  In  Baldy's  case  the  woman  was  in- 
sane, and  not  only  had  double  pus  tubes,  but  an  abscess  in  the 
wall  of  the  uterus  that  was  curetted  and  sutured.  The  woman 
had  a  living  child  at  full  term.  Myomectomy  during  preg- 
nancy has  often  been  successfully  done.  I  might  cite  a  case 
in  my  service  at  Columbia  Hospital  as  an  example.  Mrs.  W., 
31  years  of  age,  married  in  June,  1899.  Her  menses  were  pro- 
fuse, lasted  seven  to  ten  days,  were  regular,  and  last  occurred 
July  12.  She  suffered  terrific  pain  in  the  hypogastrium  since 
July,  at  which  time  she  noticed  a  considerable  swelling  in  the 
same  region.  The  pain  became  unendurable  before  operation, 
November  2,  1899.  The  night  before  the  operation  she  was 
given  hypodermatically  three-eighths  of  a  grain  of  morphia, 
which  did  not  sufficiently  relieve  her  to  permit  sleep.  The 
pregnant  uterus  was  easily  felt,  and  above  it  a  large  dumb-bell- 
shaped  tumor  lying  transversely  in  the  abdomen  and  reaching 
above  the  umbilicus.  At  the  operation  myomectomy  was 
done,  removing  a  six-pound  degenerating  fibroid  attached  to 
the  posterior  surface  of  the  fundus  by  a  pedicle  one  inch  long 
and  three  by  one  inch  in  transverse  dimensions.  The  stump  was 
sutured  by  catgut.  She  made  a  complete  recovery,  and  now 
(two  months  later)  the  pregnancy  is  continuing.  She  has 
never  had  the  slightest  evidence  of  uterine  contractions.  How- 
ever, myomectomy  is  contraindicated  during  labor  generally. 
Thus  far  about  60  per  cent  of  mothers  have  died. 

Technique. — In  abdominal  operations  during  pregnancy  it 
is  extremely  important  to  molest  the  uterus  as  little  as  pos- 
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sible.  Even  handling  it  may  excite  uterine  contractions  that 
may  end  in  emptying  the  organ.  Certainly  no  forceps  or 
volsella  should  be  used  to  la}'  hold  of  it,  if  any  other  proced- 
ure can  be  employed.  It  is  easily  understood  that  the  Fallo- 
pian tube  and  ovarian  ligament  need  not  be  removed  so  close 
to  the  uterine  body  in  removal  of  ovarian  tumors  as  in  salpingo- 
oophorectomy  for  suppurative  disease  of  these  organs  ;  and  it 
is  but  reasonable  to  sup]iose  the  closer  the  ligature  is  placed  to 
the  uterus  the  more  irritation  of  that  organ  is  produced  and 
consequent  danger  of  invoking  abortion.  The  Tyler  Smith 
theory  of  labor  pains  being  started  by  ovulation  is  surely 
blasted  by  the  history  of  these  cases.  Certainly  absent  ovaries 
can  have  no  such  effect.  One  might  infer  from  the  teaching 
of  Tait  and  the  concurrence  of  his  pupil — Johnstone,  of  Cin- 
cinnati— that  the  nerve  plexus  at  the  junction  of  the  tube  and 
uterus  would  still  be  acting  as  an  excitant  here,  but  no  evi- 
dence appears  to  prove  it.  With  a  healthy  uterus  and  a  good 
general  condition  of  the  patient,  menstruation  does  not  occur 
after  double  salpingo-oophorectomy  in  the  usual  way,  and 
likewise  it  is  improbable  that  it  has  any  additional  influence  if 
pregnancy  exist  in  this  normal  uterus.  It  is  worthy  of  note 
that  in  some  of  these  reported  cases  involution  was  normal. 
After  operation  the  condition  of  the  patient  should  be  carefully 
watched,  and  at  the  first  evidence  of  uterine  pain  or  contrac- 
tions opium  should  be  administered  sufficiently  freely  to 
control  from  the  very  start  efforts  at  abortion  before  any  dam- 
age is  done. 
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THE   SURGICAL  AND    MECHANICAL  TREATMENT  OF 
DYSMENORRHEA." 


BY 

I.  S.  STONE,  M  D., 
Washington,  D.  C. 


The  question  may  be  asked  of  physicians  generally,  and  of 
gynecologists  particularly,  "  Is  dysmenorrhea  treated  with 
greater  success  than  it  was  twenty-five  years  ago?  " 

If  the  question  were  asked  with  reference  to  many  other  dis- 
orders peculiar  to  women,  we  might  with  truth  give  an  affir- 
mative reply,  for  surgery  has  revolutionized  the  treatment  of 
many  of  the  disorders  of  the  pelvic  organs  of  women.  An  ex- 
ception is  therefore  made,  and  it  is  the  intention  of  your  essay- 
ist to  briefly  mention  some  methods  of  treatment  more  or  less 
in  vogue,  and  to  pass  judgment  upon  them,  which  may  or  may 
not  meet  with  the  approval  of  this  Society. 

This  paper  will,  therefore,  deal  chiefly  with  those  forms  of 
dysmenorrhea  believed  to  be  "obstructive  "  or  to  require  some 
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means  of  altering  the  shape  or  size  of  the  uterine  canal.  The 
whole  subject  of  dysmenorrhea  is  far  too  wide  to  be  discussed 
in  a  paper  like  this,  which  must  be  read  and  considered  in  one 
short  evening.  We  will,  therefore,  first  consider  briefly  the 
varieties,  and  then  some  methods  of  affording  relief.  The  vast 
number  of  women  who  suffer  pain  at  the  monthly  period 
would  almost  lead  us  to  suggest  that  it  is  the  rule  for  women, 
at  some  time  during  their  menstrual  lives,  to  suffer  in  this  way. 
Indeed,  many  very  excellent  observers  incline  to  the  opinion 
that  nearly  all  young  women  do  suffer  inconvenience,  if  not 
severe  pain,  at  the  period.  We  are  often,  indeed  almost  con- 
stantly, reminded  of  the  amount  of  suffering  due  to  the  men- 
strual function,  and  we  must  all  confess  how  powerless  we  are 
to  more  than  mitigate  its  severity  in  most  cases.  We  have 
every  reason  to  believe  that  a  very  large  proportion  of  our 
young  women  who  are  students  of  high  schools,  academies, 
and  colleges  do  suffer  greatly  from  dysmenorrhea,  so  much  so 
that  they  frequently  lose  one,  two,  or  even  three  days  from 
their  duties  each  month.  No  other  proof  of  this  statement  is 
wanted  than  the  well-known  professional  belief  that  all  young 
women  students  would  have  better  health  could  they  be  relieved 
of  work  during  the  menstrual  period.  But  we  have  no  time  to 
consider  this  part  of  the  subject,  further  than  to  note  the  influ- 
ence of  modern  educational  methods  and  of  social  customs 
upon  the  development  of  this  now  almost  universal  disease. 
As  neurasthenia  is  becoming  so  prevalent,  so  is  dysmenorrhea 
likewise  almost  always  present  in  neurasthenic  women  who 
menstruate.  But,  aside  from  these  neurasthenic  cases,  there 
are  many  cases  of  dysmenorrhea  which  appear  to  be  due  to 
some  other  cause  than  a  neurosis.  Authors  divide  these  cases 
into  constitutional  and  local,  but  for  this  evening  we  will  only 
discuss  those  cases  we  believe  to  be  due  to  some  form  of  ob- 
struction. 

Symptoms. — The  symptoms  of  obstructive  dysmenorrhea  are 
not  classical  nor  even  constant.  We  sometimes  see  women 
suffer  greatly  with  bearing-down  pains,  like  those  due  to  the 
expulsion  of  an  ovum,  yet  such  cases  do  not  always  prove  to 
have  large,  or  even  any,  accumulation  within  the  body  of  the 
uterus.  The  pain  is  then  often  "expulsive,"  and  out  of  pro- 
portion in  severity  to  the  size  of  the  clot  or  membrane  or 
amount  of  blood  expelled. 

Again,  these  cases  having  expulsive  or  bearing-down  pains 
do  not  always  have  stenosis.     The  flexion,  if  present,  is  not 
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always  marked,  and  if  there  is  a  slight  stenosis  the  uterine 
sound  will  easily  enter  through  the  internal  os.  We  often  see 
quite  as  much  or  perhaps  more  pain  in  those  cases  having  a 
small  (•'infantile")  uterus  and  scanty  flow.  We  have,  there- 
fore, some  difficulty  in  reaching  a  decision  in  any  case,  even 
with  the  aid  of  bimanual  examination  under  anesthesia,  as  to 
the  cause  of  pain.  The  symptoms  usually  presented  in  girls 
and  young  women,  although  expressive  of  great  local  pain, 
often  are  accompanied  by  backache,  cephalalgia,  and  other  re- 
flex or  constitutional  disturbances,  all  adding  to  the  difficulty  of 
making  a  diagnosis  and  of  affording  prompt  and  permanent 
relief.  (It  is  generally  supposed  by  the  profession  that  real 
obstruction,  due  to  a  stenosed  cervix,  causes  a  retention  of  a 
considerable  quantity  of  menstrual  blood  within  the  uterus, 
that  this  retained  blood  causes  uterine  colic,  etc.  It  may  be 
expelled  in  quantity,  as  with  a  powerful  uterine  contraction, 
or  slowly,  drop  by  drop,  after  softening  and  dilatation  of  the 
cervix  is  sufficiently  accomplished.  It  has  not  been  my  good 
fortune  to  meet  with  a  single  instance  of  this  kind  where  dys- 
menorrhea was  the  only,  or  even  the  chief,  symptom.  Ob- 
viously, these  cases  give  rise  to  hematometra  and  similar 
conditions,  which  are  not  infrequently  seen  and  treated  by 
every  gynecologist.) 

Let  us,  then,  in  view  of  these  rather  serious  hindrances  to 
a  clear  and  easy  diagnosis,  suggest,  as  far  as  possible,  only 
medical,  or  at  least  no  surgical,  methods  in  the  treatment  of 
young  and  undeveloped  women.  It  is  my  great  desire  to  pro- 
tect the  young  women,  especially  virgins  under  21  years  of 
age,  from  examinations,  and  especially  from  instrumental  or 
so-called  surgical  treatment  of  dysmenorrhea.  We  must,  in 
rare  instances,  make  these  examinations  of  young  women,  and, 
as  generally  suggested ,  rectal  examinations  will  reveal  all  that 
is  necessary  or  desirable  to  learn  of  the  virgin  pelvic  organs. 

In  the  absence  of  pelvic  infection  or  severe  displacements,  it 
must  be  exceptional  that  we  need  resort  to  surgical  interven- 
tion for  the  relief  of  dysmenorrhea.  Personally,  I  wish  to 
enter  a  protest  against  the  common  practice  of  regarding  these 
slight  malpositions  of  the  uterus  as  the  cause  of  dysmenorrhea. 
There  is  often  a  cause  elsewhere  than  in  the  uterus  itself,  and 
it  is  our  duty  to  ascertain  this  cause  and  remove  it,  as  far  as 
possible.  We  will  also  accidentally  find  many  cases  of  dis- 
placed uteri  which  have  never  given  their  possessors  any  pain. 

Excluding  the  young,  undeveloped  woman,  and  all  others 
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having  constitutiomil  or  other  general  or  local  causes  for  dys- 
menorrhea, we  will  find  occasionally  a  sufferer  from  what  we 
believe  to  be  congenital  or  acquired  obstruction  or  stenosis. 
This  obstruction  may,  in  rare  instances,  be  due  to  malposition 
of  the  uterus,  its  body  or  neck,  or  to  traumatism,  etc.  How 
shall  we  treat  such  cases? 

First  exclude  other  pelvic  mischief,  such  as  results  of  tuber- 
cular or  other  infection  of  any  of  the  pelvic  structures.  In 
every  case  which  has  resisted  the  usual  medical  treatment,  the 
consultant  or  specialist  should  make  an  examination  under 
anesthesia.  The  uterine  sound  has  probably  been  passed  and 
the  specialist  will  probably  be  told  that  it  passes  with  difficulty. 
However,  we  recommend  as  of  the  utmost  importance  this 
administration  of  anesthesia  in  all  chronic  or  persistent  cases. 
It  is  unnecessary  to  say  this  here,  for  we  all  recognize  the 
value  of  the  information  to  be  gained  and  the  possible  advan- 
tage which  may  accrue  to  the  patient.  We  often  find  prolapsed 
and  adherent  ovaries  and  Fallopian  tubes  where  such  a  condi- 
tion has  not  been  suspected.  It  is  our  duty  to  release  these 
imprisoned  organs.  Some  will  accomplish  this  by  massage, 
and  with  gradual  and  methodical,  not  to  say  patient  and  per- 
sistent, effort  accomplish  what  may  be  done  at  one  sitting. 
B}"  this  I  do  not  wish  to  say  that  massage  is  not  to  be  used, 
but  we  are  not  speaking  of  the  massage  treatment  of  pelvic 
disease  at  the  present  time.  If  the  uterus  is  strongly  flexed, 
repeated  replacement,  or  even  massage  as  suggested  by  Dr. 
Dudley,  of  Chicago,  may  be  tried,  but  we  have  no  positive 
evidence  that  the  result  of  such  efforts  warrants  any  hope  of 
important  or  even  partial  relief. 

The  mechanical  relief  of  dysmenorrhea  would  include  the 
application  of  pessaries  in  those  cases  where  a  displacement 
appears  to  be  the  cause  of  pain.  My  belief  is  that  relief  is  not 
often  afforded  if  the  pain  is  due  to  alteration  in  shape  or  size  of 
the  uterine  canal.  Not  so  with  ''congestive"  cases,  however, 
or  in  those  having  a  degree  of  prolapse,  for  these  are  often 
relieved.  Given  a  case  of  real  stenosis,  which  only  admits  a 
small  sound  or  probe,  and  which,  in  our  opinion,  barely  per- 
mits the  escape  of  the  menstrual  flow,  what  is  the  best,  safest, 
and  speediest  method  of  cure,  if  there  be  a  cure  known  to  the 
profession  short  of  sacrificial  surgery?  Pages  might  be  written 
on  the  treatment  of  stenosis  by  intrauterine  stem  pessaries,  etc. 
The  diversity  of  opinion  now  existing  in  the  medical  mind 
proves  how  uncertain  is  the  relief  afforded  by  these  and  similar 
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devices.  Some  authors,  speaking  with  force  and  great  author- 
ity, suggest  divulsion,  curettage,  and  packing  with  gauze  in 
about  all  of  these  cases.  They  see  endometritis  at  the  bottom 
of  each  case. 

It  is  doubtful  if  any  uterus  was  ever  cured  of  a  flexion  by  a 
stem  pessary,  unless  inflammatory  changes  induced  by  its 
presence  helped  to  maintain  the  organ  in  position.  (It  must 
not  be  forgotten  that,  in  nearly  every  case  of  flexion  of  the 
uterus,  the  body  of  the  uterus  itself  has  undergone  changes 
at  the  flexure,  due  to  defective  circulation,  pressure,  atrophy, 
etc.  Dysmenorrhea  may  be  due  to  these  changes  in  the  mus- 
cles of  the  uterus  as  well  as  to  those  of  the  mucous  membrane. 
Obviously,  the  routine,  divulsion,  curettage,  or  even  use  of 
intrauterine  stem,  must  fail  to  cure  such  cases.) 

In  anteflexion  we  have  other  resources  to  suggest  than  the 
use  of  stem  pessaries,  while  in  retroflexion  or  retroversion,  of 
surgery,  it  may  be  said,  very  little  is  left  to  be  desired  to  at 
least  overcome  the  displacement. 

In  mild  cases  of  stenosis  of  the  internal  os  we  have,  in  some 
instances,  benefited  patients  by  dilatation  and  insertion  of  Out- 
erbridge's  silver  wire  speculum  stem,  which  permits  drainage 
and  prevents  the  return  of  the  os  to  its  former  size.  But  even 
with  this  in  position  and  an  easy  escape  of  blood  provided,  we 
may  find  that  some  other  cause  must  be  found  to  explain  the 
great  pain  experienced  by  the  patient.  It  is,  however,  a 
useful  instrument,  and  can  be  used  with  less  danger  than  the 
large  hard-rubber  stem. 

The  writer  believes  that,  while  forcible  divulsion  in  some 
rare  instances  may  relieve  dysmenorrhea,  it  is  an  operation  of 
great  danger  and  ought  to  be  done  by  experienced  physicians 
only,  who  will  know  how  to  care  for  the  patient  in  case  of  ac- 
cident. We  say  this  with  knowledge  and  speaking  after  many 
observations  of  permanent  damage  done  to  patients  previously 
free  from  organic  disease.  We  do  not  believe  competent  men 
do  the  greater  number  of  these  operations,  but  we  do  know, 
from  many  statements  of  patients  and  physicians,  that  this  and 
many  so-called  minor  operations  are  done  by  incompetent  and 
ill-advised  parties,  who  promise  no  danger  to  their  patients, 
while  in  numerous  instances  the  train  of  woe  resulting  is  a 
long  one,  and  a  sad  one  too. 

Note. — Bland  Sutton  calls  attention  to  the  fact  that  we  must  estimate 
the  size  of  an  internal  os  as  we  withdraw  the  sound,  because  of  obvious 
difficulties  in  entering  the  cavity. 
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Excepting  operations  requiring  removal  of  intrauterine 
growths,  the  writer  has  not  divulsed  a  uterus  for  several  years. 
He  believes  the  operation  generally  unnecessary,  and  he 
knows  it  is  the  rule  for  ''  tlivulsion  "  to  be  rarely  of  permanent 
benefit.  If  any  one  thinks,  by  extreme  nerve  pressure  pro- 
duced in  this  way,  he  can  relieve  pain  in  a  sensitive  cervix,  all 
well;  but  there  should  be  little  need  of  extreme  laceration  of 
muscular  or  even  of  mucous  tissues.  Gradual  dilatation  with 
steel  sounds  or  small  dilator,  just  before  a  monthly  period,  oc- 
casionally does  lessen  the  pain,  although  there  is  no  great 
amount  of  stenosis  present;  but  this  does  not  continue,  and 
unless  we  use  this  tentatively,  or  during  the  months  required 
to  restore  the  patient's  general  health,  we  fail  to  provide  per- 
manent relief.  Slight  dilatation  does,  however,  suffice  in  some 
instances  to  indicate  the  kind  of  treatment  required. 

With  reference  to  the  utility  of  "discission,"  our  limited 
experience  does  not  suffice  to  furnish  an  opinion.  We  have 
rarely  thought  such  an  operation  indicated  and  have  consented 
to  its  performance  only  a  few  times.  Slight  incision  of  the 
external  os  uteri  is,  however,  occasionally  required,  and  if  the 
canal  is  kept  open  by  an  Outerbridge  wire  speculum  or  contin- 
ued packing  with  gauze,  some  relief  may  be  obtained.  The 
writer  has  performed  these  operations  more  for  the  relief  of 
sterility  than  for  dysmenorrhea. 

Divulsion  of  the  cervix  was  first  practised  and  taught  by  Sir 
James  Simpson,  who  used  the  bilateral  incision.  Sims  gave 
the  weight  of  his  opinion  in  favor  of  antero-posterior  incision, 
and,  as  all  know,  cut  the  anterior  wall  as  well  as  the  posterior 
lip  when  necessary  in  acute  anteflexion.  But  even  in  my  very 
limited  experience  the  operation  has  repeatedly  failed,  and, 
without  mentioning  its  failure  to  cure  at  the  time  of  operation, 
its  object  is  not  attained,  for  both  incisions  generally  reunite 
and  the  final  effect  of  the  operation  is  nil. 

Dr.  Skene  favors  an  operation  upon  the  anterior  vaginal 
wall  intended  to  straighten  the  flexed  uterus,  but  the  writer  is 
not  convinced  of  its  efficacy  for  the  relief  of  pain.  Finally, 
we  must  consider  Dudley's  modification  of  Sims'  operation, 
and  we  take  pleasure  in  noting  its  chief  merit — namely,  that 
the  canal  of  the  uterus  can  he  made  to  stay  open,  a  deside- 
ratum beyond  the  reach  of  all  other  operations  which  do  not 
produce  excessive  traumatism. 

The  writer  has  practised  Dudley's  operation  in  two  instances. 
One  of  these  cases  occurred  in  a  young,  single  woman,  age  33, 
who  had  been  treated  by  one  of  our  best  physicians  for  at  least 
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ten  years  without  relief.  She  had  the  typical  symptoms  of 
obstructive  dysmenorrhea,  with  acute  anteflexion,  but  also 
had  the  neurotic  type  of  the  disease.  It  was  a  matter  of  opin- 
ion which  was  post  hoc  or  which  was  pi'opter  hoc.  The 
smallest  sound  could  with  difficulty  be  introduced  into  the 
cavity  of  the  uterus.  Her  uterus  had  been  dilated  many  times, 
and  she  experienced  some  relief  from  this  during  the  first 
twenty-four  or  thirty-six  hours  of  her  flow,  usually  the  time  of 
her  greatest  pain. 

It  was  decided  to  try  Dudley's  operation  for  the  relief  of  the 
stenosis.  The  posterior  lip  and  lower  third  of  her  uterus  was 
thoroughly  divided  until  a  large  (No.  16)  sound  easily  entered 
the  cavity  of  the  body  of  the  organ.  Then  the  incised  posterior 
lip  was  sutured  into  the  angle  of  the  incision,  high  up,  so  that 
very  little  raw  surface  was  left,  and  at  the  same  time  present- 
ing a  future  closure  of  the  canal  by  granulation.  The  relief 
was  not  important  at  the  next  succeeding  period,  but  this  was 
due  to  the  very  nervous  condition  of  the  patient,  for  each 
period  has  been  attended  with  diminished  pain  and  the  patient 
is  very  glad  the  operation  was  performed.  Another  case  gave 
indefinite  results  at  first,  but  is  now  in  greatly  improved  health 
and  her  dysmenorrhea  is  better.  Both  these  cases  are  perfect 
results  so  far  as  the  operation  is  concerned,  because  a  No.  12  or 
15  sound  easily  enters;  but  the  patients  must  be  cured  of  the 
"  neurotic  habit "  before  a  full  and  complete  recovery  is  secured. 

Conclusions. — 1.  A  large  majority  of  cases  of  dysmenorrhea 
occur  in  neurasthenic  or  neurotic  women,  and  operative  treat- 
ment alone  will  not  effect  a  cure. 

2.  Dysmenorrhea  due  to  flexion  is  not  cured  by  the  use  of 
the  intrauterine  stem,  for  at  best  the  uterus  is  kept  straight 
only  while  the  stem  is  in  position. 

3.  The  practice  of  divulsing  the  uteri  of  virgins  under  21 
years  of  age,  or  before  maturity  and  complete  development  of 
the  organ,  is  generally  to  be  condemned. 

4.  Dysmenorrhea  due  to  actual  obstruction  or  stenosis  is 
rare,  and  if  present  we  frequently  find  that  one  or  more  inef- 
fective operations  have  been  done. 

5.  Dadley's  modification  of  Sims'  operation  appears  to  prom- 
ise good  results,  as  it  insures  a  large  cervical  canal  which 
cannot  be  closed  by  cicatricial  contraction.  But  this  operation 
is  only  indicated  in  cases  of  stricture  (stenosis)  of  the  canal,  or 
else  in  those  rare  cases  where  an  anteflexion  of  high  degree 
prevents  the  escape  of  the  menstrual  flow. 

1449  Rhode  Island  avenue. 
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About  the  middle  of  last  May,  Dr.  Morris  Cisin,  of  this  city, 
kindly  referred  Mrs.  E.  G.  to  my  clinic  for  examination. 
According  to  the  history  she  was  47  years  old,  a  native  of 
Russia,  and  the  mother  of  several  children.  Her  parents  were 
still  alive,  the  father  having  reached  the  ripe  old  age  of  95. 
Her  previous  history  was  excellent  up  to  six  years  ago,  when 
she  noticed  a  swelling  in  the  abdomen.  Although  it  had  never 
caused  her  any  severe  pain,  it  had  steadily  grown  in  size  and 
was  now  the  size  of  an  ordinary  cocoanut.  Her  menstruation 
was  normal. 

In  the  examination  before  the  class  a  hard,  solid  tumor  was 
mapped  out  in  the  median  line  of  the  pelvis  and  apparently 
continuous  with  the  uterus  below.  Owing  to  the  thick  abdom- 
inal wall  and  the  generally  nervous  state  of  the  patient,  a  very 
minute  and  careful  examination  was  not  possible.  Still,  from 
the  data  at  hand — a  slowly  growing  tumor  of  hard  consistence, 
apparently  connected  with  the  uterus,  and  situated  in  the  median 
line — we  felt  justified  in  making  a  diagnosis  of  fibroid  tumor  of 
the  uterus.  An  operation  was  suggested,  which  the  patient 
declined. 

Several  weeks  later  the  doctor  told  me  that  the  patient  was 
feeling  quite  badly.  She  had  developed  symptoms  of  pelvic 
inflammation  with  temperature.  He  asked  me  to  take  charge 
of  her  in  the  hospital. 

On  June  I  she  was  admitted  to  my  service  at  the  Post-Grad- 
uate  Hospital,  with  a  temperature  of  101.8°  F.  and  pulse  rate 
of  136.  Examination  at  this  time  showed  a  tympanitic  condi- 
tion of  the  abdomen,  with  such  exquisite  pain  that  a  physical 
examination  was  entirely  out  of  the  question.  The  pain  seemed 
to  be  general.  During  the  next  week  the  patient  suffered  from 
chills,  alternating  with  a  temperature  range  of  101°  to  104°  F. 
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The  diagnosis  of  pelvic  suppuration  was  made,  and,  as  the 
temperature  seemed  to  subside,  she  was  put  under  the  influence 
of  ether  on  June  8,  when  I  performed  laparatomy  before  the 
class,  assisted  by  Drs.  Cilley,  O.  Keenan,  and  Deal  of  the 
house  staff. 

With  the  patient  in  Trendelenburg  position,  a  large  incision 
was  made  in  the  median  line  and  the  tumor  found  embedded  in 
adhesions  on  the  left  side.  After  a  little  manipulation,  the 
uterus  was  found  to  be  of  normal  size  and  distinct  from  the 
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growth.  On  gently  separating  the  tumor  from  the  surround- 
ing structures,  a  mass  of  foul,  stinking  pus  suddenly  welled  up 
from  the  whole  pelvic  cavity.  The  upper  portion  of  the  ab- 
dominal cavity  had  been  shut  off  with  gauze  pads  (as  is  my 
practice  in  all  such  cases),  so  that  on  lowering  the  table  the 
pus  was  kept  from  contaminating  the  entire  peritoneal  cavity. 
The  pus  was  rapidly  wiped  away  with  gauze  pads  and  the 
tumor  brought  up  out  of  the  wound.  It  was  found  to  be  a 
fibroid  tumor  of  the  left  ovary,  with  a  large,  broad  pedicle. 
This  was  clamped  and  the  tumor  cut  away.     The  remaining 
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stump  of  the  pedicle  was  then  ligated  in  sections  and  the  clamps 
removed.  The  whole  pelvic  cavity  was  again  wiped  dry  and 
tlushed  with  peroxide  of  hydrogen,  which  was  in  turn  wiped 
out.  From  the  character  of  the  pus,  and  the  fact  that  it  seemed 
to  have  filled  the  entire  pelvis,  we  decided  on  free  drainage. 
An  incision  was  made  in  the  cul-de-sac  of  Douglas  and  a 
gauze  drain  passed  into  the  vagina  below.  Another  gauze 
drain  was  passed  from  the  stump  out  of  the  lower  angle  of  the 
abdominal  wound.  Both  drains  were  of  iodoformized  gauze. 
The  rest  of  the  abdominal  wound  was  closed  with  silkworm 
gut  passed  through  the  entire  thickness  of  the  abdominal  wall 
and  supplemented  by  a  continuous  catgut  suture  uniting  the 
fascia.  A  dry  dressing  was  applied  and  the  patient  returned 
to  bed  in  good  condition. 

After  the  operation  the  temperature  rose  to  104°  F.  and  pulse 
to  14:4.  Calomel  in  fractional  doses  followed  by  Epsom  salts 
was  started  on  the  same  day,  and  resulted  in  a  movement  of  the 
bowels  on  the  following  day.  On  this  day  (June  9)  the  tempe- 
rature dropped  at  one  time  as  low  as  98°  F.  and  pulse  to  100. 
On  June  10,  owing  to  the  soiled  condition  of  the  dressings,  the 
wound  was  examined  and  found  to  be  soiled  with  feces  and  to  be 
in  a  bad  condition.  It  was  washed  with  peroxide  of  hydrogen 
and  packed  with  fresh  iodoformized  gauze.  It  was  also  freely 
dusted  with  iodoform  powder.  On  June  11,  at  the  time  of 
dressing,  fecal  discharge  was  present  in  the  abdominal  wound 
and  in  the  vagina.  Both  regions  were  carefully  cleaned  and 
repacked  every  day.  The  temperature  kept  running  at  a  low 
range — 98.8°  to  101°  F.,  with  a  corresponding  pulse  rate  of  88 
to  120.  It  was  noticed  at  this  time  that  the  urine  was  much 
diminished,  showed  traces  of  albumin,  a  low  specific  gravity, 
and  suspicious  renal  casts.  During  the  next  few  days  the 
patient,  who  had  kept  up  a  continuous  moaning  and  grunting 
from  the  time  of  the  operation,  began  to  show  signs  of  extreme 
restlessness;  then  her  mind  began  to  wander;  and  finally  she 
became  so  delirious  that  it  required  the  presence  of  several 
nurses  and  nearly  the  whole  house  staff  at  the  change  of  dress- 
ing. Suspecting  iodoform  poisoning  as  the  cause  of  her  de- 
lirium, I  placed  the  patient  under  chloroform  on  June  22, 
removed  all  the  packings,  and  passed  a  thick  rubber  tube  a 
foot  long  into  the  opening  in  the  vaginal  cul-de-sac  and  out 
through  the  abdominal  wound.  Only  sterilized  plain  gauze 
was  used  from  this  time  on,  and  the  tube  was  daily  syringed 
with  bichloride  of  mercury  solution  (1  :  3000).    Owing  to  the 
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suspicious  behavior  of  the  kidneys  she  was  given  calomel  and 
acetate  of  potash. 

Gradually  but  steadily  the  sloughing  and  fecal  odor  had  dis- 
appeared, so  that  on  June  24,  although  a  slight  odor  was  still 
appreciable,  the  abdominal  wound  presented  a  healthy  granu- 
lating appearance.  On  June  25  the  temperature  dropped 
below  100°  F.  and  pulse  to  88.  There  was  hardly  a  rise  above 
these  figures  from  that  time.  By  June  26,  although  still 
slightly  wandering  at  times,  the  patient  was  very  much  quieter 
and  the  kidneys  were  acting  freely.  Shortly  after  this  the 
delirium  entirely  disappeared  and  the  patient  had  long  periods 
of  sleep.  On  July  11  I  suggested  drawing  the  tube  downward, 
cutting  off  a  piece  daily  and  allowing  the  abdominal  wound  to 
close,  so  that  on  July  15  the  tube  was  entirely  removed.  The 
abdominal  wound,  however,  failed  to  close — a  large,  gaping 
aperture  several  inches  in  length  persisted,  leading  down  to  the 
pelvic  cavity.  Therefore  on  August  7,  under  cocaine  anesthe- 
sia, I  cut  away  the  edges  of  the  abdominal  wound,  curetted  the 
floor  of  the  wound,  and  then  passed  three  worm-gut  sutures, 
leaving  just  a  small  opening  for  gauze  to  be  passed  down  the 
depths  of  the  sinus.  This  secondary  operation  healed  by  pri- 
mary union.  On  August  10  the  patient  was  out  of  bed  and 
shortly  afterward  was  discharged.  The  sinus,  however,  re- 
mained open  until  about  the  1st  of  December  before  it  was 
entirely  healed. 

Prof.  H.  T.  Brooks,  who  was  kind  enough  to  examine  the 
specimen  for  me,  sent  me  the  following  report:  "Microscopic 
examination  of  tissue  removed  from  seven  different  locali- 
ties in  the  '  ovarian  'tumor  showed  typical  structure  of  fibroma. 
Sections  from  the  wall  of  the  greater  cavity  on  cut  surface 
showed  a  dense,  lamellated  fibrous  lining;  sections  from  the 
smaller  cavity  showed  a  glandular  epithelial  lining.  In  some 
portions  of  the  tumor  there  is  decided  evidence  of  myxomatous 
or  colloid  infiltration;  in  other  parts  the  tissue  closely  ap- 
proaches type  of  muscle  tissue.  I  could  find  no  trace  of  tissues 
indicating  ovarian  structures." 

It  is  well  to  add  that  Prof.  Brooks  assured  me  that,  after 
carefully  considering  the  gross  and  microscopic  appearances  of 
the  tumor,  he  rather  leaned  toward  the  diagnosis  of  fibroma 
of  the  ovary  as  against  a  possible  pedunculated  uterine  fibroid. 

The  tumor  was  oval-shaped  and  measured  5  inches  in  length 
by  4  inches  in  width.  It  weighed  16  ounces.  It  had  the  kid- 
ney shape  with  constricted  hilum,  considered  to  be  characteris- 
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tic  of  ovarian  fibroids.  It  had  several  cavities,  one  of  which, 
accordiiiir  to  the  microscopic  report,  was  a  true  cyst.  Besides 
the  evident  fibroid  structure  of  certain  portions,  recognizable 
to  the  nakei  eye,  there  were  other  portions  which  proved  to  be 
myxomatous  or  in  a  state  of  colloid  degeneration. 

Several  interesting  reflections  are  suggested  bj'  this  case, 
1.  Why  did  she  have  pelvic  inflammation  with  suppuration? 
'^.  Wh}'  did  she  have  feces  discharge  through  the  wound? 
3.  Why  did  she  pass  into  a  delirious  state  when  everything 
else  bore  a  favorable  aspect? 

The  first  question  is  of  particular  interest  to  me,  because  I 
saw  her  several  weeks  previously  at  my  clinic,  free  from  pelvic 
inflammation  and  fever.  I  have  known  cases,  after  the  pas- 
sage of  a  sound  into  the  uterus,  to  develop  severe  attacks  of 
pelvic  inflammation,  and  in  at  least  three  I  have  operated  sub- 
sequently for  pus  tubes.  But  I  do  not  recall  the  use  of  the 
sound  in  her  case,  although,  in  accordance  with  my  routine 
practice,  I  invited  several  members  of  the  class  to  examine  her 
under  my  supervision.  Was  it  possible  that  a  traumatic  peri- 
tonitis was  started  in  this  manner?  Or  was  the  pelvic  inflam- 
mation started  from  an  extraneous  cause,  as  an  attack  of 
appendicitis?  Although  the  fecal  odor  of  the  pus  was  marked 
at  the  time  of  operation  and  an  appendicular  lesion  was  sus- 
pected, it  was  not  possible  to  determine  this  point  because  of 
the  unjustifiable  manipulations  which  such  a  search  would 
have  required. 

The  fecal  character  of  the  discharge  in  the  dressings  might 
be  attributed  to  injury  of  the  intestine  during  the  course  of  the 
operation.  I  think  this  can  be  excluded,  as  the  adhesions  were 
not  dense  and  the  opening  in  the  cul-de-sac  of  Douglas  was 
carefully  made.  Besides,  the  pus  had  a  fecal  odor  from  the 
start.  If  a  complicating  appendicitis  had  been  present  it  would 
readily  have  explained  this  element  in  the  case.  I  recall  dis- 
tinctly that,  although  the  tumor  was  on  the  left  side,  the  pa- 
tient claimed  that  the  pelvic  pain,  before  it  became  general- 
ized, had  started  on  the  right. 

The  delirious  state  into  which  the  patient  passed  might  have 
baen  due  to  ure-nia  as  well  as  to  ioioform  poisoning.  There 
is  no  doubt  that  iodoform  was  used  freely  in  this  case  in  the 
shape  of  powder  and  gauzs  packings  above  and  below.  To  be 
on  the  safe  side,  I  decided  to  simultaneously  attack  both 
phases  of  the  question;  and  while  we  cut  off  iodoform  abso- 
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lutely  in  the  subsequent  dressings,  we  proceeded  at  once  to 
employ  diuretics  and  cathartics. 

Although  fibromata  of  the  ovaries  are  not  unknown,  they 
are  of  suflScient  rarity  to  be  of  interest.  In  more  than  a  hun- 
dred intraperitoneal  operations  which  I  have  done,  it  is  the  first 
case  which  I  have  met. 

Without  caring  to  rehash  the  older  literature  on  the  subject, 
I  have  looked  up  the  records  of  the  years  1897  and  1898  and 
find  the  following  operated  cases  reported: 

1.  C.  J.  Cullingworth':  Single  woman,  age  21.  Had  noticed 
the  tumor  growing  for  two  years.  The  tumor  (a  pure  fibroid 
of  the  ovary)  was  10^  inches  long  and  5  inches  thick.  It 
weighed  5  pounds  6  ounces  and  had  a  pedicle  2  inches  long. 
There  were  few  adhesions.  Excepting  a  small  serous  cyst,  the 
opposite  ovary  was  healthy.     Recovery. 

2.  Alban  Doran  ^  Married  woman,  age  49.  A  uterine  fibroid 
suspected  previous  to  operation.  Ascites  present;  no  adhe- 
sions. The  tumor  weighed  4  pounds  7  ounces.  It  proved  to 
be  a  pure  fibroma  of  the  ovary,  with  a  central  cavity  due  to 
breaking  down  of  its  structure.     Recovery. 

3.  C.  E.  Purslow':  Single  woman,  age  26.  The  tumor 
reached  to  the  umbilicus,  and  there  was  free  liquid  (about  three 
pints)  in  the  peritoneal  cavity.  The  tumor  weighed  4l  ounces 
and  had  a  long  pedicle.  On  examination  it  was  found  to  be  a 
fibroid  undergoing  fatty  degeneration.     Recovery. 

4.  H.  Briggs*  reports  a  series  of  8  cases  of  fibroma  of  tbe 
ovary — 2  in  single  women.  The  ages  ranged  between  22  and 
68  years.  In  6  ascites  was  present.  Among  the  8  are  in- 
cluded myofibroma,  cellular  fibroma  with  mucoid  patches, 
myxofibroma,  calcified  fibroma,  and  spindle-celled  fibroma. 
All  of  the  women  recovered. 

0.  Alban  Doran  ':  Of  11  cases  reported  in  this  society  since 
1879,  10  were  operated  and  recovered;  2  of  the  cases  included 
in  this  report  were  operated  by  Doran;  2  of  the  patients  \\  ere 
under  20  years  of  age;  in  5  there  was  free  liquid  in  the  peri- 
toneal cavity;  1  of  the  tumors  exceeded  10  pounds  in  weight. 

6.  MacNaughton  Jones'  at  this  meeting  referred  to  a  sim- 

'  Trans.  Obst.  Soc.  London,  1897,  xxxix.,  279. 

«Ibid.,  p.  37. 

3  Lancet,  1897,  i.,  1398. 

*  Brit.  Med.  Jour.,  1897,  i.,  1083. 

°  Trans.  Obst.  Soc.  London,  1897,  p.  187.  '  Ibid.,  p.  208. 
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ilar  tumor  removed   by  him  from  a  j'oung  girl   of   22.      Re- 
covery. 

7.  Handfield  Jones'  referred  to  a  similar  case  occurring  in 
his  practice  in  a  woman  of  58.     Recovery. 

8.  Paul  Merely":  Young  woman  of  22.  Tumor  (pure  fibro- 
ma) the  size  of  a  fist.  Opposite  ovarj^  showed  signs  of  fibroid 
degeneration  and  was  also  removed.     Recovery. 

9.  W.  H.  Jalland':  A  married  woman  of  20;  amenorrhea 
for  two  years  and  never  pregnant.  A  solid  (fibroid?)  tumor 
the  size  of  a  hen's  egg  in  the  left  ovary.  Operation  followed 
by  the  return  of  menstruation,  with  subsequent  pregnancy. 

10.  S.  S.  Briggs*:  Widow,  38  years  old.  Lump  noticed 
eleven  years  previously.  Patient  operated  in  the  presence  of  a 
temperature  of  101°  F.  and  pulse  of  140.  Tumor  weighed  7 
pounds  and  had  its  pedicle  twisted  four  times.  It  was  stran- 
gulated and  showed  calcareous  degeneration.     Recovery. 

11.  Wm.  C.  Wood'' :  Single  (?)  woman  of  20.  Abdomen 
was  tapped  eleven  times.  Ascites  (20  pints)  at  time  of  opera- 
tion.    Solid  tumor  (fibroid?)  rotated  on  its  pedicle.     Recovery. 

12.  Pichevin":  Married,  age  36.  Diagnosis  of  ovarian  cyst. 
Tumor  weighed  2  kilos  410  and  was  regarded  as  a  fibromyoma. 
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The  most  common  tumor  of  the  kidney  in  childhood  is  sar- 
coma, and  it  usually  develops  in  the  first  two  or  three  years  of 
life,  and  often  grows  to  an  enormous  size,  filling  more  than  half 

'  Ibid. 

'  Bull,  de  la  Soc.  anat.  de  Paris,  1898,  Ixxiii.,  p.  617. 
■The  Lancet,  1898,  ii.,  p.  27. 
*  Nashville  J.  M.  andS.,  1898,  p.  124. 
5  N.  Y.  Med.  Jour.,  1898,  p.  584. 
•Jour,  de  Med.  de  Paris,  1897,  ix.,  437. 

■■  Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
November  3,  1899. 
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the  abdominal  cavity.     The  growth  is  frequently  very  rapid, 
reaching  a  large  size  in  a  few  weeks. 

Among  the  causes  assigned  are  trauma,  heredity*,  irritation 
by  a  calculus,  a  diseased  condition  of  the  kidney  brought  on 
by  some  infectious  disease,  as  an  exanthem,  and  Cohnheim's 
theory  of  misplaced  embryonic  tissue.     Trauma  occasioned  by 
jumping  or  a  fall  is  frequently  said  to  be  a  cause,  but  the  kid- 
ney is  so  placed  that  it  is  well  protected  and  is  seldom  injured 
bj^  accident.     The  probability  is  that  the  tumor  is  first  noticed 
during  the  examination  after  an  injury,  and  this  is  assigned  as 
a  cause.     Rindfleisch  endeavored  to  explain  the  trauma  theory 
by  an  injury  done  to  the  regulating  nerve  fibres,  thus  permit- 
ting the  abnormal   growth.     Our   Dr.    Carr  would  probably 
agree  with  this  nerve  power  loss  as  a  cause.     In  nearly  all 
cases  the  symptoms  have  been  too  far  removed  from  the  acci- 
dent for  there  to  be  any  real  connection.     The  history  is  rather 
vague,  though  some  cases  are  on  record,  as,  for  example,  two 
brothers   with  kidney   tumors.      George   Walker,    at   Johns 
Hopkins  Hospital,  who  has  written  a  very  complete  paper  on 
this  subject,  says  he  has  been  unable  to  find  a  stone  preceding 
the  growth  in  a  child.     As  far  as  infectious  diseases  are  con- 
cerned, several  cases  are  recorded  as  following  scarlet  fever, 
but  these  diseases  are  so  common  in  childhood  that  it  is  very 
probable  that  they  do  not   play  a  very  important  part   as  a 
cause.     The  age  for  these  tumors  seems  to  be  pre-eminently 
childhood.     Rohrer  claims  over  one-third  of  all  cases  of  pri- 
mary cancer  of   the   kidney   occur  in  childhood;   of  his   115 
cases,  37  occurred  before  10  years,  31  were  infants  and  children 
up  to  5  years.     Roberts  reports  16  out  of  53  less  than  4  years. 
It  is  claimed  by  some  observers  that  the  left  kidney  is  more 
often  affected  and  that  it  is  more  frequent  in  males. 

The  organs  are  displaced  according  to  the  size  and  position 
of  the  tumor;  the  liver,  in  those  of  the  right  side,  being  pushed 
upward,  and  in  one  case  the  diaphragm  was  pushed  up  to  the 
fourth  rib.  The  stomach,  spleen,  and  intestines  are  crowded 
to  the  right  or  left  side,  corresponding  to  the  kidney  affected. 
The  visceral  peritoneum  is  thickened  and  congested  in  the 
neighborhood  of  the  mass  and  more  or  less  adherent.  The 
colon  is  found  very  frequently  to  pass  over  and  be  adherent  to 
the  anterior  surface  of  the  tumor.  The  ascending  and  trans- 
verse colon,  in  small  tumors  of  the  right  side,  pass  across  the 
front  with  no  displacement.  In  the  larger  tumors  these  portions 
are  pushed  downward  and  inward  and  lie  on  the  inner  border 
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of  the  tumor.     Adhesions  of  the  peritoneum  are  quite  common 
also;  there   are  sometimes    adhesions  to   the  stomach,  liver, 
intestines,    vena  cava,    omentum,    pancreas,  spleen,  and  dia- 
phragm.    One  of  the  largest  weighed  36^  pounds.     The  larger 
tumors  are  usually  soft,  elastic,  and  in  places  distinctly  fluctu- 
ating, and  sometimes,  in  exaggerated  cases,  seem  to  have  the 
appearance  of  immense  cysts.     At  times  hard  nodules  project 
from   the   surface.     A   certain   degree  of  bulging  is  usually 
present,  being  produced  in  quite  a  number  by  a  partial  erosion 
of  the  capsule  and  bulging  of  the  semi-fluid  contents.     In  the 
older  tumors  the  color  is  a  grayish  red  to  a  dirty  yellow,  or,  if 
extravasation  of  the  blood  has  taken  place,  a  dark  brown  or 
black;  in  some  there  is  a  uniform  reddish  or  gray,  resembling 
brain  substance.     The  capsule    varies  in   thickness  of  letter 
paper  to  two  centimetres;  it  is  fibrous  and  intimately  adherent 
to  the  substance  of  the  tumor.     In  the  large  and  advanced 
tumors,  sometimes  a  half  or  a  fourth  is  taken  up  by  a  dark  red, 
semi-fluid  substance  made  up  of  extravasated  blood  and  degen- 
erated material;  at  times  there  is  a  cheesy  material  resembling 
tubercular.     The  tumors  which  contain  adenomatous  tissue  to 
any  extent  have  a  homogeneous  softening  and  a  deeper  red 
color,  and,  while  soft,  are  not  so  friable  as  the  degenerated 
type.     The  blood  vessels  are  large  and  numerous;  in  about  one- 
seventh  a  portion  of  the  kidney  remains.     Both   spindle  and 
round  cells  are  found  in  the  sarcomatous,  adventitious  tissue  is 
present  in  a  few,  and  cartilage  has  been  found.     A  very  few 
are  of  an  endothelial  nature.     Metastasis  is  frequent;  in  51 
cases  cited  by  Walker,  11  were  in  the  liver  and  lungs,  11  in  the 
other  kidney,  10  in  the  retroperitoneal  glands,  6  in  the  mesen- 
teric glands,  6  in  the  vena  cava,  3  in  the  pleura,  4  in  the  liver, 
1  in  the  portal  vein,  1  in  the  diaphragm,  1  in  the  rectum,  and 
1   in  the   bladder.     The  colon  and  intestines  are  sometimes 
affected  by  contiguity.     Statistics  show  metastasis  occurring 
in  more  than  half. 

The  most  characteristic  symptoms  are  the  tumor  mass,  hema- 
turia, pain,  and  cachexia,  with  a  number  of  secondary  symp- 
toms caused  by  pressure,  as  vomiting,  dyspnea,  edema,  jaun- 
dice, etc.  The  tumor  mass  is  almost  always  present;  it  usually 
precedes  the  other  symptoms  from  two  days  to  a  year.  Some- 
times it  is  discovered  accidentally,  as  on  examination  after  a 
fall,  or  the  nurse  or  parent  may  first  perceive  it.  It  is  first  felt 
in  the  lumbar  region;  it  is  firm  and  at  first  movable.  The 
abdomen  appears  at  first  distended,  the  greatest  prominence 


THE   KIDNEYS   IN   CHILDREN.  203 

near  the  umbilicus.  The  skin  is  tense  and  shiny,  the  superfi- 
cial veins  are  enlarged  and  tortuous.  The  small  tumors  are 
movable  and  not  tender,  the  large  ones  are  fixed.  The  edges 
are  rounded,  the  surface  usually  smooth.  The  shape  is  renal, 
ovoid,  or  globular.  Dalness  usually  begins  near  the  spine,  and 
is  present  near  the  lumbar  region  and  extends  forward  over  the 
most  prominent  part  of  the  tumor.  Usually  there  is  a  narrow 
line  of  tympany  between  the  tumor  and  liver,  and  a  second 
where  the  colon  passes,  though  the  latter  may  be  so  flattened 
that  this  sign  does  not  exist.  Pain  is  present  in  about  one- 
fourth  of  the  recorded  cases.  It  varies  in  intensity  from  a 
slight  intermittent  attack  to  agonizing  paroxysms;  the  inter- 
mittent are  said  to  be  caused  in  some  cases  by  blocking  up  of 
the  ureters  by  blood  clot  and  detritus.  Hematuria  msiy  occur 
early  in  the  disease  and  not  recur,  or  it  may  recur  at  intervals. 
The  color  of  the  urine  varies  from  a  smoky  tint  to%  dark  red 
or  nearly  black.  The  quantity  is  normal  in  the  majority  of 
cases,  and  the  color  is  frequently  also  normal.  Constitutional 
symptoms  present  themselves  toward  the  middle  or  latter  part 
of  the  malady.  Loss  of  strength  is  very  gradual  during  the 
first  half,  but  later  rapid.     Uremic  symptoms  are  rare. 

The  diagnosis  is  usually  made  from  the  foregoing  description. 
Or,  to  recapitulate,  tumors  of  the  kidney  are  more  common  in 
childhood  than  tumors  of  the  other  organs;  the  swelling  is  usual- 
ly in  the  lumbar  region  and  of  very  rapid  growth;  they  extend 
downward  toward  the  ilium  and  inward  toward  the  umbilicus; 
they  are  moderately  regular  in  shape;  they  do  not  bulge  in  the 
back,  are  not  sensitive,  and  are  uninfluenced  by  respiration; 
frequently  the  colon  may  be  found  over  the  anterior  surface. 
The  disease  always  tends  to  a  fatal  termination. 

Medical  treatment  is  no  good,  but,  if  operation  cannot  be 
done,  Coley's  serum  treatment  might  be  tried.  Steele  says 
nephrectomy  offers  the  only  hope  of  cure  or  of  prolonging  life. 
The  operation  should  be  done  by  the  extraperitoneal  route  if 
the  tumor  is  small,  but  if  it  is  large  there  is  no  good  reason 
why  the  peritoneum  should  not  be  opened  with  as  little  fear  as 
in  operations  for  any  other  peritoneal  tumors. 

The  following  case  came  under  my  observation :  Anna  Y,, 
8  years  old,  white,  was  placed  in  my  care  in  the  bummer  of 
1898.  She  was  sent  by  Dr.  Wilson,  of  the  Pension  Office,  and 
had  been  living  in  Virginia.  She  complained  of  a  large  tumor 
in  the  right  abdomen.  The  father  comes  of  a  consumptive 
family,  but  his  health  is  good.     Her  great-grandfather  on  the 
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mother's  side  died  of  cancer  of  the  stomach  at  55  years  of  age. 
The  mother's  health  is  good.  The  patient  as  an  infant  had 
coHc  longer  than  most  children  and  took  a  large  quantity  of 
Dewee's  Carminative.  Her  negro  mammy  said  at  the  time 
that  she  had  something  growing  in  her,  but  nothing  was  ever 
discovered  by  her  parents  or  physician.  After  two  years  she 
slept  well  and  grew  into  a  large  and  healthy  child;  was  very  ac- 
tive and  strong,  and  always  played  with  the  boys.  She  climbed 
trees  a  great  deal,  and  had  frequent  falls,  and  would  also  fall 
flat  on  the  abdomen  when  walking,  but  never  seemed  to  be 
hurt.  She  had  measles  at  5  years  and  whooping  cough  at  6^ 
years.  At  7  years  she  complained  of  feeling  weak  in  the  legs, 
and  lost  her  appetite,  and  was  sent  away  from  home  several 
times,  but  did  not  seem  to  improve.  May  15,  1898,  she  had  a 
fall  while  playing  in  the  yard,  falling  flat  on  the  abdomen. 
When  tak^  up  she  seemed  very  ill  and  complained  of  severe 
pain  in  the  abdomen.  She  was  taken  home  and  a  physician 
called,  who,  after  a  careful  examination,  said  she  had  a  tumor 
in  the  abdomen,  on  the  right  side,  as  large  as  an  orange,  and 
he  thought  it  malignant.  Two  other  physicians  were  called, 
who  did  not  seem  to  agree  with  the  first,  thinking  the  whole 
trouble  was  peritonitis  caused  by  the  fall.  She  suffered  intensely 
for  eight  days  and  had  moderate  fever.  Convulsions  occurred 
at  intervals  for  three  or  four  days.  The  urine  contained  blood 
for  three  days.  She  then  grew  gradually  better,  but  the  tumor 
increased  in  size.  I  saw  her  first  about  July  1.  I  found  a 
slight  child  of  about  8  years,  clear  complexion  and  rather  thin 
in  flesh,  and  very  nervous.  Heart  and  lungs  normal.  A  tu- 
mor observed  through  thin  abdominal  walls  occupied  the  right 
abdomen,  oblong  in  shape,  extending  from  the  ribs  to  the 
pubes  and  about  one  and  a  half  inches  over  the  median  line  to 
the  left  abdomen.  On  palpation  it  was  found  to  be  in  contact 
with  the  liver,  occupying  the  whole  right  abdomen  and  well 
over  into  the  left,  dipping  down  into  the  pelvis.  There  was  a 
sulcus  running  from  above  near  the  umbilicus,  downward  and 
outward.  The  tumor  felt  solid  below,  but  cystic  in  the  larger 
central  part.  A  diagnosis  of  tumor  of  the  kidney  was  made. 
Dr.  I.  S.  Stone  kindly  saw  the  patient  and  made  the  same 
diagnosis.  Owing  to  the  cystic  character  it  was  thought  the 
tumor  might  be  a  cyst  of  the  kidney.  The  urine  was  examined 
several  times  and  was  as  follows:  specific  gravity  1015,  acid, 
no  albumin,  no  sugar.  The  microscope  showed  epithelium, 
amorphous  urates,  and  many  leucocytes.     The  patient  was  sent 
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to  the  Garfield  Hospital.  The  operation  was  done  the  next  day 
in  the  presence  of  Dr.  I.  S.  Stone  and  othfers.  The  incision  was 
made  well  to  the  right  side  from  the  margin  of  the  liver  to  one 
and  a  half  inches  below  the  anterior  superior  spine  of  the  ilium. 
An  encapsulated  tumor  was  disclosed,  covered  with  enlarged 
and  dilated  veins.  It  was  attached  to  the  liver  by  dense  adhe- 
sions, and  reached  well  into  the  pelvis  and  beyond  the  median 
line,  and  was  firmly  adherent  to  the  adjacent  viscera.  The 
tumor  wall  was  separated  with  difiSculty  from  the  viscera, 
owing  to  the  mass  of  adhesions,  and  especially  from  the  under 
surface  of  the  liver  where  the  adhesions  were  very  thick  and 
vascular.  The  peritoneal  covering  was  opened,  disclosing  a 
tumor  of  a  reddish  color.  The  tumor  was  peeled  out  of  the 
capsule,  the  pedicle  tied  with  silk,  the  ureter  being  tied  sepa- 
rately and  afterward  brought  into  the  wound.  The  soft  part  of 
the  mass  ruptured  during  the  manipulation,  and  about  a  pint 
of  bloody-looking  fluid  escaped,  resembling  broken-down  tissue 
and  pus  with  blood.  As  much  as  possible  of  the  capsule  was 
removed;  the  remainder  was  stitched  to  the  abdominal  wall 
and  packed  with  iodoform  gauze. 

The  pulse  was  130  on  leaving  the  table.  Vomiting  set  in 
almost  immediately  and  continued.  She  was  very  restless,  but 
suffered  very  little  pain.  She  died  on  the  afternoon  of  the 
third  day  of  shock  and  exhaustion.  The  microscope  showed 
the  mass  to  be  small  round-cell  sarcoma. 

1312  Fifteenth  street. 


CORRESPONDENCE. 


HIRSTS  OPERA.TION  FOR  INVERSION  OF  THE  UTERUS. 


To  THE  Editor  of  Thi?  Americaj;  Jourxal  of  Obstetrics,  etc. 


Sir: — A  correspondent  has  called  my  attention  to  the  fact 
that  Barnes  proposed  making  incisions  in  the  cervix  for  the 
relief  of  inversion.  I  was  well  aware  of  the  fact,  being  quite 
familiar  with  Barnes'  description  of  his  method,  which  he  had 
successfully  carried  out  in  one  case.  It  consisted  in  tying  a 
piece  of  tape  around  the  uterine  body,  pulling  it  down  toward 
the  vulva,  and  making  two  or  three  shallow  incisions  in  the 
cervix  from  above  downward,  not  more  than  a  third  of  an  inch 
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deep.  This  method  would  be  so  obviously  futile  and  ineffec- 
tual in  the  majority  of  cases  that  it  seemed  to  me  not  worth 
while  to  mention  it. 

My  own  plan  is  something  quite  different — namely,  to  cut 
the  cervix  in  two  from  the  external  os  to  the  lower  uterine 
segment,  making  the  incision  in  the  median  line  posteriorly, 
where,  if  necessary  to  complete  the  section  of  the  cervix,  it 
would  be  easy  and  safe  to  open  Douglas'  pouch  in  an  aseptia 
operation.  Very  respectfully, 

Barton  Cooke  Hirst. 

January  27,  1900. 


THOMAS'    METHOD     OF      REDUCING    AN    INVERTED     UTERUS 
(ABDOMINAL  SECTION  AND  GLOVE-STRETCHER). 


To  THE  Editor  of  The  Amercan  Journal  of  Obstetrics,  etc. 


Sir: — In  his  article  on  "A  New  Operation  for  Persistent 
Inversion  of  the  Uterus,"  published  in  the  last  (January)  num- 
ber of  this  Journal,  Dr.  Barton  Cooke  Hirst  says  "  Munde 
and  Kiistner  have  each  had  a  fatal  case  "  by  Thomas'  method. 
This  is  an  error,  so  far  as  I  am  concerned.  The  method  failed 
in  my  case,  in  spite  of  persistent  efforts  with  two  glove- 
stretchers,  owing  to  the  immediate  forcible  contraction  of  the 
ring  as  soon  as  the  stretchers  were  withdrawn;  hence  I  re- 
moved the  appendages,  closed  the  abdominal  cavity,  and, 
fearing  to  leave  the  much-bruised  and  now  useless  uterus  in 
the  vagina,  applied  an  elastic  ligature,  which  brought  about 
the  sloughing  of  the  organ  by  the  thirteenth  day,  and  the 
woman  recovered.  The  method,  therefore,  was  a  failure,  but 
not  fatal. 

I  will  merely  add  that  I  do  not  recommend  the  removal  of 

the  uterus  for  inversion  under  any  circumstances;  but  in  this 

instance  and  at  the  time  it  was  performed  (June  20,  1888)  it 

seemed  to  me  the  only  resource  left  me.     My  case  is  reported 

in  "  Thomas  and  Munde,"  page  458. 

Paul  F.  Munde. 

20  "West  Forty-fifth  street, 
January  20,  1900. 
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TRANSACTIONS    OF    THE    SECTION    ON 

GYNECOLOG-Y  OF  THE  COLLEGE  OF 

PHYSICIANS  OF  PHILADELPHIA. 


Annual  Meeting,  Tliursdaij,  December  21,  1899. 
John  B.  Shober,  M.D.,  in  the  Chair. 

Dr.  George  E.  Shoemaker  read  a  paper  entitled 

VAGINAL  HYSTERECTOMY    FOR  SMALL   BLEEDING  FIBROIDS.' 

Dr.  B.  C.  Hirst. — I  do  not  know  whether  it  is  in  order  to 
express  one's  preference  for  the  method  of  operation.  Person- 
ally I  have  had  little  experience  in  operating  per  vaginam,  ex- 
cept for  cancer,  and  I  prefer  the  abdominal  route  for  small 
fibroid  tumors.  I  operate  for  these  small  tumors  when  the 
woman's  health  is  seriously  impaired  from  the  bleeding.  I 
prefer  doing  an  abdominal  operation  because  it  is  easier,  is  not 
more  dangerous,  I  think,  a  better  stump  is  left,  the  vaginal 
vault  is  better,  and  I  am  better  pleased  with  the  woman's  con- 
valescence. 

Dr.  H.  D.  Beyea. — I  was  rather  surprised  to  hear  Dr. 
Shoemaker  speak  of  vesical  irritation  as  a  pronounced  symptom 
of  such  small  fibroid  tumors  of  the  uterus.  In  the  cases  I  have 
observed  where  vesical  symptoms  were  present,  the  tumor  was 
always  large,  grew  from  the  anterior  and  lower  uterine  seg- 
ment, and  thus  carried  upward  with  it  the  bladder  and  dis- 
torted or  pressed  on  this  organ. 

The  abdominal  method  is  the  one  I  have  always  followed 
and  believe  the  best  in  treating  a  tumor  of  this  sort.  It  gives 
the  advantage  of  accurate  exploration  of  the  position  of  the 
tumor  and  affords  the  possible  and  valuable  opportunity  of 
practising  a  conservative  operation.  It  is  in  many  such  cases 
that  myomectomy  can  be  practised  and  the  patient  left  with 
the  tubes,  ovaries,  and  uterus  intact.  Also,  the  accurate  de- 
termination of  the  position  of  the  tumor  may  allow,  in  those 
cases  where  myomectomy  is  not  practical,  the  operator  to  per- 
form the  operation  recently  devised  by  Abel.  Abel,  in  appro- 
priate cases,  removes  the  tumor  with  the  upper  portion  of  the 
uterus,  and  leaves  the  tubes,  ovaries,  and  a  sufficient  portion 
of  the  uterine  wall  and  corporeal  endometrium  to  insure  the 
continuation  of  the  menstrual  function  and  prevent  the  usual 
harmful  atrophic  changes.  Through  this  operation  the  patient 
remains  practically  unchanged,  with  the  exception  that  it  is  no 
longer  possible  for  impregnation  to  take  place.     Of  course,  this 

'  See  original  article,  p.  170. 
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operation  is  on\y  applicable  where  such  a  tumor  is  present  in  a 
young  woman,  and  is  unnecessary  in  a  woman  approaching 
the  climacterium.*  In  the  latter  cases,  and  where  it  was  not 
advisable  to  do  the  operations  spoken  of,  I  would  always  prac- 
tise supravaginal  hysterectomy.  I  have  applied  Abel's  method 
in  one  case  recently,  a  young  woman  who  was  anxious  to 
marry  and  wanted  the  functions  to  continue,  and  am  satisfied 
that  the  operation  is  a  good  one. 

Dr.  H.  a.  Slocum. — I  would  like  to  ask  Dr.  Shoemaker  if 
he  always  removes  the  tubes  and  ovaries  at  the  same  time,  and 
also  what  proportion  of  time  is  taken  compared  with  abdom- 
inal section. 

Dr.  W.  a.  N.  Dorland. — Dr.  Shoemaker's  paper  is  inte- 
resting and  suggestive.  While  he  was  reading  it  two  thoughts 
have  occurred  to  me.  The  first  question  to  consider  is,  must 
all  these  patients  with  small  bleeding  fibroids  be  subjected  to 
operation,  and,  if  so,  what  is  the  best  operation  to  be  attempted? 
If  it  becomes  necessary  to  resort  to  operation,  I  agree  with  Dr. 
Hirst  in  preferring  abdominal  hysterectomy.  The  ligation  of 
the  blood  supply  I  have  no  faith  in.  I  have  tried  Battey's 
operation  in  a  number  of  cases  with  very  unsatisfactory  results, 
probably  because  it  arrests  the  smaller  blood  supply,  the  ova- 
rian, which  is  not  sufficient  to  correct  the  symptoms  and  stop 
the  growth  of  the  tumor,  Martin's  operation  of  vaginal  liga- 
tion of  the  vessels  at  the  base  of  the  broad  ligament  is  the 
preferable  one.  If  I  should  be  compelled  to  resort  to  vaginal 
hysterectomy  I  should  prefer  the  clamp  method  throughout, 
rather  than  partially  clamp  and  partially  ligate,  as  suggested 
by  Dr.  Shoemaker.  What  I  especially  wish  to  say,  however, 
is  that  it  seems  to  me  this  is  the  class  of  cases  in  which  it 
would  be  advisable  to  try  the  method  of  organotherapy,  which 
has  been  suggested  and  practised  by  men  abroad,  notably 
Cheyne,  Herman,  and  others,  with  considerable  success.  I 
have  employed  it  recently  in  a  number  of  cases  of  small  bleed- 
ing- fibroids  with  much  satisfaction.  Thyroid  extract  in  suit- 
able doses  will  control  the  bleeding  in  a  remarkably  short 
period  of  time.  Only  this  morning  I  saw  a  patient  who  has 
been  on  thyroid  extract  for  two  and  a  half  months.  Her  pain 
has  all  disappeared,  and  she  loses  no  more  than  the  usual 
amount  of  blood  at  the  menstrual  epochs.  Dr.  Shober  has  had 
more  experience  with  the  other  extracts,  and  claims  from  them 
even  better  results  than  that  following  the  use  of  the  thyroid 
extract.  I  repeat  that  this  is  the  class  of  cases  in  which 
organotherapy  should  be  tried  and  operation  postponed  as  long 
as  possible.  The  patients  know  that  their  tumors  are  small, 
and  prefer  other  methods  of  treatment  than  operation. 

Dr.  John  C.  Da  Costa. — My  preference  is  rather  for  ab- 
dominal operation  v/here  hysterectomy  is  necessary.  In  many 
of  these  small  bleeding  fibroids  other  means  can  be  tried  and 
sometimes  give  very  great  relief.  An  old  method  of  treatment, 
before  hysterectomy  became  common,  was  to  dilate  the  neck. 
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split  the  capsule,  and  get  rid  of  tiie  fibroid.  It  is  a  very  suc- 
cessful mode  of  treatment,  and  one  which  I  did  before  hyste- 
rectomy was  in  vogue  and  before  I  did  vaginal  hysterectomy. 
Another  mode  of  treatment  is  electricity.  I  do  not  say  that 
electricity  will  cure  this  condition,  but  I  have  seen  very  good 
results  in  the  checking  of  hemorrhage  by  the  use  of  the  f  aradic 
current. 

As  to  thyroid  extract,  I  have  spoken  several  times  of  its 
value  in  fibroids,  but  not  as  to  its  effect  on  hemorrhage.  My 
results  have  been  rather  in  diminution  of  pain  and  increased 
comfort  to  the  patient,  a  relief  of  the  bearing-down  pains  and 
from  the  bladder  and  bowel  symptoms.  It  has  often  given  so 
much  comfort  that  the  patients  refused  to  have  anything  fur- 
ther done. 

When  the  tumor  requires  hysterectomy  I  prefer  abdominal 
operation  to  vaginal.  The  operation  described  by  Dr.  Shoe- 
maker seems  to  me  much  the  same  as  that  described  by  Dr. 
Pryor  before  us  some  months  ago,  which  he  had  done  one  hun- 
dred times  Avithout  a  death.  Pryor  is  a  very  expert  man  in 
this  operation,  and  while  he  might  do  it  with  great  success 
and  Dr.  Shoemaker  might  do  it  with  great  success,  the  average 
operator  I  do  not  think  would.  I  have  seen  very  serious  acci- 
dents occur  in  vaginal  hysterectomy,  even  with  expert  men. 
In  one  case  the  abdomen  had  to  be  opened  to  stop  the  bleeding 
from  an  artery.  The  trouble  with  the  vaginal  hysterectomy  is 
that  you  are  working  in  the  dark. 

Dr.  John  B.  Shober.— Dr.  Shoemaker  has  confined  his 
paper  to  the  consideration  of  small  bleeding  fibroids,  and  men- 
tions that  the  other  indication  for  operation  in  these  cases  is 
the  development  of  nodules  on  the  anterior  wall  of  the  uterus, 
pressing  upon  the  bladder  and  ureter,  thus  causing  obstinate 
vesical  irritability.  But  he  says  that  the  chief  indication  for 
operation  is  hemorrhage.  I  think  Dr.  Shoemaker  will  admit 
that  if  the  hemorrhage  can  be  checked  and  controlled  there 
will  no  longer  be  necessity  for  grave  operations  in  these  cases. 
I  distinctly  do  not  agree  with  those  who  insist  upon  re- 
moving every  fibroid  of  the  uterus  they  diagnose.  Many 
women  carry  fibroid  tumors  for  years,  suffering  no  inconven- 
ience. If,  however,  the  tumor  gives  rise  to  troublesome  symp- 
toms, the  chief  of  which  are  paia,  hemorrhage,  and  those  due 
to  pressure,  or  if  we  have  reason  to  think  that  degenerative 
changes  in  the  growth  are  taking  place,  we  must  then  consider 
the  question  of  operation.  We  are  discussing  to-night  the  best 
means  of  dealing  with  small  bleeding  fibroids,  and  it  has  been 
shown  that  if  the  bleeding  can  be  controlled  the  necessity  for 
operation  would  not  arise,  except  in  the  very  occasional  case 
where  a  fibroid  nodule  developing  upon  the  anterior  uterine 
wall  causes  vesical  irritability.  I  have  been  able  to  control 
the  hemorrhage  in  these  cases  by  the  use  of  the  desiccated  mam- 
mary gland  of  the  sheep.  Not  only  does  this  agent  control  the 
bleeding  of  uterine  fibromata,  but  also  in  that  large  class  of 
14 


210      TRANSACTIONS   OF   THE   SECTION   ON   GYNECOLOGY, 

cases  depending  upon  uterine  inertia  and  relaxation.  1  carr 
recommend  it  wherever  j'ou  have  been  accustomed  in  the  past 
to  use  eri2:ot  or  hydrastiu  or  stypticin  and  the  hke,  and  I 
think  you  will  timl  it  more  satisfactory'  than  these.  Since  I 
have  been  using  this  agent  I  have  not  been  compelled  to  ope- 
rate on  any  tibroid  for  hemorrhage.  Small  uterine  fibroids 
complicated  by  ovarian  or  tubal  disease  call  for  hysterectomy 
or  myomectom)\  In  these  cases  1  prefer  the  abdominal  route. 
One  is  able,  after  the  abdomen  is  opened,  to  decide  whether 
one  or  both  ovaries  can  be  saved;  also,  the  question  of  myo- 
mectomy can  be  considered;  and,  again,  I  think  it  of  some 
importance  to  leave  a  large  cervical  stump. 

Dk.  Shoemaker. — I  would  say  that  1  personally  prefer  to 
do  hysterectomy'  from  above;  that  I  have  many  more  speci- 
mens of  hysterectomy  by  the  abdominal  route  for  bleeding 
fibroids  than  I  have  of  specimens  of  fibroids  operated  on  through 
the  vagina;  but  I  have  a  good  deal  of  respect  for  the  vagii  al 
operation  in  its  results,  as  far  as  the  freedom  from  the  abdom- 
inal scar,  from  shock,  from  adhesion  pains,  and  some  other 
conditions  are  concerned.  I  take  very  carefully  into  considera- 
tion the  choice  between  the  two  routes  when  a  case  of  small 
fibroids  has  to  be  operated  upon. 

The  pressure  symptoms  on  the  bladder  have  been  severe  only 
in  two  cases  in  my  experience.  In  one  case  a  nodule  on  the- 
uterus  had  caught  the  left  ureter  and  wound  it  around  in  a 
sulcus.  From  the  kidney  symptoms  I  was  led  to  catheterize 
the  ureter,  and  did  the  vaginal  separation  with  the  catheter  in 
the  ureter.  In  the  other  case,  owing  to  a  peculiar  develop- 
ment, the  fibroid  was  jammed  low  down  in  the  pelvis,  stretch- 
ing the  lower  segment  of  the  bladder  in  such  a  way  as  to  give 
great  distress. 

The  question  of  whether  these  operations  can  be  prevented 
by  organotherapy  is  one  which  is  still  open  to  proof.  I,  for 
one,  would  welcome  any  measure  which  would  prevent  the 
necessity  for  operation.  It  is  very  rarely  that  a  small  fibroid 
calls  for  operation  in  any  case,  but,  as  I  have  tried  to  show,  it 
may  do  so. 

Dr.  H.  D.  Beyea  read  a  paper  entitled 

A   CASE    OF    MULTILOCULAR   PSEUDOMUCINOUS  CYST-ADENOMA 

OF   THE   RIGHT   OVARY   ASSOCIATED    W^ITH   PRONOUNCED 

SYMPTOMS  OF  DIABETES;   OPERATION,  W'lTH  RECOVERY, 

FOLLOWED   BY   THE   DISAPPEARANCE   OF  THE   SUGAR 

FROM   THE   URINE    AND   THE  DIABETIC  SYMPTOMS.' 

Dr.  B.  C.  Hirst. — All  I  can  say  is  to  thank  Dr.  Beyea  for 
his  very  valuable  communication,  and  that  we  should  bear  in 
mind  what  he  says  in  regard  to  the  association  of  diabetes- 
with  ovarian  cyst.     I  think  none  of  us  have  had  any  such  ex- 

'  See  original  article,  p.  145. 
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perience.     The  lesson  which  he  teaches  is  entirely  new  to  me, 
and  I  feel  very  grateful  to  Dr.  Beyea  for  presenting  it  to  us. 

Dr.  Beyea. — I  might  say  that  I  read  this  paper  before  the 
Section  on  Medicine  of  the  College,  and  those  present  were 
unable  to  offer  any  logical  explanation  for  the  disappearance 
of  the  sugar  from  the  urine  and  the  cure  of  the  diabetes  in 
these  cases.  It  was  suggested  that  a  reflex  action  would  be  a 
possible  explanation,  but  it  seems  this  is  a  highly  hypothetical 
reasoning  and  almost  out  of  the  question. 

Dr.  B.  C.  Hirst  presented 

A  REPORT  OF   A   CESAREAN   SECTION   FOR   ACQUIRED   ATRESIA 

OF   THE  vagina;   ALSO,  A  CURIOUS   ANOMALY  OF   THE 

UTERINE   APPENDAGES. 

These  brief  reports  are  simply  intended  to  be  included  in  the 
exhibition  of  specimens.  First  I  desire  to  call  attention  to  the 
possible  diflSculties  in  a  Cesarean  section  for  atresia  vaginae,  on 
account  of  insufficient  drainage.  I  have  operated  for  such  a 
condition  twice.  The  first  time  I  had  no  difficulty  whatever. 
What  little  lochia  there  were  after  the  Porro  operation  escaped 
freely,  and  the  patient  made  an  afebrile  convalescence.  In 
the  last  case,  operated  on  for  acquired  atresia  following  a  labor, 
there  were  the  gravest  difficulties.  I  naturall}^  amputated  the 
uterus.  There  was  a  little  sinuous  tract  in  the  upper  two- 
thirds  of  the  vagina,  in  which  I  could  barely  pass  a  uterine 
probe.  Following  the  operation  there  was  a  little  lochial  dis- 
charge from  the  cervix,  which  could  not  freely  escape.  Finally 
I  was  forced  to  provide  free  drainage  from  below  by  forcible 
dilatation  of  the  sinuous  tract,  and  the  woman  eventually  made 
a  good  recovery,  though  there  was  infection  of  the  cervical 
stump  and  prolonged  fever.  I  think  this  case  teaches  the  im- 
portant lesson  that  in  acquired  atresia  we  must  always  provide 
ample  drainage  from  below,  even  after  a  Porro  operation. 

The  second  case  is  one  of  destructive  inflammation  of  the  tube 
and  ovary.  The  woman  had  been  recentlj-  delivered  in  the 
University  Maternity,  which  she  had  left  well  on  the  twelfth 
day.  Three  months  after  confinement  she  applied  again  for 
admission,  with  the  statement  that  she  had  had  a  severe  attack 
of  puerperal  sepsis  after  leaving  the  hospital,  which  had  un- 
dergone spontaneous  cure.  She  came  to  me  with  pelvic  pain, 
fixation  of  the  uterus,  and  incapacity  for  work.  On  opening 
the  abdomen  I  found  a  curious  condition  of  affairs:  a  normal 
tube  and  ovary  on  one  side,  and  a  small  stump  of  a  tube  on  the 
other  side  without  a  trace  of  tube  or  ovary.  I  think  this  case 
is  an  example  of  the  destructive  inflammation  of  tubes  and 
ovaries  reported  from  time  to  time.  I  have  never  seen  any- 
thing just  like  this  before,  and  I  would  be  grateful  to  any 
member  of  the  Section  who  may  communicate  a  similar  expe- 
rience. The  woman  had  never  had  an  operation  before,  yet 
the  left  broad  ligament  presented  the  typical  aspect  of  a  case 
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operated  on  for  the  removal  of  one  tube  and  ovary,  with  a 
rather  long  stump  left  after  amputation  of  the  appendages. 

Dr.  H.  D.  Beyea. — I  think  the  condition  of  malformation  of 
the  tube  described  bj'  Dr.  Hirst  must  be  very  rare.  I  would 
like  to  ask  him  if  the  tube  peritoneal  covering  continued  at  the 
same  level  in  the  broad  ligament  beyond  the  point  where  the 
well-formed  tubal  tissue  ceased.  A  case  operated  on  by  Dr. 
Penrose  two  or  three  years  ago  showed  a  malformation  of  one 
tube  which  in  some  ways  resembled  this  one,  and  might  be 
considered  to  be  the  same,  but  a  less  complete  deformity  than 
the  one  Dr.  Hirst  describes.  A  normal  tube  extended  out 
from  the  uterine  cornu  for  about  a  half -inch,  then  for  a  half- 
inch  the  muscle  and  mucous  membrane  walls  disappeared, 
leaving  onl}"  the  peritoneal  covering,  and  then  again  the  nor- 
mal tube  began  and  ended  in  a  normal  fimbriated  extremity. 
There  was  no  indication  or  history  of  inflammatory  disease  in 
this  instance. 

Dr.  Slocum. — I  should  like  to  ask  Dr.  Hirst  why,  in  the 
case  of  atresia  and  amputation  of  the  cervix,  when  he  realized 
that  the  vagina  was  almost  closed,  he  did  not  amputate  the 
whole  of  the  cervix  and  obliterate  the  cavity  above  the  sinus. 
It  would  have  been  more  simple  and  the  case  would  have 
needed  no  drainage. 

Dr.  Hirst. — Answering  Dr.  Beyea,  the  tube  ended  like  a 
sharpened  lead  pencil.  Dr.  Slocum's  suggestion  is  a  valuable 
one:  a  panhysterectomy  would  probably  have  been  the  better 
method. 

Dr.  H.  D.  Beyea  reported 

TWO    CASES    OF    PAPILLARY    ADENO-CARCINOMA    OP 
THE    OVARIES, 

and  exhibited  the  specimens. 

I  present  these  two  cases  of  malignant  disease  of  the  ovaries 
because  they  represent  a  rather  rare  form  of  new  growth  of 
these  organs  and  are  interesting  pathologically.  Also,  I  wish 
to  briefly  point  out  what  are  to  my  mind  the  indications  for 
operative  treatment  and  the  extent  of  operative  treatment 
which  should  be  practised  in  this  form  of  disease  and  the 
papillary  serous  cyst-adenoma  of  the  ovaries. 

The  flrst  case,  M.  H.,  American,  white,  married,  housewife, 
52  years  of  age,  was  admitted  to  the  Gynecean  Hospital  on 
November  14,  1899.  Her  family  history  was  good.  She 
had  had  the  usual  diseases  of  childhood,  but  otherwise  had 
been  healthy  until  the  present  illness.  The  menstrual  his- 
tory was  normal,  the  flow  occurring  every  twenty-eight  days 
and  lasting  five  to  six  days.  The  menopause  took  place 
at  46  years  of  age,  and  since  that  time  there  had  been  no 
discharge  of  any  sort  from  the  vagina.  She  is  the  mother 
of  one  child,  now  16  years  of  age,  and  has  had  three  mis- 
carriages.    Two  years  ago  she   was  taken  with  severe  pain 


COLLEGE   OF   PHYSICIANS   OF   PHILADELPHIA.  213 

in  the  upper  portion  of  the  abdomen,  associated  with  nausea 
and  vomiting  and  some  abdominal  distension;  also,  the  bowels 
were  loose  and  the  stools  mucous.  Such  attacks  afterward 
occurred  every  four  or  five  weeks,  each  lasting  about  an 
hour.  In  the  interval  between  attacks  she  was  much  troubled 
with  indigestion  and  abdominal  distension.  Early  in  this  ill- 
ness she  was  seen  by  Dr.  Frederick  P.  Henry,  of  this  city,  who 
diagnosed  her  trouble  as  intestinal  indigestion  and  prescribed 
a  treatment  which  gave  her  much  relief.  In  May,  1899,  she 
noticed  for  the  first  time  a  tumor  growing  in  the  right  ovarian 
region.  The  tumor  was,  she  thought,  about  the  size  of  an 
apple  and  movable.  Her  strength  soon  began  to  fail,  she  was 
losing  in  weight,  and,  becoming  much  worried  concerning  the 
tumor  discovered  in  the  abdomen,  she  visited  the  gynecologi- 
cal dispensary  of  one  of  the  hospitals  in  this  ci^y.  She  was 
told  that  she  had  a  serious  disease.  She  made  visits  once  a 
week  and  received  treatment  for  the  next  seven  months.  The 
tumor  steadily  increased  in  size,  became  immovable,  and  was 
distending  the  abdominal  wall.  Feeling  that  she  was  fast 
growing  weaker  and  it  would  soon  be  impossible  for  her  to  get 
to  the  hospital,  she  asked  if  something  could  not  be  done  to 
relieve  her.  She  was  told  that  her  disease  was  beyond  help. 
On  November  7  she  was  referred  to  me,  giving  the  history  de- 
scribed. She  was  emaciated,  very  weak,  and  scarcely  able  to 
walk.  One  could  see  at  once  that  she  was  very  ill,  and  she  had 
the  worried  expression  and  emaciation  usually  associated  with 
large  ovarian  tumors.  There  was,  however,  no  cachexia. 
Abdominal  examination  determined  at  once  a  tumor  irregular- 
ly distending  and  filling  the  abdominal  cavity  to  two  inches 
above  the  umbilicus.  On  making  palpation  over  the  tumor  it 
was  easily  determined  to  be  a  semi-cystic  and  multilocular 
growth.  Over  the  surface  could  be  felt  here  and  there  a  small 
nodule,  movable  beneath  the  abdominal  wall.  One  of  these 
nodules  was  quite  tender.  The  tumor  mass  could  not  be  moved, 
but  the  abdominal  wall  was  easily  separated  from  the  surface  of 
the  tumor.  No  crepitus  or  other  indication  of  localized  perito- 
nitis could  be  demonstrated.  There  were  no  physical  signs  of 
ascites,  and  no  secondary  deposits  could  be  felt  in  the  abdom- 
inal wall  or  on  the  intestines  or  structures  above  or  to  either 
side  of  the  tumor. 

On  making  a  vaginal  examination  the  mucous  membrane 
of  the  vaginal  outlet  and  vagina  was  seen  to  be  of  a  distinctly 
bluish  color.  There  was  a  small  laceration  of  the  perineum 
and  a  good-sized  cystocele.  A  nodule  the  size  and  shape  of  an 
enlarged  lymph  gland  was  felt  in  the  recto-vaginal  septum  at 
the  vaginal  fornix.  It  was  quite  hard  in  consistence,  movable 
beneath  the  mucous  membrane,  and  entirely  separable  from 
the  abdominal  growth.  The  uterus  was  displaced  bodily  up- 
ward and  forward  by  the  semi-cystic  and  multilocular  growth 
which  filled  the  pelvis  and  abdominal  cavity.  This  growth 
seemed  to  be  composed  of  a  large  and  small  mass,  the  small 
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mass  beiug  toward  the  left  side  and  the  h\rge  one  toward  the 
right  side.  What  were  suspected  to  be  secondary  nodules  or 
implantations  were  indistinctly  felt  over  the  surface  of  the 
tumor  in  Douglas'  pouch.  After  making  these  examinations 
carefully  twice,  I  was  convinced  the  growth  was  a  semi-cystic 
malignant  disease  of  the  ovaries,  most  probably  a  bilateral 
growth,  beginning,  by  implantation,  to  involve  the  perito- 
neum, and  therefore  a  papillary  cj'st-adenoma,  or  possibly  a 
papillarj'adeno-carcinoma.  Knowing  that  the  history  of  these 
papillary"  cyst-adenomata  with  secondary  implantations  on  the 
peritoneum  is  not  malignant  in  the  usual  sense,  and  that  it  is 
possible  for  the  patient  to  recover  her  health  if  the  primary 
disease  is  removed,  as  occurred  in  one  case  I  have  observed,  I 
determined  to  seriously  consider  the  question  of  operation,  and 
asked  the  patient  to  enter  the  hospital.  Further,  by  abdom- 
inal palpation  I  was  unable  to  find  any  secondary  involve- 
ment of  the  abdominal  wall,  intestines,  or  other  structures  in 
the  peritoneal  cavity,  and  the  nodule  in  the  recto-vaginal  septum 
resembled  a  large  gland,  was  movable  and  could  secondarily 
be  removed,  and  therefore  was  no  just  contraindication  to  ope- 
ration. Besides,  we  know  that  such  a  metastatic  growth  takes 
place  by  the  particles  or  cells  of  the  papillary  growth  being  taken 
up  by  the  peritoneal  stomata,  carried  to  a  lymph  gland,  which 
acts  as  a  filter  and  prevents  in  these  cases  the  further  metas- 
tatic deposit  of  the  disease.  If  the  gland  were  removed  there 
would  be  a  very  good  chance  that  it  would  not  return.  The 
physical  condition  of  the  patient  was,  however,  very  poor,  her 
pulse  was  weak  and  rapid,  she  was  scarcely  strong  enough  to 
walk  about,  and  certainly  could  stand  very  little  in  the  way  of 
operation.  On  admission  to  the  hospital  she  was  placed  on  a 
stimulative  treatment  (whiskey,  strychnia,  and  digitalis)  and 
a  nutritious  diet.  Under  this  treatment  she  did  not  show  any 
distinct  improvement  during  four  days,  and  it  was  very  evi- 
dent that  if  anything  were  to  be  done  for  her  it  must  be  soon. 

The  urine  was  normal  and  no  lesion  of  the  heart  or  lungs 
could  be  found.  The  preparation  for  operation  was  accord- 
ingly begun.  The  purgation,  which  was  unusually  mild, 
caused  extreme  weakness,  the  pulse  going  up  to  130.  This 
rather  frightened  me,  and  I  concluded  to  operate  the  next 
morning  only  if  the  patient's  condition  was  improved,  feeling 
that,  even  though  she  might  die  on  the  table.  I  was  in  duty  bound 
to  give  her  the  chance  of  getting  well.  Her  condition  under 
treatment  improved  quite  considerably  during  the  night,  and 
also  influenced  by  her  statement  that  she  wanted  the  chance  to 
get  well,  even  though  she  would  run  the  risk  of  dying  on  the 
table,  I  decided  to  operate.  My  plan  was  to  open  the  abdom- 
inal cavity,  and  if  I  found  there  was  any  possibility  of  remov- 
ing the  greater  part  of  the  growth,  to  do  it  as  quickly  as  pos- 
sible, otherwise  to  close  the  abdomen. 

The  abdomen  was  opened  by  a  small  incision  and  an  explora- 
tion of  the  tumor  masses  and  intestines  quickly  made.     There 
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■were  several  intestinal  adhesions,  but  few  secondary  implan- 
iiations,  and  these  in  Doug:las'  pouch.  I  therefore  at  once 
decided  to  remove  the  disease.  The  incision  was  enlarged. 
The  adhesions  were  separated,  the  large  and  then  the  small 
tumor  enucleated  and  the  pedicles  ligated  in  the  usual  manner, 
and  both  growths  and  the  Fallopian  tubes  removed.  Three  or 
four  small  bleeding  points  were  controlled  by  ligature,  a  gauze 
condom  drain  introduced  over  the  position  of  the  small  secon- 
dary growths,  and  the  abdomen  closed  with  mass  suture.  The 
duration  of  the  entire  operation  was  thirty-five  minutes.  The 
pulse  was  rapid  and  weak  during  operation,  and  strychnia  and 
"whiskey  were  administered  hypodermatically.  Also,  hypoder- 
Tnoclysis  of  a  pint  of  normal  salt  solution  was  practised,  being 
begun  soon  after  the  onset  of  the  operation,  and  a  second  pint 
■was  introduced  immediately  after  the  operation.  The  patient 
was  returned  to  her  bed  with  her  pulse  quite  weak,  but  96. 
An  enema  of  coffee  (six  ounces),  followed  by  an  enema  of 
normal  salt  solution,  was  given.  Whiskey,  strychnia,  and 
•digitalis  were  given  hypodermatically  at  intervals  for  the  next 
three  days.  Nutrient  enemata  were  given  everj'  six  hours. 
The  patient  progressed  fairly  well  as  regards  pulse  and  tem- 
perature, the  pulse  never  going  above  120  and  the  temperature 
100°  F. ,  but  soon  after  coming  out  of  ether  she  became  nause- 
ated and  vomited  at  short  intervals  during  the  next  three  days. 
Purgation  was  begun  (calomel,  one-quarter  of  a  grain  every 
two  hours)  at  the  end  of  twenty-four  hours,  and  was  followed 
by  a  small  bowel  movement.  There  was  no  abdominal  disten- 
sion at  any  time. 

Forty-eight  hours  after  operation  the  unusual  symptom  of 
hiccough  developed  and  continued  for  a  week,  regardless  of 
every  remedy,  including  several  doses  of  musk.  It  was  always 
present  except  when  the  patient  was  sleeping.  The  gauze 
•drain  was  removed  on  the  third  day  and  replaced  bj^  a  rubber 
drainage  tube,  which  was  shortened  from  day  to  day  and 
removed  three  days  later.  The  drainage  tract  completely 
closed  within  forty- eight  hours.  The  patient  progressed  well 
after  the  hiccough  ceased,  making  a  slow  recovery. 

Macroscopical  Description. — The  specimens  were  com- 
posed of  two  semi-cystic  and  multilocular  tumors  of  the  size  of 
an  adult  head  and  large  orange,  and  the  Fallopian  tubes. 

The  large  tumor  was  removed  from  the  right  side.  It  meas- 
ured 25,  18,  and  14  centimetres  in  its  various  diameters.  It 
was  covered  by  a  peritoneal  capsule,  which  was  smooth  every- 
where except  for  a  few  papillary  masses  growing  on  the  broad- 
ligament  surface  of  the  pedicle  and  at  the  site  of  previous  in- 
testinal adhesions.  Beneath  the  capsule  large  blood  vessels 
(venous)  were  seen  ramifying  in  every  direction  from  the 
pedicle.  The  mass  was  composed  of  one  large  or  chief  loculus 
and  perhaps  twenty  smaller  loculi  varying  in  size  from  a  pea 
to  an  orange.  The  wall  of  the  chief  cyst  was  a  thin  peritoneal 
oapsule,    on  the   inner  surface  of  which   were  papillomatous 
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masses,  generally  5  centimetres  in  thickness,  protruding  into 
the  cyst  cavity.  The  papillomatous  masses  seemed  to  arise 
from  the  peritoneal  capsule  and  were  unusually  compact.  The 
greater  part  of  the  internal  surface  was  covered  with  these 
masses.     The  contents  was  a  clear,  serous  fluid. 

The  walls  of  the  medium-sized  loculi  were  for  the  most  part 
the  thin  capsule,  here  and  there  covered  with  papillomatous 
masses  of  varying  thickness.  Some  of  the  smaller  loculi  were 
free  from  pat)illomatous  tissue.  The  tumor  from  the  right 
side  was,  like  the  other,  semi-cystic  and  multilocular,  the 
loculi  varying  in  size  from  a  pea  to  a  large  walnut,  and  there 
were  hut  few  papillomatous  masses  on  the  inner  surface.  A 
few  papillomata  were  seen  on  the  outer  surface,  most  frequently 
at  the  pedicle.  This  tumor  measured  13,  10,  and  8  centime- 
tres in  its  various  diameters.  The  Fallopian  tube  of  the  left 
side  was  normal.  The  right  tube  measured  8  centimetres  in 
length  and  1,  2,  and  3  centimetres  in  diameter.  The  outer 
third  of  the  isthmus  was  much  enlarged  and  seemed  to  be 
filled  with  papillomatous  masses,  which  protruded  from  the 
fimbriated  extremity  as  a  mass  of  papillomata  and  two  minute 
cysts. 

Microscopical  Description. — Sections  were  made  from 
various  portions  of  the  cyst  wall  and  from  the  inner,  middle, 
and  outer  thirds  of  the  right  tube,  and  prepared  and  examined 
by  Dr.  H.  L.  WilHams. 

Sections  from  the  inner  third  of  the  tube  showed  nothing  of 
special  interest.  The  tube  wall  of  the  middle  third  was  dilated 
into  a  very  thin  membrane.  The  lining  epithelium  had  almost 
entirely  disappeared,  but  where  it  still  remained  the  epithelium 
had  been  proliferated  into  many  layers.  The  epithelial  cells 
were  granular,  irregular  in  size,  took  the  hematoxylin  stain 
deeply,  and  appeared  like  the  atypical  epithelium  in  the  papil- 
lary serous  cyst-adenoma  of  the  ovary.  In  the  outer  third  of 
the  tube  the  histological  picture  differed  greatly  from  the  other 
portions  described.  The  tube  wall  was  greatly  thickened  and 
was  made  up  of  loose  connective  tissue,  unstriped  muscle 
fibres,  and  blood  vessels  of  considerable  size.  Here,  also,  was 
considerable  small  round-cell  infiltration  extending  out  from 
the  lumen.  The  lumen  itself  had  been  almost  obliterated  and 
was  occupied  by  a  growth  made  up  of  stroma  tissue  resembling 
the  wall  of  the  tube  honeycombed  by  proliferating  epithelial 
cells.  Elsewhere  two  distinct  systems  of  connective  tissue  and 
proliferated  atypical  epithelium,  irregularly  intertwined  with- 
out any  definite  arrangement,  were  seen.  From  this  section 
we  could  readily  make  a  diagnosis  of  adeno-carcinoma.  The 
sections  made  from  the  cyst  walls  showed  within  the  capsule 
a  loose  connective-tissue  stroma  which  was  completely  riddled 
with  atypical  glands  or  alveoli.  These  gland  spaces  were  lined 
with  low  columnar  epithelium,  which  in  many  places  were 
separated  one  from  the  other  by  connective-tissue  septa.  In 
all  of  the  glands  the  epithelium  was  more  or  less  proliferated; 
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sorae  of  them  were  filled  full  with  proliferating  epithelium  and 
broken-down  cells.  The  tissue  here  showed  an  early  stage  of 
adeno-carcinoma.  In  other  sections  the  epithelium  was  dif- 
fusely proliferated  and  had  broken  outside  of  the  gland  wall 
and  was  scattered  throughout  the  stroma  tissue.  In  many 
other  sections  the  picture  was  simply  that  of  the  non-malig- 
nant papillary  growth,  the  usual  papillomatous  tissue  of  the 
serous  cystoma. 

The  second  case,  a  primary  adeno-carcinoma  of  both  ova- 
ries, was  a  patient  under  the  care  of  Dr.  Theodore  A.  Erck, 
who  has  very  kindly  given  me  the  following  history  and 
allowed  me  to  present  the  specimen. 

M.  C,  American,  white,  housewife,  29  years  of  age,  was 
admitted  to  the  Gynecean  Hospital  on  December  2,  1899.  Her 
family  history  was  negative.  She  had  alwaj's  enjoyed  good 
health,  except  for  an  attack  of  diphtheria  which  occurred  three 
months  before  coming  under  observation.  The  menstrual 
function  first  appeared  at  1 6  years  of  age  and  occurred  regularly 
and  normally  until  two  years  ago.  She  was  married  when  22 
years  of  age  and  is  the  mother  of  one  child,  now  6  years  of  age. 
She  has  had  two  miscarriages.  Since  the  last  miscarriage,  two 
years  ago,  she  has  suffered  with  dysmenorrhea;  the  menstrual 
flow  has  gradually  increased  in  amount  and  during  the  last 
year  has  been  quite  profuse.  About  three  months  before  ex^ 
amination  she  noticed  an  enlargement  in  the  right  ovarian 
region,  which  caused  her  some  pain.  The  pain  was  always 
aggravated  at  the  menstrual  period.  Micturition  was  frequent 
and  painful.     She  has  complained  of  constipation  for  a  year. 

On  admission  to  the  hospital  a  vaginal  examination  deter- 
mined the  presence  of  two  tumors,  one  on  each  side  of  the  ute- 
rus, slightly  cystic  in  character,  irregular  in  outline,  and 
intimately  connected  with  the  lateral  wall  of  the  uterus.  The 
tumors  could  be  moved  with  the  uterus,  and  in  many  respects 
the  growth  resembled  the  multinodular  fibroid  tumor  of  the 
uterus. 

Celiotomy  was  performed  on  December  4.  On  opening  the 
peritoneal  cavity  the  omentum  was  seen  to  be  of  normal  thick- 
ness, but  was  here  and  there  studded  with  small  nodules  the 
size  of  a  pea,  the  lower  border  being  covered  with  a  fringe  of 
such  nodules.  A  great  part  of  the  diseased  omentum  was 
removed.  The  tumors,  multilocular  cystomata,  the  walls  of 
which  were  composed  of  characteristic  malignant  tissue,  the 
surface  covered  here  and  there  with  nodules  like  those  in  the 
omentum,  filled  the  pelvic  cavity  on  both  sides,  anteriorly  and 
posteriorly,  and  in  front  of  the  uterus.  Both  tubes  and  ovaries 
(the  tumors)  were  with  some  difficulty  enucleated  andremoved. 
The  uterus  was  slightly  enlarged  and  contained  a  number  of 
nodules  on  every  surface.  The  surface  of  the  bladder,  the 
parietal  and  visceral  pelvic  peritoneum,  and  the  sites  from 
which  the  tumors  were  enucleated  were  covered  by  many 
malignant  nodules.     Since  it  was  evident  that  a  great  part  of 
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the  nialii^naiit  diseased  tissue  could  not  be  removed,  further 
operative  procedure  was  abandoned  and  the  abdomen  closed. 
The  patient  made  an  uneventful  recovery. 

The  tirst  case  is  an  instance  of  a  papillary  serous  cj^st-ade- 
noina  undergoing  carcinomatous  degeneration,  and  the  second 
evidently  a  priinarv  papillary  adeno-carciuoma. 

^^(lcroscopical  Description. —The  spei^irnens  consisted  of  a 
multilocular  C3"stoma  of  the  right  and  left  ovar}'-,  with  the 
Fallopian  tube  of  one  side  attached,  and  a  section  of  the 
omentum. 

The  larger  of  the  two  cystoraata  measured  10,  8,  5,  and  5  cen- 
timetres in  the  various  diameters  and  was  composed  of  a  large 
number  of  small  loculi  and  one  large  loculus.  Half  of  the  mass 
was  solid  tissue.  The  external  surface  was  here  and  tliere 
covered  with  a  peritoneal  adhesion  or  a  small  papillomatous 
growth,  and  on  the  lower  surface  there  was  an  area  somewhat 
larger  than  a  silver  dollar,  which  was  rough,  granular,  worm- 
eaten  in  appearance,  and  evidently  was  the  portion  of  the 
turner  attached  to  the  pelvic  wall.  Upon  cutting  transv^ersely 
through  the  tumor  we  found  the  hilus  infiltrated  with  the 
graaular  tissue  above  described  and  many  small  cystic  cavi- 
ties. To  the  naked  eye  the  white  granular  tissue  infiltrating 
the  hilus  appeared  like  a  maligaant  growth.  The  Fallopian 
tube  attached  to  this  tumor  was  normal.  The  tubo-ovarian 
ligament  contained  a  nodular  growth  the  size  of  a  bean.  The 
smaller  of  the  two  cystomata  measured  8,  G,  7.  and  5  centimetres 
in  its  various  diameters  and  was  about  the  shape  of  a  small 
potato.  The  surface  was  smooth  in  many  places,  but  here  and 
there  were  adhesions*and  a  roughened,  granular  area  similar 
to  that  on  the  other  tumor.  On  section  the  cystoma  in  every 
way  resembled  that  of  the  opposite  side. 

The  general  structure  of  the  portion  of  omentum  was  thin 
and  delicate,  but  there  were  numerous  chains  of  large,  whitish 
glands,  varying  in  size  from  a  small  shot  to  a  chestnut.  These 
nodules  had  the  typical  appearance  of  a  malignant  growth. 

Microscopical  Description. — Sections  from  the  tumors 
showed  a  stroma  which  was  in  places  about  normal,  infiltrated 
with  a  glandular  growth  which  at  a  glance  was  readily  seen 
to  be  malignant.  The  glands  were  separated  one  from  the 
other  and  surrounded  by  normal  stroma.  There  was  no  direct 
infiltration  of  the  stroma  from  the  epithelium  of  the  glands  in 
most  fields,  but  the  epithelium  was  so  proliferated  within  the 
glands  that  they  were  nearly  filled  completely.  The  glands 
were  typical  in  shape  and  resembled  in  appearance  those  seen 
in  adeno-carcinoma  of  the  uterus.  The  epithelium  did  not  take 
the  stain  well;  individual  nuclei  were  not  distinct,  and  the 
cells  appeared  degenerated. 

Many  of  the  glands  were  filled  with  mucoid  substance,  and 
in  a  very  considerable  number  small  round  bodies  showing 
striations  could  be  seen.  Section  of  nodules  from  the  omentum 
showed  a  fibrous  stroma,  infiltrated  with  atypical  glandular 
growths  similar  to  those  described  in  the  cystoma. 
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These  tumors,  according  to  Pfannenstiel,  are  not  infrequent 
growths  of  the  ovary.  Half  of  the  papillary  growths  of  the 
ovary  he  has  observed  were  adeno-carcinomata.  This,  how- 
ever, is  not  the  experience  of  other  writers.  For  instance, 
Kelly  has  observed  only  two  such  tumors  among  twenty-seven 
papillary  growths  of  the  ovary.  I  have  now  seen  four  adeno- 
carcinomata  among  about  twenty  papillary  growths  of  the 
ovary.  The  papillary  adeno-carcinoma  is  usually  composed 
of  loculi  of  equal  size  (no  chief  cyst),  surrounded  and  separated 
by  solid  tissue,  from  a  half  to  three-fourths  of  the  entire  mass 
being  solid.  The  loculi  contain  more  or  less  of  the  papillary 
outgrowths.  In  half  of  the  cases  there  are  papillary  growths 
on  the  surface,  but  such  surface  papillary  growths  are  rarely 
of  carcinomatous  nature.  In  only  one  instance  among  twenty 
Pfannenstiel  observed  was  this  portion  of  the  tumor  carcinom- 
atous. It  is  to  be  noted  that  in  both  of  these  cases  above 
described  the  surface  papillary  growths  were  carcinomatous; 
that  in  the  first  case  the  papillary  growths  in  the  tube  showed 
the  most  advanced  carcinomatous  change.  In  many  papillary 
cyst-adenomata,  where  carcinomatous  change  is  found,  it  is 
probable  that  the  two  diseases  develop  at  the  same  time,  as  is 
shown  in  the  second  case.  Where  there  is  a  large  papillary 
cyst-adenoma,  and  carcinomatous  change  is  found  in  only  part 
of  the  tissue,  the  carcinoma  is  a  secondary  degeneration.  As 
a  rule  the  growths  are  bilateral,  but  do  not  develop  at  the  same 
time.  They  may  occur  at  any  age,  being  observed  as  early 
as  8  years,  but  most  occur  between  30  and  50  years  of  age. 
Ascites  develops  early.  There  was  no  ascites  in  the  above  two 
cases.  The  growth  is  destructive.  Metastasis  takes  place  to 
the  broad  ligament,  mesosalpinx,  parametrium,  vaginal  vault, 
tube  wall,  uterus,  rectum,  cecum,  also  to  the  retroperitoneal 
Ivmph  glands,  in  some  rare  cases  to  the  inguinal  glands. 
Further  metastasis  may  take  place,  through  the  blood  channels, 
"to  the  liver,  stomach,  intestines,  bones,  distant  lymph  glands 
(supraclavicular),  and  other  organs.  Also,  the  lumen  of  the 
tube  and  uterus  may  be  the  seat  of  secondary  metastasis, 
according  to  Riechel  and  as  is  shown  in  the  first  case  reported. 
The  chief  metastasis,  however,  is  in  the  peritoneum.  The  im- 
plantation of  the  papillary  adeno-carcinomata  on  the  peritoneum 
is  locally  exceedingly  malignant,  in  that  they  grow  deeply  and 
produce  new  masses  by  way  of  the  lymphatics,  so  that  in 
advanced  stage  of  the  disease  there  is  a  general  abdominal 
carcinomatosis. 

In  the  later  stages  of  the  disease  a  cachexia  develops  and  the 
patient  dies  from  marasmus.  The  course  and  duration  of  the 
disease  vary  in  each  case ;  89  per  cent  of  the  cases  which 
survive  the  operation,  according  to  Pfannenstiel,  have  a  return 
of  the  disease  and  die  during  the  first  year.  On  the  other 
hand,  cases  have  been  observed  healthy  ten  years  after  opera- 
tion. Pfannenstiel  describes  an  instance  where  the  patient 
was  well  four  and  a  half  years  after  operation.     There  was  a 
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bilateral  papillary  ovarian  carcinoma,  uterine  carcinoma  and 
myoma.  The  operation  was  a  total  hysterectomy.  I  have 
myself  observed  a  case  of  adeno-carcinoma  in  which  there  was 
no  doubt  of  the  microscopical  malignant  character  of  the  dis- 
ease, and  the  patient  reported  herself  perfectly  well  three  years 
after  operation. 

The  cause  of  the  great  malignancy  is  the  frequent  intraliga- 
mentary  development  of  the  growths. 

The  pathology  of  these  tumors  shows  that  the  surface  papil- 
lary growths,  and  therefore  also  the  secondary  implantations 
on  the  peritoneum,  are  usually  simple  papillary  growths,  even 
where  the  tumor  is  itself  undergoing  carcinomatous  degenera- 
tion. Statistics  show  that  a  small  percentage  get  well  when 
the  carcinomatous  disease  is  completely  removed.  The  papil- 
lary serous  cj'st-adenoma  with  secondary  implantation  of  the 
peritoneum  does  not  necessarily  mean  that  the  disease  will 
progress  after  the  primary  tumors  are  removed.  Meinert 
reports  a  case  well  after  eight  years,  Thornton  one  well 
after  nine  years,  Lomer  one  after  four  and  a  half  years, 
Baker  Brown  one  after  seven  years,  and  Flaischlen  a  case 
where  the  patient  was  living  after  eleven  years.  I  have 
seen  a  case  where  at  the  operation  the  parietal  and  visceral 
peritoneum  was  everywhere  covered  with  millions  of  small 
papillary  outgrowths;  the  primary  growths  were  removed,  and 
the  patient  has  been  well  for  more  than  four  years.  With  these 
facts  before  us,  it  is  self-evident  that  the  indications  for  treat- 
ment in  all  papillary  serous  cyst-adenomata  and  adeno-carcinom- 
ata  are  radical,  removing  all  possible  diseased  tissue.  Where 
there  remain  papillomatous  tissue  or  implantations  on  the 
peritoneum,  we  cannot  be  sure  that  they  are  of  such  malig- 
nant character  that  retrograde  processes  may  not  take  place 
and  the  patient  get  well.  For  some  time  it  has  been  my  belief 
that  the  packing  of  the  pelvic  cavity,  particularly  over  implan- 
tation areas,  with  sterile  gauze  would  cause  a  reactive  change 
and  assist  in  the  retrograde  process.  This  was  the  object  of 
drainage  in  the  first  case  described.  In  the  case  above  referred 
to  as  being  well  after  four  years  in  spite  of  the  extensive  papil- 
lary implantations,  the  pelvic  cavity  was  packed  with  sterile 
gauze.  The  gauze  could  not  be  entirely  removed  for  two 
months,  and  the  irritation,  inflammation,  and  probably  infec- 
tion (a  staphylococcus)  which  must  have  taken  place,  I  believe 
destroyed  the  papillomata  and  saved  the  patient's  life. 

I  have  thought  that  in  those  cases  of  papillary  serous  cyst- 
adenoma  and  adeno-carcinoma  composed  of  one  or  two  loculi, 
which  are  so  adherent  and  incorporated  with  other  structures 
that  they  cannot  be  removed,  the  opening  of  the  loculi  followed 
by  such  a  gauze  pack  would  at  least  lengthen  the  life  of  the 
patient  and  might,  in  the  papillary  serous  cystoma,  result  in  a 
cure. 

I  would  therefore  suggest  that  the  loculi  be  opened  and  a 
large  gauze  pack  introduced  in  all  cases  of  papillary  serous 
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cyst-adenoma  and  adeno-carcinoma  where  the  cystoma  cannot 
be  removed;  in  all  cases  where  even  suspected  adeno  carcinoma 
is  localized  to  the  pelvic  peritoneum  and  the  primary  tumor  is 
removed;  and  particularly  in  all  cases  where  there  are  simple 
papillary  growths  on  the  visceral  and  parietal  peritoneum.  In 
the  simple  papillary  growths,  also,  the  presence  of  a  large  lymph 
gland,  which  can  be  removed,  should  not  necessarily  make  a 
case  hopeless,  for  it  has  been  found  that  such  metastasis  in  this 
disease  may  not  extend  beyond  the  lymph  gland. 
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Stated  Meeting,  December  19,  1899. 
The  President,  Joseph  E.  Janvrin,  M.D.,  in  the  Chair. 

LEAVING   AN   OVARY   TO   PREVENT    REFLEX    SYMPTOMS   AFTER 
HYSTERECTOMY. 

Dr.  E.  E.  Tull. — I  would  like  to  speak  of  two  classes  of 
cases  which  are  of  interest  to  me,  viz.,  cases  of  hysterectomy 
in  which  the  tubes  and  ovaries  are  removed  as  well  as  the 
uterus,  and  those  in  which  an  ovary  has  been  intentionally  left 
in  the  pelvis.  During  the  past  few  years  I  have  operated  upon 
a  number  of  cases  in  which  I  have  purposely  left  an  ovary,  in 
order  that  the  patient  might  be  spared  the  unpleasant  phenom- 
ena which  usually  follow  the  removal  of  tubes  and  ovaries 
with  the  uterus.  Some  of  the  cases  were  operated  upon  three 
or  four  years  ago,  and  all  of  the  patients  have  been  free  from 
the  contraction  of  the  vagina,  acrid  discharge,  and  nervous 
symptoms  which  are  looked  for  after  total  ablation.  In  my 
first  few  cases  I  left  one  ovary  at  random,  but  lately  I  have 
stitched  the  ovary  to  the  parietal  wall  in  the  iliac  fossa  with 
fine  catgut  or  silk  to  prevent  it  becoming  infected  by  contact 
with  the  dressing.  All  were  cases  in  which  the  uterus  was  re- 
moved for  fibroid.  I  have  never  seen  a  case  of  inflammatory 
disease  in  which  I  thought  it  possible  to  save  an  ovary. 

Dr.  George  H.  Mallett. — My  experience  coincides  with 
that  of  Dr.  Tull.  I  have  left  the  ovary  for  similar  reasons  in 
two  cases.  One  was  operated  upon  a  year  ago,  the  other  six 
months;  both  patients  have  been  under  constant  observation, 
and  so  far  they  have  shown  fewer  symptoms  than  do  pa- 
tients from  whom  all  the  organs  are  removed.  I  must  say, 
however,  that,  in  addition  to  leaving  one  ovary,  I  have  been 
giving  the  patients  ovarian  extract,  and  I  am  unable  to  say 
how  much  of  the  good  result  is  due  to  the  drug  and  how  much 
to  the  fact  that  one  ovary  was  left. 
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Dk.  a.  Palmer  Dudley. — Leaving  part  or  the  whole  of 
one  ovary  to  prevent  reflex  symptoms  is  in  the  line  of  my  con- 
servative work.  In  two  cases  of  hysterectomy  1  have  left  an 
ovary,  or  rather  a  portion  of  it,  and  in  each  case  the  patient 
has  gotten  along  better  than  if  everything  had  been  removed. 
They  have  been  free  from  the  reflex  symptoms  and  atrophy 
which  nsnally  attend  total  extirpation.  I  saw  one  of  the  pa- 
tients to-day,  and  she  is  the  picture  of  health.  It  is  true  that 
in  one  case  the  portion  of  ovary  left  in  the  pelvis  inflamed  and 
gave  a  little  trouble  soon  after  the  operation,  but  fortunately 
this  passed  off  soon.  I  would  like  to  ask  Dr.  Tull  if  he  has 
ever  seen  a  case  in  which  cystic  degeneration  has  taken  place 
in  the  remaining  ovary. 

Dr.  Tull. — One  of  the  reasons  why  I  brought  up  this  sub- 
ject is  because  of  its  importance  from  a  medico-legal  stand- 
point. A  patient  in  whom  I  left  one  ovary  and  tube  has  re- 
cently threatened  to  sue  me.  I  would  like  to  know  if  any  of 
the  members  have  had  a  similar  experience. 

In  reply  to  Dr.  Dudley's  question,  I  would  say  that  I  have 
not  yet  been  obliged  to  perform  a  second  operation  for  the  re- 
moval of  an  ovary  left  in  intentionally.  It  is  possible  that  this 
ma}"  be  necessary  at  a  later  day.  To  my  mind  one  is  justified 
in  taking  this  risk  in  order  to  ward  off  the  symptoms  I  have 
mentioned.  In  regard  to  sexual  feeling,  I  do  not  think  that, 
removal  of  the  tubes  and  ovaries  has  any  influence  upon  it. 

Dr.  Dudley. — To  leave  in  an  ovary  or  part  of  an  ovary  is- 
not  only  justifiable,  but  is  a  real  advance  in  gynecological  sur- 
gery. That  which  can  be  done  with  ovarian  structure  in  the 
way  of  prolonging  a  woman's  natural  condition  is  yet  in  its 
infancy.  I  propose  at  the  very  first  opportunity  to  transplant 
ovarian  tissue  from  one  woman  to  another.  I  know  I  can  do 
it  in  my  hospital  practice  without  fear  of  the  results,  and  I  am 
going  to  try  it.  Of  course  it  is  possible  that  we  may  be  mis- 
led by  the  gross  appearance  of  an  ovary,  and  thus  leave  some 
structure  which  will  become  cystic  later  on,  but  in  the  majority 
of  cases  no  such  mistake  will  occur. 

Dr.  J.  N.  West. — In  answer  to  Dr.  TuU's  question  as  to- 
what  should  be  the  surgeon's  course  in  the  matter  of  removing 
or  leaving  an  ovary,  I  would  say  that  it  has  always  been  my 
endeavor  to  avoid  sacrificing  any  organ  which  can  be  saved. 
I  operated  recently  upon  a  case  of  double  pyosalpinx  and  was 
able  to  save  half  of  the  right  ovary.  The  patient  made  a  good 
recovery,  has  continued  to  menstruate  regularly,  and  has  none 
of  the  troublesome  reflex  symptoms  which  follow  removal  of 
both  ovaries. 

abdominal  hysterectomy;  death  on  fifteenth  day. 

Dr.  Dudley. — Not  long  ago  I  did  a  hysterectomy  for  fibroid 
of  the  uterus  upon  a  case  which  was  sent  to  me  from  Kingston. 
The  patient  was  a  single  woman,  45  years  of  age.  She  was 
kept  under  observation  in  the  hospital  for  a  week  before  opera- 
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tion,  her  heart,  lungs,  and  kidneys  were  examined,  and  she 
was  pronounced  a  fit  subject  for  hysterectomj'.  She  was  very 
stout.  The  vagina  was  much  contracted,  and  the  growth  was 
so  situated  that  it  was  necessary  to  operate  from  above.  I 
severed  the  vaginal  connections  from  below  and  then  removed 
the  uterus  through  the  abdominal  incision.  The  patient  was 
put  to  bed  in  good  condition.  There  was  a  stitch  abscess,  but 
the  woman  did  well  for  fifteen  days,  when  she  was  suddenly 
seized  with  severe  d3'smenorrhea  one  night  and  died  within  an 
hour.  I  was  determined  to  have  an  autopsy  and  was  obliged 
to  make  a  coroner's  case  of  it  in  order  to  obtain  one.  The  re- 
sult showed  that  death  was  not  due  to  sepsis  or  to  the  opera- 
tion. The  heart  wall  was  thin,  the  right  side  flabby,  and  the  left 
side  contracted;  interstitial  myocarditis  was  present;  the  lung& 
contained  miliary  tubercles,  and  the  kidneys  were  the  seat  of 
acute  diffuse  nephritis.  In  addition  to  this,  three  of  the  largest 
gall  stones  I  have  ever  seen  were  found  together  with  forty 
smaller  ones.     There  was  no  history  of  jaundice. 

SIXTEEN   FIBROIDS   REMOVED   BY   MYOMECTOMY. 

Dr.  West. — In  February,  1899,  I  was  consulted  by  a  woman ,^ 
25  years  of  age,  who  had  been  married  two  years,  but  never 
pregnant.  After  marriage  her  periods  had  become  irregular, 
sometimes  skipping  two  or  three  months,  and  sometimes  ap- 
pearing every  two  weeks.  Clots  were  passed  and  there  was 
considerable  pain.  In  July,  1898,  the  patient  complained  of 
severe  pain  in  the  abdomen.  This  attack  followed  a  period 
and  lasted  about  a  week.  She  had  a  similar  attack  in  January, 
1899,  but  was  not  confined  to  her  bed  on  either  occasion.  A 
diagnosis  of  subperitoneal  fibroids  was  made,  and  operation 
performed  March  18,  1899,  An  abdominal  incision  was  made 
and  the  uterus  brought  up  in  position.  It  was  then  found  to- 
be  studded  with  fibroids  ranging  in  size  from  very  small  ones 
to  those  the  size  of  a  hen's  egg.  I  threw  an  elastic  ligature 
around  the  cervix  and  proceeded  to  remove  the  fibroids.  Some 
were  subperitoneal,  some  had  pedicles,  and  others  were  buried 
deep  in  the  uterine  walls,  from  which  they  had  to  be  cut.  In 
all,  sixteen  fibroids  were  removed,  the  wounds  being  closed 
with  catgut.  Some  little  bleeding  occurred,  but  this  was  easily 
controlled,  partly  by  hot  applications  and  partly  by  putting  in 
sutures.  The  patient  was  put  to  bed  in  good  condition.  There 
was  no  shock  and  but-  little  pain.  Recovery  was  uneventful. 
Nine  months  after  the  operation  the  uterus  was  found  to  be 
normal  in  size,  and  no  more  fibroids  have  appeared.  Two  or 
three  years  ago  I  would  have  removed  the  uterus.  Since  then 
experience  has  led  me  to  attempt  to  save  the  uterus  in  many 
cases  in  which  formerly  it  would  have  been  removed. 

Dr  Mallett. — I  am  in  favor  of  doing  myomectomy  instead 
of  hysterectomy  whenever  it  can  possibly  be  done.  I  have 
removed  several  subperitoneal  fibroids  with  success  by  the 
former  method. 
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Dk,  Chambers. — The  prominence  now  given  to  myomectomy 
is  a  step  in  the  rii:;ht  direction.  It  is  not  considered  good  sur- 
gery to  remove  organs  which  can  be  saved. 

The  Pkesipext. — During  the  past  two  years  the  tendency 
has  been  in  favor  of  m3'oinectomy  instead  of  hysterectomy  in 
cases  in  wliicli  tibroids  can  be  removed  with  safetv,  and  in 
which  the  uterus  is  not  too  large  or  otherwise  diseased. 

In  regard  to  Dr.  Tull's  remarks,  I  would  like  to  say  here 
that  for  the  past  three  years  I  have  been  in  the  habit  of  leaving 
the  ovaries  when  doing  vaginal  hysterectomy  for  cancer,  if  upon 
examination  they  prove  to  be  healthy. 

A   CASE   OF   graves'   DISEASE. 

Dr.  p.  F.  Chambers. — At  the  Obstetrical  Society  the  other 
evening  Dr.  Polk  reported  a  case  in  which  he  had  removed 
part  of  the  thyroid  gland,  and  some  discussion  followed  in  re- 
gard to  the  effect  which  the  thyroid  secretion  has  upon  women. 
I  have  now  under  treatment  a  case  which  is  interesting  in  this 
connection.  The  patient  is  45  years  of  age,  who  has  not  yet 
reached  the  menopause,  and  who  for  the  past  three  months  has 
given  unquestionable  signs  of  Graves'  disease.  The  thyroid 
is  enlarged  and  tender,  and  she  suffers  from  tachycardia,  the 
pulse  beat  ranging  from  110  to  130  or  130.  There  is  no  exoph- 
thalmia.  Lately  she  has  been  suffering  from  menorrhagia.  I 
have  examined  her  and  find  no  cause  for  it.  She  has  borne 
children,  but  is  singularly  free  from  laceration;  there  is  no 
metritis  or  other  uterine  disease,  and  I  can  attribute  the  monor- 
rhagia to  nothing  but  the  Graves'  disease. 

Dr.  E.  L'H.  McGinnis. — Since  Dr.  Polk  read  a  paper  on 
the  use  of  thyroid  extract  in  the  treatment  of  fibroid  tumor  of 
the  uterus,  about  two  years  ago,  I  have  been  much  interested  in 
the  subject.  I  have  employed  this  treatment  in  several  cases, 
and  in  one  the  tumor  has  entirely  disappeared.  I  cannot,  how- 
ever, state  whether  the  result  was  due  to  the  thyroid  extract 
or  to  electricity,  for  both  were  employed.  She  suffered  from 
menorrhagia  and  pressure  symptoms.  Both  symptoms  have 
disappeared.  I  told  her  frankly  that  I  knew  nothing  person- 
ally about  the  treatment,  but  that  Dr.  Polk's  opinion  was  of 
greatest  value.  She  was  perfectly  willing  to  try  the  extract 
and  took  the  tablets  during  eight  months.  At  the  end  of  this 
time  she  returned  to  the  hospital  for  examination,  and  no  trace 
of  the  fibroid  could  be  found. 

Dr.  Mallett. — The  menorrhagia  of  which  Dr.  Chambers 
speaks  is  a  common  accompaniment  of  thyroid  enlargement. 
In  looking  up  the  literature  of  the  case  I  find  that  Dr.  Stahl, 
of  Chicago,  has  collected  sixteen  cases,  and  this  symptom  was 
almost  constantly  present.  I  think  that  the  thyroid  secretion 
has  some  influence  upon  the  pelvic  circulation,  and  it  is  for 
this  reason  that  thyroid  extract  is  used  to  check  uterine  hemor- 
rhage. I  have  never  seen  a  fibroid  disappear  after  the  use  of 
the  extract.     The  treatment  is  difficult  to  carry  out.     The  drug 
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is  sometimes  not  well  tolerated  and  does  not  always  control 
hemorrhage. 

Dr.  Chambers. — In  my  case  I  concluded  that  the  excessive 
thyroid  secretion  produced  acceleration  of  the  heart  action 
and  that  this  brought  on  menorrhagia. 

Dr.  Dudley. — I  have  seen  a  number  of  aggravated  cases 
of  exophthalmic  goitre.  One  of  the  patients,  a  woman,  suf- 
fered from  excessive  menstruation  and  also  from  heart  symp- 
toms. We  must  remember  that  the  nerve  which  supplies  the 
heart  is  pressed  on  by  the  goitre,  and  that  many  of  the  heart 
symptoms  are  produced  by  the  pressure  made  upon  this  nerve, 
caused  by  the  various  positions  taken  by  the  patient.  The 
menorrhagia  is  also  due  to  this  cause,  and  in  some  cases  the 
breast  sympathizes  for  the  same  reason.  Some  years  ago  a 
friend  of  mine  removed  the  enlarged  thyroid  in  several  cases. 
This  has  also  been  done  by  the  great  Swiss  surgeon.  I  should 
not  give  thyroid  extract  in  these  cases.  The  stomach  does  not 
tolerate  it  well  and  it  does  not  decrease  the  irregularity  of  the 
heart.  On  the  contrary,  it  sometimes  produces  tachycardia. 
I  have  substituted  the  mammary  extract  in  some  cases,  and  it 
is  wonderful  how  much  better  results  are  produced.  One  of 
the  patients  is  the  wife  of  a  physician.  I  put  her  upon  mam- 
mary extract  and  she  now  menstruates  regularly. 

In  a  paper  read  before  the  Maine  State  Medical  Association 
recently  it  was  stated  that  patients  from  whom  the  thyroid  is 
removed  lose  their  hair  and  beard.  They  also  lose  flesh  until 
they  are  put  upon  thyroid  extract. 

The  President. — I  have  removed  the  enlarged  thyroid  in 
two  cases.  In  one  case  the  operation  was  done  twelve  years 
ago.  The  patient  was  40  years  of  age  No  unpleasant  symp- 
toms followed.  I  attribute  the  irregular  circulation  in  cases 
of  thyroid  enlargement  to  pressure  more  than  to  anything  else. 
Two  years  ago  I  assisted  in  removing  an  immense  thyroid 
from  a  robust  man  about  29  years  of  age.  He  has  been  in  per- 
fect health  ever  since.  Previous  to  the  operation  he  suffered 
very  greatly  from  dj^spnea. 

Dr.  George  H.  Mallett  then  read  the  paper  of  the  eve- 
ning, entitled 

medical  literature  of  to-day. 

Dr.  West. — I  think  there  are  two  sides  to  this  question, 
although  Dc  Mallett  deserves  credit  for  some  original  thought 
upon  the  subject.  The  tendency  of  the  age  is  toward  a  flood 
of  literature  of  all  kinds,  medical  and  otherwise.  The  facilities 
afforded  by  the  Index  Medicus  are  such  that  if  a  man  will 
take  the  time  to  study  up  a  subject  he  can  write  a  fairly  good 
paper.  Fortunately,  medical  societies  demand  that  members 
shall  write  papers  and  report  cases  at  their  meetings.  I  do 
not  know  of  anything  more  improving  than  to  write  a  paper. 
15 
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Of  course  not  all  papers  are  worthy  of  publication,  and  in 
some  cases  it  is  necessary  to  do  a  gjood  deal  of  pruning  and 
editing.  We  have  our  solid  text  books  to  which  we  can  refer 
for  exact  knowledge,  but  the  bringing-up  of  subjects  by  the- 
papers  read  at  medical  meetings,  and  the  discussions  which 
follow,  keep  matters  fresh  in  the  minds  of  the  members.  Even 
papers  which  are  not  worthy  of  publication  sometimes  call 
forth  something  which  is  new  and  therefore  serve  their  pur- 
pose. Taking  a  broad  view  of  the  subject,  it  seems  to  me  that 
a  large  number  of  papers  is  an  advantage  rather  than  a  disad- 
vantage. For  instance,  take  this  Society.  If  we  confined  our- 
selves to  original  papers  we  would  not  hear  many  read.  The 
reason  for  this  is  that  original  work  is  very  scarce.  It  is  said 
that  only  one  per  cent  of  the  articles  in  the  Index  Medicus  are 
papers  on  original  work. 

Dk.  L.  Grant  Baldwin. — Dr.  West  has  voiced  my  senti- 
ments exactly.  If  we  were  to  admit  only  strictly  original 
papers  we  would  not  hear  many  read.  I  think  men  should  be 
allowed  to  report  the  results  of  their  own  work  and  personal 
experience,  even  if  it  is  not  original.  Methods  and  technique 
differ,  and  such  reports  would  be  of  benefit  in  showing  the  re- 
sults obtained,  even  though  there  was  nothing  original. 

Dr.  Dudley. — If  I  were  obliged  to  spend  my  time  in  perus- 
ing nothing  but  thoroughly  scientific  papers,  I  do  not  think  I 
would  read  much  medical  literature.  The  average  practi- 
tioner is  a  busy  man  and  has  not  time  to  read  long  papers  in 
order  to  get  the  meat  that  is  in  them.  Medical  societies  to-day 
afford  a  rapid-transit  method  of  keeping  up  with  medical  mat- 
ters. We  attend  the  meeting  of  a  medical  society  and  pick  up 
some  little  point  which  we  can  put  into  practice.  One  cannot 
expect  every  man  to  get  up  a  scientific  paper  on  original  work, 
for  it  takes  a  man  two  or  three  years  to  produce  such  a  paper 
— he  has  got  to  prove  his  ground.  Medical  literature  to- day  is- 
not  so  much  original  scientific  work  as  it  is  happy  thoughts 
which  go  around  in  a  circle  and  add  some  little  points  which, 
can  be. put  into  practice  and  are  of  benefit  to  all. 

As  to  medical  men  owning  medical  journals,  I  do  not  think 
this  is  possible  at  the  present  time.  The  Journal  of  the 
American  Medical  Associatio7i  is  owned  and  published  by 
medical  men,  but  it  is  rarely  read  by  any  but  those  who  are 
members  of  the  Association.  I  do  not  think  it  is  possible  for  a 
medical  man  to  conduct  a  medical  journal  and  practise  at  the 
same  time,  and  do  both  well. 

The  President. — I  rather  inferred  from  the  title  of  the 
paper  that  "medical  literature "  referred  to  the  articles  pub- 
lished in  medical  journals  and  not  to  the  discussions  which 
take  place  at  medical  society  meetings.  I  think  the  author's 
position  is  a  correct  one.  The  propriety  of  publishing  many 
papers  which  appear  in  our  journals  is  open  to  criticism. 

Dr.  Mallett. — I  would  like  to  state  that  if  I  gave  the  im- 
pression that  discussions  in  medical  societies  should  be  limited^ 
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I  did  not  intend  to  do  so.  The  statement  I  made  is  that  it  is 
not  wise  to  publish  all  papers  which  are  read.  Nor  did  I 
say  that  every  paper  should  deal  with  original  work,  but  that 
it  should  contain  some  original  thought. 

Dr.  George  T.  Harrison. — I  did  not  have  the  pleasure  of 
hearing  the  paper,  but  perhaps  that  is  no  reason  why  I  should 
not  discuss  it.  At  least,  no  one  can  accuse  me  of  criticising 
the  author's  views.  I  have  no  doubt,  however,  that  he  takes 
the  position  that  it  is  a  pity  that  we  do  not  have  better  papers. 
This  is  true,  and  it  is  usually  difficult  to  separate  the  wheat 
from  the  chaff.  Take  up  any  medical  journal  you  choose,  and 
for  one  good  article  you  will  find  a  dozen  bad  ones.  Editors 
must  have  a  certain  amount  of  material  and  do  not  always 
consider  the  quality  of  the  matter.  Moreover,  they  are  often 
influenced  by  the  reputation  of  the  men  who  wrote  it.  Often 
these  articles  are  written  hurriedly  and  are  not  of  much  value. 
At  the  same  time  I  think  that  every  man  who  has  something 
which  is  worth  bringing  before  the  profession  should  not  be 
deterred  from  writing  by  the  fear  of  adverse  criticism.  I  know 
men  who  do  not  write  papers  because  they  say  they  have  not 
time,  yet  medical  literature  is  suffering  from  a  lack  of  their 
papers. 

pernicious  anemia. 

Dr.  Harrison. — I  recently  saw  an  interesting  case  of  per- 
nicious anemia.  The  patient  was  a  young  married  woman 
who  was  eight  months  pregnant.  Her  pallor  was  extreme  and 
she  had  obstinate  and  persistent  vomiting.  She  was  unable  to 
digest  food,  and  her  condition  became  so  alarming  that  I  con- 
sidered the  advisability  of  terminating  pregnancy,  but  did  not 
do  so  because  I  feared  it  would  cause  death.  I  was  relieved  of 
my  embarrassment  in  a  short  time  by  labor  setting  in  of  its 
own  accord,  as  usually  happens  in  these  cases.  Her  pains 
were  good,  but  toward  the  last  she  became  very  weak,  so  I 
applied  forceps  and  delivered  her.  It  was  easy  to  do  this,  for 
the  head  was  on  the  perineum,  but  before  I  could  deliver  the 
placenta  the  patient  died.  The  prognosis  in  these  cases  is 
almost  hopeless,  and,  fortunately,  they  are  very  rare.  It  has 
been  said  that  pregnancy  should  be  interrupted,  but,  so  far  as 
I  know,  no  great  success  has  attended  such  a  procedure.  Per- 
nicious anemia  is  not  like  eclampsia.  In  the  latter  condition 
the  kidneys  return  to  a  normal  condition  after  labor  is  induced. 
The  child  was  dead ,  and  its  death  was  probably  the  cause  of 
premature  labor.  The  pernicious  anemia  had  probably  lasted 
for  some  months,  and  the  patient's  husband,  who  was  a  drug 
clerk  and  an  intelligent  man,  had  been  trying  to  build  her  up 
by  giving  her  nourishing  food  and  tonics.  The  patient  had 
not  been  able  to  retain  and  digest  sufficient  food  to  carry  on 
the  function  of  life. 

I  do  not  think  that  infusion  would  have  more  than  a  tempo- 
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rary  effect  in  such  a  case.  The  condition  cannot  be  compared 
with  that  which  is  the  result  of  loss  of  blood  in  a  healthy  per- 
son. In  the  latter  event  the  power  of  regeneration  is  so  great 
that  it  is  only  necessary  to  lill  the  blood  vessels,  while  in  per- 
nicious anemia  the  blood-making  processes  are  at  fault. 

Dr.  Dudley. — I  do  not  like  to  advocate  a  proprietary 
remedy,  but  I  would  like  to  say  that  in  the  Harlem  Hospital, 
where  we  see  manj^  cases  of  pernicious  anemia  as  well  as  of 
anemia  due  to  hemorrhage  from  the  stomach  and  to  postpar- 
tum liemorrhage,  we  give  the  patients  Carnogen.  We  also 
infuse  them.  The  blood  is  examined  daily,  and  by  these  means 
we  have  been  able  to  increase  the  number  of  blood  corpuscles 
two  per  cent. 

For  the  persistent  vomiting  of  pregnancy  there  is  no  remedy 
so  good  as  cocaine.  I  am  in  the  habit  of  giving  it  in  capsules 
in  order  to  avoid  the  unpleasant  effect  which  it  produces  in  the 
throat — a  half-grain  of  cocaine  to  three  of  monobromate  of 
camphor,  the  latter  being  added  to  offset  the  bad  effect  of  the 
cocaine.  I  have  found  that  this  will  invariably  stop  the 
vomiting. 

Dr.  McGinnis. — I  would  like  to  learn  from  the  other  mem- 
bers whether  they  have  had  any  experience  in  the  use  of 
cocaine  in  the  treatment  of  obstinate  vomiting.  I  have  spent 
a  good  deal  of  my  time  at  sea,  and  the  question  of  the  treat- 
ment of  seasickness  is  of  interest  to  me.  Summer  before  last 
my  attention  was  particularly  directed  toward  this  by  a  case 
in  which  vomiting  was  so  violent  that  some  of  the  small  blood 
vessels  in  the  stomach  were  ruptured.  The  surgeon  of  the 
steamer  told  me  that  ninety  per  cent  of  all  persons  going  to  sea 
for  the  first  time  are  seasick  for  twenty-four  hours  and  then  re- 
cover. In  the  case  in  which  seasickness  persisted  longer  than 
this,  he  said  he  had  been  in  the  habit  of  prescribing  cocaine, 
one-eighth  of  a  grain,  in  solution  by  mouth,  three  times  a  day. 
I  have  seen  this  used  with  marvellous  results. 

Dr.  West. — When  I  was  in  a  general  hospital  in  1891 
cocaine  was  the  stock  remedy  used  to  check  vomiting  when 
other  remedies  failed.  It  was  administered  in  the  form  of  a 
pill  containing  one  sixth  of  a  grain  of  the  muriate. 

Dr.  Harrison, — I  have  used  it  in  the  vomiting  of  preg- 
nancy. 

Dr.  Chambers. — I  think  it  is  recognized  everywhere  as  a 
remedy  for  nausea. 
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Stated  Meeting,  Friday,  November  3,  1899. 
The  President,  S.  S.  Adams,  M.D  ,  in  the  Chair. 

Dr.  J.  Wesley  Bovee  showed  a  pair  of 

IMPERMEABLE  RUBBER  OPERATING  GLOVES,  A  PAIR  OP 

OBSTETRIC  GLOVES,  AND  A  PAIR  OF  GAUNTLETS 

REACHING  TO  THE  ELBOW. 

In  speaking  of  the  gauntlets  he  said  instruments  frequently 
touch  the  arms  in  being  passed  over,  and  the  gauntlet  prevents 
contact  with  the  skin.  Although  the  gloves  will  stand  steriliz- 
ing by  heat,  he  uses  a  one  per  cent  solution  of  tricresol.  The 
gloves  are  made  by  the  Miller  Rubber  Company,  of  Akron, 
Ohio.  Before  putting  on  the  gloves  he  lubricates  them  with 
sterile  glj^cerite  of  starch. 

Dr.  G.  Wythe  Cook  said  he  knew  a  country  doctor  w^o 
had  used  the  rubber  gloves  in  obstetric  practice  over  twenty 
years  ago. 

Dr.  H.  L.  E.  Johnson  said  he  had  used  the  gloves  once 
and  found  the  tactile  sensibility  very  much  diminished,  and 
although  it  was  a  syphilitic  case  and  he  had  a  cut  on  his  finger, 
he  had  abandoned  the  gloves.  He  found  the  gloves  had  a 
tendency  to  roll  over  the  finger  in  a  roll,  which  caused  some 
embarrassment. 

Dr.  W.  M.  Sprigg  had  used  gloves  several  times  and  found 
the  sense  of  touch  not  materially  interfered  with. 

Dr.  J.  Thomas  Kelley,  Jr.,  read  a  paper  entitled 

MALIGNANT  TUMORS   OF   THE   KIDNEY  IN  CHILDREN.' 

Dr.  G.  N.  Acker  said  that  he  had  searched  through  the 
records  of  the  Children's  Hospital,  but  had  not  found  a  case  of 
malignant  disease  of  the  kidneys.  He  had  seen  a  case  several 
years  ago  in  a  yoang  man  at  the  Garfield  Hospital,  where  the 
entire  kidney  substance  was  destroyed.  From  what  he  has 
observed  and  read  he  does  not  think  that  metastasis  occurs  as 
often  as  Dr.  Kelley  states  in  his  paper.  The  earlier  patholo- 
gists (Billroth,  Rokitansk}')  placed  these  tumors  under  the  car- 
cinomatous growths,  and  A.  Jacobi,  in  1^84  Medical  Congress 
at  Copenhagen,  was  the  first  to  point  out  the  fact  that  the  most 

'  See  original  article,  p.  200. 
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of  them  were  of  a  sarcomatous  nature.  The  majority  are  of 
congenital  origin,  and  as  a  rule  we  first  observe  them  in  early 
childhood  under  3  years  of  age.  Sex  does  not  seem  to  have 
any  influence.  Cohnheim's  theory  (misplaced  embryonic  tissue) 
best  explains  the  etiology  of  the  disease.  This  can  be  stimu- 
lated to  proliferate  by  traumatism  or  some  acute  disease,  such 
as  scarlet  fever.  The  symptoms  most  found,  besides  the  tu- 
mor, are  changes  in  the  urine,  progressive  cachexia,  and  gas- 
tro-intestinal  disturbances.  Taking  the  location  of  the  tumor 
into  consitieration  with  the  hematuria,  age  of  the  patient,  and 
rapid  growth,  the  diagnosis  can  be  made  with  some  certainty. 
The  prognosis,  if  the  diagnosis  is  made  early  in  the  disease,  is 
not  hopeless,  for  a  number  of  operations  have  been  made  with 
success. 

Dr.  J.  Wesley  Bovee  said  that  tumors  of  the  spleen  had 
two  or  three  notches  which  could  be  felt.  He  had  one  now 
under  observation  at  the  Columbia  Hospital.  From  dermoid 
of  the  ovary  it  can  be  diagnosed  by  the  slow  growth  of  the 
dermoid.  The  successful  surgical  treatment  consists  in  seeing 
the  case  early.  Death  occurs  in  a  very  short  time  without 
operation.  In  74  cases  that  were  operated  on,  27  died  immedi- 
ately of  the  operation,  28  died  of  recurrence,  only  4  were  cured. 
To  effect  a  cure  the  case  must  be  seen  in  the  first  or  second 
month.  After  six  months  operation  is  inadvisable.  If  a  child 
complains  of  pain  in  the  lumbar  region,  it  should  be  examined, 
and  if  a  small  tumor  is  found  operation  should  be  done  imme- 
diately. Pain,  hematuria,  and  tumor  are  the  principal  points 
in  the  diagnosis.  The  incision  should  preferably  be  made  in 
the  median  line,  so  that  all  metastases  can  be  seen,  also  if 
there  is  another  kidney.  For  small  tumors  the  incision  should 
be  made  from  the  cartilage  of  the  ribs  to  within  an  inch  and  a 
half  of  the  iliac  spine.  The  space  is  usually  very  small  in  chil- 
dren. Halsted  made  a  transverse  incision  in  one  of  his  cases. 
The  mortality  is  about  75  per  cent.  Dr.  Bovee  thought  the 
operation  had  not  been  successful. 

Dr.  Acker  said  Abbey  performed  two  successful  cases  for 
Holt,  and  two  years  afterward  they  were  both  doing  well. 
Osier  also  reports  a  successful  case. 

Dr.  S.  S.  Adams  asked  Dr.  Bovee  if,  according  to  his  ideas, 
a  general  practitioner  were  to  find  such  a  case,  would  he  be 
justified  in  having  an  operation  performed? 

Dr.  Bovee  said,  make  an  exploration  at  least,  and  if  possible 
take  out  the  tumor. 

Dr.  B ALLOC h  said  we  should  not  wait  for  hematuria,  for  this 
occurs  late,  and  its  absence  should  not  make  us  hesitate  in  the 
diagnosis. 

Dr.  Adams  said  he  had  observed  that  the  cases  reported  in 
'New  York  were  by  those  physicians  who  attended  large  num- 
bers of  Russian  Jews. 

Dr.  Bovee  said  one  of  Halsted's  cases  was  a  Russian  Jew. 
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Stated  Meeting,  Friday,  November  17,  1899. 
The  President,  S.  S.  Adams,  M.D.,  in  the  Chair. 

Dr.  Stone  presented 

SECTION   OF    THE   LARGE   BOWEL   WHICH   HAD    BEEN  EXCISED 
FOR    MALIGNANT   STENOSIS. 

The  patient  was  a  colored  woman,  age  about  30  years,  who 
had  b3en  admitted  into  Columbia  Hospital  for  operation  Sep- 
tember 35,  1899.  She  had  been  married  twelve  years;  had 
three  children,  the  youngest  being  11  years  old.  She  had  pain 
in  the  pelvis,  chiefly  on  the  right  side  and  in  the  region  of  the 
uterus.  She  had  been  constipated  for  years  and  constantly 
required  some  form  of  laxative.  The  uterus  was  retrodis- 
placed  and  somewhat  adherent,  being  held  down  by  an  en- 
larged tube  and  ovary  on  the  right  side,  the  result  of  an  old 
salpingitis  and  ovaritis.  The  ovary  was  enlarged  and  the  seat 
of  cystic  degeneration.  Operation  September  2Q,  1899;  the 
uterus  and  adnexa  freed  and  brought  into  position,  and  the 
right  ovary  and  tube  removed.  A  mass  behind  the  uterus 
proved  to  be  a  stenosis  and  thickening  of  the  sigmoid  at  its 
junction  with  the  rectum.  Owing  to  the  apparently  small 
opening  in  the  gut  and  its  supposed  malignancy,  the  diseased 
portion  was  removed  and  an  anastomosis  was  done  with  the 
aid  of  a  Murphy  button.  The  button  and  the  portion  excised 
were  presented.  The  patient  was  quite  weak  after  the  opera- 
tion, but  has  since  recovered.  The  button  was  passed  by  the 
patient  in  two  weeks  after  operation.  The  patient  was  in  hos- 
pital four  weeks  and  two  days.  The  slide  herewith  presented 
shows  the  disease  to  be  adenoma. 

Dr.'^J.  Wesley  Bovee  presented 

TWO   SPECIMENS  OF   TUBAL   ABORTION,  AND    ONE   OF   A   SEVEN- 
POUND   DEGENERATED   UTERINE   FIBROID    COMPLICATING 
A  THREE-MONTHS   PREGNANCY. 

The  first  specimen  of  tubal  abortion  was  removed  in  April, 
1899,  from  a  young  woman  upon  whom  he  had  operated  one 
year  before  for  pelvic  adhesions,  closure  of  the  fimbriated  ends 
of  both  tubas,  adhesions  of  cystic  ovaries,  and  retroversion  of 
the  uterus.  She  had  been  married  five  years  without  becom- 
ing pregnant.  Although  suffering  as  much  as  is  usual  from 
these  conditions,  it  was  a  hope  of  relief  from  sterility  as  much 
as  from  the  pathological  condition  that  prompted  her  to  have 
the  first  operation.  The  adhesions  were  separated,  the  cystic 
ovaries  resected,  the  tubes  stitched  open,  and  ventrosuspension 
of  the  uterus  done.  In  February,  1899,  she  considered  herself 
pregnant,  having  missed  two  periods,  and,  complaining  of  con- 
siderable pain  in  the  left  side  of  the  pelvis,  consulted  him.  He 
found  a  small  mass  to  the  left  of  the  enlarged  uterus  that  he 
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concluded  was  an  enlarged  ovary,  and  decided  the  uterus  con- 
tained a  fetus  of  about  two  months'  gestation.  A  few  days 
later  she  was  attacked  with  severe  pelvic  pain  and  collapse. 
He  saw  her  a  few  hours  later,  finding  some  .flow  of  blood  from 
the  uterus  and  the  patient  evidently  in  severe  pain.  The  pulse 
was  nearly  normal.  Opium  was  administered  and  the  pa- 
tient's condition  watched.  The  pain  and  How  continuing,  a 
diagnosis  of  ruptured  tubal  pregnancy  was  made.  It  was  not 
until  a  week  later  that  any  evidence  of  a  hematocele  was 
present.  He  kept  her  under  observation  until  April,  when,  the 
mass  continuing  and  the  patient  not  improving,  the  abdomen 
was  opened.  A  largely  distended  outer  half  of  the  left  Fallo- 
pian tube,  half  the  ovarj\  and  some  blood  clots  were  removed. 
The  tube  stump  was  sutured  open.  The  suspensory  ligament 
showed  nicely,  as  he  had  found  in  other  cases.  She  made  a 
splendid  recovery,  but  has  not  since  been  pregnant. 

Ttie  abdotniaal  ostium  of  the  half-tube  removed  was  dilated 
an  inch,  and  bulging  through  it  was  a  blood  clot.  It  appeared 
like  the  dilating  cervix  in  abortion.  The  tube  was  not  rup- 
tured, but  was  dilated  to  a  diameter  of  about  two  inches  by 
a  blood  clot  in  which  were  found  chorionic  villi  by  Dr.  J.  J. 
Carroll. 

The  second  specimen  was  successfully  removed  October  30, 
1899,  from  a  single  girl,  16  years  of  age,  who  was  sent  to  him 
for  an  operation  for  pyosalpinx.  She  had  missed  one  men- 
strual period,  and  then  followed  great  pain  with  uterine  hem- 
orrhage intermittently  for  the  six  weeks  supervening  before 
operation.  The  tube  removed,  with  its  ovary,  very  strongly 
resembled  the  specimen  just  presented,  and,  according  to  Dr. 
Carroll's  report,  contained  chorionic  villi. 

The  seven-pound  fibroid  was  nearly  dumb-bell  in  shape,  laid 
transversely  across  the  abdomen,  which  it  distended  bilaterally. 
It  was  attached  by  a  pedicle,  one  inch  long  and  three  inches 
by  one  inch  in  diameter,  to  the  posterior  surface  of  the  fundus 
and  extended  to  above  the  umbilicus.  The  patient  was  31 
j^ears  of  age  and  married  less  than  four  months.  The  pain 
was  excruciating,  and  the  night  before  operation  three-fourths 
of  a  grain  of  morphia  hypodermatically  failed  to  sufficiently 
relieve  her  to  induce  sleep.  The  three-months  pregnancy  was 
not  interrupted  by  the  operation,  and  the  normal  appendages 
were  not  handled.  Several  very  small  fibroids  were  found 
in  the  uterus,  but  great  care  was  exercised  to  not  touch  this 
organ.  Her  pain  was  entirely  relieved  by  the  operations;  she 
sat  up  on  the  fifteenth  day  and  left  the  hospital  on  the  twenty- 
second  after  operation.  In  this  case  he  made  use  of  a  suture 
which,  so  far  as  he  knows,  is  new  for  closing  the  abdominal 
wound.  The  peritoneum  was  first  closed  by  a  continuous  cat- 
gut suture.  Then  by  interrupted  silver-wire  sutures,  placed 
three-quarters  of  an  inch  apart,  the  remainder  of  the  tissues  were 
apposed.  They  were  introduced  as  follows:  A  Kelly  needle 
armed  with  a  carrier  was  introduced  into  the  left  side  of  the 
incision  just  beneath  the  skin,  passed  an  inch  parallel  to  it, 
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then  dipped  down,  taking  in  considerable  of  the  rectal  fascia 
or  sheath,  nearly  as  much  of  the  rectus  muscle,  and  then,  light- 
ly gathering  in  the  deeper  part  of  the  sheath  of  the  rectus,  was 
carried  on  outward  on  the  right  side  of  the  incision  in  a  reverse 
order.  When  these  wires  were  twisted  they  perfectlj-  approx- 
imated the  fascise  and  the  skin  edges,  and  the  twists  came  out 
through  between  the  flaps.  They  were  cut  off  about  one  inch 
from  the  skin,  and  on  the  fourteenth  day  removed  by  slightly 
untwisting  at  the  inner  end  of  the  twist,  cutting  and  pulling 
out  as  ordinary  interrupted  sutures  that  are  made  to  pene- 
trate the  skin.  They  left  a  perfect,  thin-lined  cicatrix.  Dr. 
Carroll  found  the  tumor  to  be  a  fibroid  and  its  centre  breaking 
down. 

Dr.  Bovee  congratulated  Dr.  Stone  for  exercising  such  care 
in  operating  that  the  cancer  of  the  bowel  was  found.  Dr. 
Kelly,  of  Baltimore,  examines  every  portion  of  the  peritoneum 
during  the  operation.  The  advantage  presented  by  the  abdom- 
inal route  in  this  case  is  well  taken,  but  there  are  certain  con- 
ditions in  which  the  vaginal  route  is  appropriate.  Dr.  Pryor 
would  not  have  found  the  disease  in  Dr.  Stone's  case  and  the 
patient  would  have  died  of  adeno-carcinoma.  The  vaginal 
route  is  applicable  to  recent  pus  cases  and  large  collections  of 
pus  which  can  be  emptied  by  vaginal  incision. 

Dr.  Stone  said  tubal  abortion  was  first  described  by  Eng- 
lish surgeons,  among  whom  is  Lawson  Tait.  On  one  or  two 
occasions  the  diagnosis  had  been  made  at  the  Columbia  Hospi- 
tal. He  had  presented  specimens,  but  no  chorionic  villi  had 
been  found.  Dr.  Bovee's  specimens  were  the  first  he  had  seen 
where  the  microscope  had  proved  the  diagnosis.  The  removal 
of  the  fibroid  was  good  surgery.  Cystic  degeneration  begins 
when  the  pedicle  becomes  attenuated  and  the  blood  supply 
diminishes.  If  the  patient  had  been  allowed  to  go  on  without 
operation,  adhesions  would  probably  have  formed  to  the  omen- 
tum and  other  organs,  Nature  so  endeavoring  to  supply  nour- 
ishment. Sometimes  such  tumors  drop  off  or  undergo  calcare- 
ous degeneration. 

Dr.  W.  S.  Bowen  said  the  fibroid  must  have  grown  very 
rapidly  since  pregnancy,  and  asked  if  anything  were  known 
definitely  as  to  just  how  much  it  had  increased  in  size  during 
that  period. 

Dr.  Joseph  Taber  Johnson  congratulated  Dr.  Bovee  on 
his  diagnosis  of  the  pregnancy  in  the  fibroid  case  and  on  the 
result.  He  was  glad  to  see  that  Dr.  Bovee  had  come  to  believe 
in  the  vaginal  route,  since  he  had  so  severely  criticised  his 
paper  on  this  subject  some  time  since  in  this  Society.  Dr. 
Stone's  operation  could  not  have  been  done  through  the 
vagina. 

Dr.  Bovee  said  his  patient  had  noticed  a  small  nodule  in 
the  iliac  region  and  that  it  had  increased  very  rapidly  in  size 
during  the  last  four  months:  but  he  did  not  believe  it  had 
grown  so  rapidly,  but  that  she  had  noticed  it  more  since  preg- 
nancy.    Speaking  of  the  migratory  habits  of  these  tumors,  they 
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often  get  their  blood  supply  altogether  from  neighboring 
organs.  He  had  not  objected  to  Dr.  Johnson's  ojjcrafions 
through  the  vagina,  but  to  vaginal  puncture.  He  makes  a 
circular  incision.  After  abdominal  operations  he  frequently 
makes  an  incision  through  the  vagina  when  he  fears  there 
may  be  loss  of  blood.  Diagnosis  of  tumors  was  not  made  at 
tirst,  but  afterward  he  could  feel  the  pedicle  and  uterus.  He 
operated  at  this  time  to  save  the  pregnancy.  The  circulation 
in  the  growth  was  less  than  that  in  the  uterus.  He  does  not 
know  if  the  tumor  shared  in  the  increased  blood  supply. 

Dr.  J.  T.  Johnson  called  attention  to  a  paper  read  in  the 
Medical  Society,  in  which  a  case  was  reported  where  the 
tumor,  fetus,  and  all  were  removed. 

D"R.  I.  S.  Stone  read  the  paper,  entitled 

THE     SURGICAL    AND     MECHANICAL    TREATMENT   OP 
DYSMENORRHEA.' 

Dr.  J.  T.  Johnson  said  all  of  the  writers  have  been  ham- 
mering at  dysmenorrhea,  but  have  not  arrived  at  any  routine 
treatment.  One  of  the  causes  of  failure  is  that  we  dilate  with- 
out having  made  the  diagnosis  of  stenosis.  If  we  do  dilate  and 
put  in  a  stem  pessary  we  only  relieve  one  of  the  causes,  while 
all  may  be  present.  He  is  surprised  that  the  dilatation  persists 
so  long;  after  delivery  the  os  comes  back  to  size  early.  After 
dilatation  he  puts  in  a  stem  pessary  and  leaves  it  in  for  a  week, 
and  he  gets  good  results.  He  removes  the  pessary  when  the 
patient  leaves  her  bed.  The  question  is  one  of  diagnosis.  We 
all  agree  with  the  essayist  as  to  the  non-examination  of  school- 
girls, but  we  cannot  leave  these  girls  to  suffer.  He  has  seen 
them  roll  on  the  floor  and  resort  to  gin  and  morphine.  Lots 
of  these  girls  are  hothouse  plants,  anemic,  neurasthenic,  and 
hysterical,  but  some  of  them  do  have  obstruction.  The  sur- 
geon ordinarily  promises  too  much  and  brings  the  operation 
into  disrepute,  not  having  made  a  complete  diagnosis.  Fre- 
quently the  operation  is  done  hurriedly,  the  uterus  is  sometimes 
punctured  and  the  cervix  torn.  Kelly  speaks  of  several  cases 
of  puncture  and  loss  of  life.  The  operation  should  be  done  by 
a  competent  man,  and  the  cavity  curetted  when  necessary. 
He  has  seen  men  dilate  the  uterus  with  one  squeeze  of  the  di- 
lator. He  also  saw  a  case  that  had  been  dilated  in  a  dispen- 
sary and  sent  home  as  cured  immediately  after.  If  a  flexure 
is  present  the  blood  collects  and  is  forced  out  by  a  pain; 
generally  some  remains  and  with  the  mucus  sets  up  an  endo- 
metritis. These  cases  should  be  curetted.  If  proper  precau- 
tions are  taken  the  operation  should  not  be  dangerous.  The 
operation  of  cutting  backward  is  not  done  so  much  now. 
Wilson  reported  400  of  such  cases  for  stenosis  and  stricture. 
We  will  not  gain  much  until  we  make  a  more  thorough  diag- 
nosis, even  if  we  have  to  give  an  anesthetic,  though  he  does 
not  believe  this  is  necessary  as  a  rule. 

'  See  original  article,  p.  187. 
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Dr.  J.  Wesley  Bovee  said  dysmenorrhea  will  occur  from 
general  and  local  conditions — anemia,  hysteria,  and  neuras- 
thenia are  all  conditions  producing  dysmenorrhea.  A  debili- 
tated girl  will  have  dysmenorrhea  or  menorrhagia.  In  many 
cases  a  condition  of  the  ovary  will  produce  dysmenorrhea, 
as  sclerosis.  A  Graafian  follicle  has  difficulty  in  rupturing 
through  the  ovary.  He  particularly  remembers  one  case  at 
Columbia  Hospital.  Dr.  Murphy  had  permitted  him  to  ope- 
rate. The  patient  was  refused  operation  at  first,  but  afterward 
returned  and  demanded  it.  She  soon  became  well  and  strong. 
Dr.  Gray  examined  the  ovaries  and  said  the  thickened  and 
indurated  albuginea  rendered  rupture  of  the  Graafian  follicle 
very  difficult.  Dr.  Bovee  referred  to  a  paper  written  by 
Humiston,  of  Cleveland,  on  the  subject  of  diseased  ovaries 
•causing  dysmenorrhea.  In  these  cases  you  may  do  all  things 
but  removal  of  the  ovaries,  and  you  will  not  cure  the  patient. 
In  endometritis  you  must  curette.  If  the  uterus  is  posterior 
there  is  formed  a  kind  of  cul-de-sac,  which  is  very  hard  to  reach 
with  the  curette  unless  the  uterus  is  pushed  up.  He  has  been 
very  much  pleased  with  the  results  of  dilatation  and  curetting. 
After  dilatation  a  thorough  curetting  should  be  done,  and  there 
is  no  additional  danger  from  the  latter.  He  does  not  believe 
so  much  in  the  use  of  the  stem.  Wash  out  the  cavity  well  and 
we  get  better  results  without  the  stem,  which  often  sets  up  an 
inflammation  in  the  broad  ligaments  or  causes  the  growth  of 
connective  tissue.  He  does  not  believe  in  slitting  the  cervix. 
If  the  incision  does  not  close  you  get  cicatricial  tissue;  and  if  it 
does,  no  result  is  obtained.  If  retroversion  is  present  introduce 
a  proper  pessary  at  the  time  of  the  operation.  He  emphasized 
Dr.  Johnson's  plea  for  diagnosis  and  said  the  operation  must 
be  done  cleanly  and  completely. 

Dr.  Thomas  C.  Smith  said  the  treatment  of  dysmenorrhea 
by  surgery  is  a  very  contradictory  and  uncertain  procedure. 
He  tries  to  do  as  much  good  with  as  little  harm  as  possible. 
He  had  stated  several  years  ago  that  he  had  never  seen  any 
good  follow  forcible  dilatation  of  the  cervix.  Now  Dr.  Stone 
says  he  has  relegated  to  obscurity  the  dilatation  and  curetting 
of  the  uterus  for  dysmenorrhea.  He  thought  the  Outerbridge 
stem  the  most  barbarous  instrument  to  put  in  a  woman,  for  on 
taking  it  out  after  several  days  it  pulls  out  with  it  all  the 
mucous  membrane  of  the  uterine  cavity.  Dudley's  operation 
calls  to  mind  the  old  saying  relating  to  American  gynecological 
surgeons,  ''  one  half  are  engaged  in  slitting  the  cervix  and  the 
other  half  in  sewing  it  up."  He  had  never  seen  any  patient 
benefited  by  forcible  dilatation  of  the  cervix.  He  had  been 
waiting  for  something  to  turn  up  by  which  these  patients  can 
be  cured.  He  made  a  practice  of  treating  these  cases  with 
small  tents  of  slippery  elm.  He  introduced  it  a  week  before  the 
expected  flow,  and  two  days  after  he  introduced  another.  The 
menses  come  on  sooner,  and  she  is  over  it  before  she  knows  it 
and  without  pain.  In  a  case  of  dysmenorrhea  he  introduced  a 
tent,  and  she  had  no  pain  for  the  first  time  in  years;  after  a 
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few  mouths'  practice  with  the  tents  he  told  her  not  to  come 
back,  and  she  remains  cured.  He  claimed  that  he  subjected 
his  patients  to  less  danger  and  he  does  more  good  than  by- 
operating. 

Dr.  Bovee  asked  Dr.  Smith,  in  treating  a  woman  who  ex- 
pects to  become  pregnant,  would  he  not  tear  to  break  up  the 
pregnancy  by  the  routine  treatment  of  the  tents,  and  also  how 
he  made  his  tents  sterile.  The  speaker  cited  a  case  of  pus 
tubes  following  the  introduction  of  a  tent,  and  expressed  the 
opinion  that  it  was  the  direct  cause. 

Dr.  H.  B.  Deale  said  the  placing  the  pus  tubes  to  the  credit 
of  the  tent  looked  too  much  like  jumping  to  a  conclusion. 

Dr.  I.  S.  Stone  said  a  small  sound  passed  just  before  the 
expected  flow  will  often  do  good.  He  also  spoke  of  the  effect 
of  climate  on  some  of  these  cases.  He  cited  a  case  of  a  woman 
who  suffered  with  dysmenorrhea,  and  the  finger  could  be  passed 
up  to  the  fundus  in  the  uterus.  If  Dr.  Smith  could  introduce 
a  tent  it  showed  that  there  was  no  stenosis.  ISTot  many  young 
women  with  an  anteflexion  need  an  operation.  Cure  the 
patient  of  neurasthenia  and  exclude  ovarian  disease,  and  few 
cases  will  need  surgery. 

Dr.  Stone,  in  closing,  said  that  he  did  not  deny  that  his 
paper  appeared  to  allude  to  the  general  subject  of  dysmenor- 
rhea rather  more  than  to  the  particular  form  due  to  stenosis 
or  obstruction;  but  if  such  were  the  case,  it  was  for  the  purpose 
of  showing  the  comparative  rarity  of  these  cases  of  stenosis, 
which  really  demand  surgical  or  mechanical  treatment.  He 
always  found  men  treating  very  difficult  cases  as  though  due 
to  obstruction.  He  had  briefly  called  attention  to  the  import- 
ance of  making  careful  diagnosis,  and  had  urged  the  adminis- 
tration of  anesthesia  in  those  cases  having  resisted  treatment 
of  the  ordinary  kind.  He  could  not  see  why  an  anesthetic 
should  not  be  used,  as  evidently  such  a  course  favored  accurate 
diagnosis.  He  found  many  men  did  not  appear  to  have  defi- 
nite ideas  about  what  stenosis  meant.  He  was  not  present  to 
discuss  those  cases  admitting  a  large  sound  or,  as  mentioned  by 
Dr.  Smith,  pieces  of  slippery  elm  made  into  tents.  He  did  not 
consider  these  cases  really  obstructive  or  due  to  stenosis. 
Finally,  he  did  not  think  it  incumbent  upon  him  to  say  what 
he  would  recommend  specifically  for  dysmenorrhea  of  the  kind 
usually  seen  in  practice,  as  it  would  involve  the  discussion  of 
medical,  hj'gienic,  climatic,  electrical,  and  other  methods  of 
treatment. 
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Proceedings  of  the  Twelfth  Annual  Meeting,  held  at  New 
Orleans,  La.,  December  5,  6,  and  7,  1899. 


MYOMATOUS   TUMOR    OF    THE    EXTERNAL  ILIAC    VEIN,    WITH 
REPORT   OF   A   CASE. 

Dr.  a.  M.  Cartledge,  of  Louisville,  Ky.,  presented  a 
paper  with  the  above  title.  Myomatous  tumors  arising  from 
the  muscular  coat  of  the  veins  constitute  one  of  the  rarest  of 
pathological  curiosities,  as  a  faithful  search  of  the  literature  by 
the  essayist  discovered  but  two  cases  reported.  A  brief  report 
of  these  was  given.  His  own  occurred  in  a  woman  aged  53 
years.  Five  years  ago  the  patient  suffered  from  swelling  of 
the  left  leg,  extending  from  foot  to  hip;  it  came  on  gradually 
and  the  limb  attained  a  considerable  size;  the  swelling  sub- 
sided in  eight  or  ten  months.  She  had  pain  at  this  time  in  the 
left  iliac  region,  low  down.  No  enlargement  was  noticed.  Two 
years  ago  the  patient  noticed  a  small  lump  just  above  Pou- 
part's  ligament  on  the  left  side,  from  which  she  suffered  some 
pain.  Within  the  last  year  the  pain  had  been  much  greater 
in  the  left  iliac  region  and  the  enlargement  more  distinct  and 
very  hard;  latterly  she  had  been  losing  much  flesh.  She  had 
slept  poorly  on  account  of  pain,  and  also  suffered  from  accu- 
mulations of  gas  in  the  bowels.  A  diagnosis  of  carcinoma  of 
the  deep  inguinal  glands  above  Poupart's  ligament  was  made, 
probably  due  to  some  primary,  yet  undiscoverable  carcinoma- 
tous lesion  in  the  bowel  or  uterus.  Exploration  of  the  iliac 
tumor  was  advised  for  a  more  positive  diagnosis,  and  removal 
if  found  expedient.  This  was  accepted,  and  the  operation  was 
performed  on  March  9,  1899.  The  operation  consisted  of  an 
incision  five  inches  in  length,  beginning  near  the  external  ab- 
dominal ring,  and  running  one  inch  above  and  parallel  with 
Poupart's  ligament,  which  came  in  contact  with  the  tumor  after 
opening  the  fascia  of  the  external  oblique  muscle.  The  ante- 
rior part  of  the  tumor  occupied  the  inguinal  canal.  The  round 
ligament  was  easily  identified  in  front  of  the  tumor,  occupying 
the  most  fantastic  relation  to  it,  wound  as  it  was  in  and  out 
around  several  lobules  of  the  tumor;  it  was  separated  easily 
and  pushed  to  the  inner  side.  It  was  now  seen  that  the  tumor 
was  not  of  glandular  origin.  By  blunt  dissection  it  was  gradu- 
ally freed  from  its  upper  and  lower  and  external  bed.  The 
outer  and  deeper  attachments  were  approached  with  great  con- 
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cern,  as  they  were  evidentlj^  iu  the  closest  relation  with  the 
external  iliac  vessels.  Up  to  this  time  no  vessels  of  import- 
ance had  been  encountered.  It  had  been  expected  to  meet 
with  the  deep  epiii;astric,  but  it  nowhere  appeared.  Gentle 
and  careful  blunt  dissection  carried  the  pelvic  peritoneum  up- 
ward, no  buttonholing  of  the  same  occurring.  After  reaching^ 
the  base  and  upper  and  outer  part  of  the  growth,  the  external 
iliac  artery  could  be  plainly  felt  entering  the  tumor.  Search 
to  the  inner  and  posterior  aspect  of  the  artery  failed  to  dem- 
onstrate definitely  the  vein;  nothing  more  than  a  fibrous  thick- 
ening could  be  made  out,  which  was  lost  in  the  tumor  sub- 
stance. The  point  at  which  the  external  iliac  artery  entered 
the  growth  was  about  two  inches  above  its  lower  termination. 
The  apparent  obliteration  of  the  vein,  and  its  elimination  as 
a  factor  in  any  surgical  procedure  affecting  the  circulation  of 
the  limb,  determined  the  operator  to  ligate  the  artery  half  an 
inch  above  where  it  entered  the  growth.  The  fibrous  remains 
representing  the  vein  were  similarly  treated.  The  tumor  was 
now  separated  from  above  downward,  the  deepest  projection 
being  disembedded  from  the  obturator  foramen  ;  it  now  re- 
mained only  attached  to  the  vein  and  artery  beneath  Poupart's 
ligament.  These  were  freed  from  the  surrounding  structures 
by  blunt  dissection  and  were'ligated  separately,  and  the  tumor 
was  removed.  In  cutting  the  vein  below  where  it  entered  the 
growth  it  was  manifest  that  its  lumen  was  almost  obliterated, 
barely  admitting  a  good-sized  needle.  The  tumor  was  re- 
moved entire,  with  not  a  lobule  broken,  and  passing  through  it 
and  removed  with  it  were  one  and  three-quarter  inches  of  the- 
external  iliac  artery,  and  the  same  length  of  the  nearly  oblite- 
rated vein.  The  only  hemorrhage  of  any  account  was  from 
the  obturator  vein  where  it  passed  through  the  foramen;  this- 
was  easily  secured  by  ligation.  The  vessel  was  much  enlarged 
as  a  result  of  participating  in  a  long-established  collateral 
venous  circulation.  The  upper  portion  of  the  incision  was 
closed  by  tier  sutures,  the  lower  portion  being  left  open  and 
being  occupied  by  a  gauze  drain,  which  was  placed  down  to- 
the  obturator  foramen.  The  patient  was  progressing  toward 
recovery. 

Dr.  William  E.  Parker,  of  New  Orleans,  referred  to  the- 
difficulty  of  diagnosticating  tumors  below  the  groin. 

RECTO-VAGINAL   FISTULA. 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  Ky.,  read  a  paper 
on  this  subject.  He  said  that,  excluding  cancer  extending 
from  the  cervix  uteri,  recto  vaginal  fistula  was  due  to  trauma- 
tism— not  to  the  compression  of  the  tissue  as  in  vesico-vaginali 
fistula,  but  to  extensive  rupture  of  the  perineum  involving  the 
recto- vaginal  septum,  cicatrizing  inferiorly,  but  leaving  a  per- 
foration above  where  the  septum  was  thin  and  permitted  con- 
tact of  the  vaginal  and  rectal  mucous  membranes,  thus  uniting 
these  membranes  and  making  a  permanent  opening.     Wounds- 
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made  in  instrumentation  through  the  vagina,  and  the  pressure 
of  foreign  bodies  retained  in  the  vagina  sufficiently  long  ta 
produce  ulceration  and  necrosis,  were  among  the  rare  causes  of 
this  lesion.     The  most  common  site  was  in  the  lower  portion  of 
the  vagina,  just  above  the  sphincter  muscles,  and  at  the  point 
already  indicated  where  the  septum  was  thin  and  the  mucous 
surfaces  were  in  close  proximity  one  to  the  other.     The  open- 
ing was  usually  very  small,  and  the  mucous  membrane  was 
reflected  around  like  a  fringe,  making  its  detection  more  amen- 
able to  touch  than  to  sight.     The  method  usually  employed  in 
the  repair  of  vesico-vaginal  fistulse,  whereby  the  edges  are  fresh- 
ened in  a  funnel-shaped  denudation,  would  rarely  succeed  in  re- 
pairing a  recto-vaginal  fistula.    The  action  of  the  anal  sphincter,, 
the  penetration  of  fecal  matter,  and  the  sparse  layer  of  tissue 
prevented  repair  by  this  method.     The  divulsion  of  the  sphinc- 
ter muscle  would  not  suffice,  in  the  larger  proportion  of  cases, 
to  overcome  this  obstacle  to  success.     Extensive  cicatricial  de- 
posit was  another  obstacle  to  repair  by  this  simple  procedure. 
The  operation  in   consequence  was  resolved  into  a  modified 
perineorrhaphy,  by  which  the  fistula  was  transformed  into  a 
complete  tear  of  the  perineum.     The  method  of  flap-splitting 
popularized  by  the  late  Lawson  Tait  was  pre-eminently  appli- 
cable to  this  procedure.     By  this  method  broad  surfaces  were 
supplied  without  loss  of  tissue,  permitting  gliding  of  the  vag- 
inal and  rectal  orifices  of  the  fistula  so  as  to  interpose  firm  and 
healthy  tissues.     In  exceptional  cases  in  which  the  fistula  was- 
so  low  down  as  to  be  within  the  grasp  of  the  sphincter,  it  would 
be  best  to  divide  the  septum  vertically,  freshening  liberally  the 
margins  of  the  fistula,  and  suturing  the  surfaces  as  in  com- 
plete laceration  of  the  perineum.     In  a  very  limited  class  of 
cases  in  which  the  fistula  was  small  and  the  cicatricial  deposit 
was  not  extensive,  a  simple  denudation  and  suturing,  after  di- 
vulsion  of  the  sphincter  ani  muscle,  might  succeed.     The  flap- 
splitting    method   already  mentioned   would   be  found   mc&t 
applicable   and   should   be  preferred  for  general  application. 
Vertical  division  of  the  septum  should  be  the  first  step  of  the 
operation  in  low  fistulse  with  extensive  cicatricial  deposit,  and 
the  operation  was  then  resolved,  after  paring  the  edges  of  the 
fistula,  into  the  operation  for  complete  tear  of  the  perineum. 
It  would  rarely  be  necessary  to  use  buried  sutures;  when  used, 
these  should  be  of  catgut  and  should  be  introduced  after  the 
Lembert  plan.     As  already  stated,  the  flap-splitting  operation 
of  Tait  has  the  greatest  field  of  usefulness  in  this  procedure. 
The  following  case  was  of  special  interest,  both  on  account  of 
the  unique  cause  of  the  fistula,  and  the  consequent  deduction 
that  a  very  simple  and  common  gynecological  appliance  was 
not  without  danger  under  certain  circumstances. 

Miss  C.  W.,  age  31  years,  never  married,  a  teacher,  was 
subject  to  a  backward  displacement  of  the  uterus.  In  August, 
1899,  she  applied  to  a  physician  for  treatment,  and  a  metallic 
pessary  of  the  Hodge  pattern  was  inserted.  The  pessary  was 
placed  in  position  on  a  Thursday  by  the  physician  who  had 
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referred  the  case  to  Dr.  McMurtry,  and  the  patient  returned 
to  her  home,  sonio  thirty  miles  distant  from  the  physician.  On 
the  second  day  the  patient  be,u:an  to  suffer  pain,  which  in- 
creased day  by  day,  and  when  she  was  examined  by  the  physi- 
cian on  the  Monday  following  the  pessary  was  found  protrud- 
ing into  the  rectum  and  was  removed  per  anum.  When  the 
patient  was  referred  to  him  on  October  G  there  was  an  opening 
in  the  recto-vaginal  septum  just  above  the  anal  sphincter,  of 
oval  form,  that  would  readily  admit  the  end  of  the  little  finger. 
The  operation  consisted  of  divulsiou  of  the  sphincter,  sej^ara- 
tion  of  the  vaginal  mucous  membrane,  freshening  the  edges  of 
the  fistula,  and  suturing  with  Lembert  sutures  of  catgut  the 
rectal  portion  of  the  fistula,  gliding  and  suturing  the  vaginal 
mucous  membrane.  Union  was  prompt  and  perfect,  and  the 
patient  was  now  quite  well. 

In  the  discussion  cases  of  recto-vaginal  fistula  were  reported 
by  Drs.  T.  J.  Crofford,  of  Memphis;  George  Ben  John- 
ston, of  Richmond;  George  H.  Noble,  of  Atlanta;  W.  D. 
Haggard,  Jr.,  of  Nashville;  and  J.  Wesley  Bovee,  of 
Washington,  D.  C. 

Dr.  C.  Jeff  Miller,  of  New  Orleans,  read  the  report  of  an 
interesting  case  of  what  he  and  others  considered  an 

ossified  uterus. 
He  presented  the  specimen. 

TWO   CASES   OF   INTRALIGAMENTOUS   CYSTS. 

Dr.  T.  J.  Crofford,  of  Memphis,  reported  the  following: 
Case  I. — Miss  T.,  age  50  years,  presented  herself  with  an 
abdominal  tumor  July  1,  1899.  A  few  days  later  the  abdo- 
men was  opened.  The  tumor  was  found  to  be  an  intraliga- 
mentous cyst.  Both  ovarian  arteries  were  ligated;  the  uterine 
artery  was  ligated  upon  the  healthy  side  at  as  low  a  level  as 
the  internal  os.  The  uterus  was  cut  across;  the  uterine  artery 
was  secured  upon  the  tumor  side,  and  the  enucleation  of  the 
tumor  proceeded  with.  The  loss  of  blood  was  considerable, 
although  the  enucleation  was  done  rapidly.  Several  arteries 
in  the  broad  ligament  required  ligation,  and  one  or  two  deep 
down  in  the  pelvis  needed  to  be  secured  before  hemorrhage 
was  under  control.  The  cavity  was  obliterated  as  much  as 
possible  by  suturing  together  the  two  layers  of  the  ligament. 
The  woman  recovered. 

Case  II. — Mrs.  S.,  age  43  years,  presented  herself  with  an 
abdominal  tumor  October  31,  1899.  During  the  month  of 
June  last  she  experienced  an  attack  of  acute  peritonitis  which 
came  near  terminating  her  life.  The  acuteness  of  the  attack 
subsided,  but  a  chronic  peritonitis  had  existed  ever  since. 
Abdominal  section  was  made  November  G.  There  were  found 
two  tumors,  one  on  each  side,  developed  between  the  laj^ers  of 
the  broad  ligaments.     The  ovarian  arteries  were  secured  near 
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the  brim  of  the  pelvis.  The  tumors,  which  were  not  of  very- 
large  size,  were  separated  from  the  uterus  as  far  down  as  the 
operator  dared,  and  the  uterine  arteries  were  secured  as  low 
as  possible  after  the  cysts  were  emptied.  The  hemorrhage  was 
alarming  at  every  attempt  at  enucleation  upon  all  sides.  The 
larger  vessels  in  the  broad  ligaments  and  walls  of  the  cysts, 
several  in  number,  were  therefore  ligated.  The  upper  portion 
of  the  sacs  was  trimmed  off  and  covered  with  peritoneum. 
After  the  oozing  had  stopped,  the  abdomen  was  closed  without 
drainage.  The  patient  had  had  an  uninterrupted  convales- 
cence and  had  returned  to  her  home. 

The  essayist  said  that  Dr.  Rufus  B.  Hall,  of  Cincinnati,  had 
proposed  the  method  of  ligating  both  ovarian  arteries  and  the 
uterine  artery  on  the  healthy  side.  The  uterus  was  next  am- 
putated on  a  level  with  the  internal  os;  the  uterine  artery  on 
the  tumor  side  was  not  secured,  when  he  could  peel  out  the 
cyst  from  between  the  layers  of  the  broad  ligament  with  a 
bloodless  result.  He  said  that  while  he  did  not  wish  to  detract 
from  the  merits  of  this  achievement,  yet  the  method  was  not 
to  be  implicitly  relied  upon,  as  it  would  not  control  hemor- 
rhage in  all  cases  to  a  safe  degree;  in  some  instances  there 
would  be  found  other  vessels  requiring  ligation  before  the 
hemorrhage  could  be  controlled  within  the  bounds  of  safety. 
Some  tumors  of  the  broad  ligament  could  be  peeled  out  with- 
out hemorrhage;  others  would  be  attended  with  considerable 
loss  of  blood. 

The  following  oflScers  were  elected:  President — Dr.  A.  M. 
Cartledge.  Louisville,  Ky. ;  Vice-Presidents — Dr.  Manning  Si- 
mons, of  Charleston,  S.  C-,  and  Dr.  W.  P.  Nicholson,  of  At- 
lanta, Ga. ;  Secretary — Dr.  W.  E,  B.,  Davis,  of  Birmingham, 
Ala.;  Treasurer — Dr.  W.  D.  Haggard,  Jr.,  of  Nashville, 
Tenn. 

Atlanta,  Ga.,  was  selected  as  the  place  for  holding  the  next 
meeting  in  1900.     Time,  the  second  Tuesday  in  November. 
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Meeting  of  December  6,  1899. 
The  President,  Mr.  Alban  Doran,  in  the  Chair. 
Dr.  John  Phillips  read  notes  of  a  case  of 

TUBAL   MOLAR   PREGNANCY  COMPLICATED    BY  A  SUPPURATING 

OVARIAN   CYST   ON   THE    OPPOSITE    SIDE. 

The  patient  was  40  years  of  age  and  had  ten  children  after 
natural  labors.     On  August  5,  1898,  she  had  pain  in  left  iliac 
fossa;   menstruation  had   been    absent  since    May.     A  lump 
16 


242  TRANSACTIONS   OF  THE 

was  found  on  the  left  and  posterior  quarter  of  the  pelvis.  On 
August  -^i)  she  had  a  sudden  attack  of  pain  and  collapse  with 
vay;uial  hemorrhage  which  continued.  On  September  26  the 
patient  was  anemic  and  had  a  temperature  of  100"  and  pulse 
of  108.  A  fixed  bilobed  swelling  occupied  the  whole  of  the 
lower  abdomen.  At  the  operation,  on  October  17,  1898,  the 
left  part  of  the  tumor  was  found  to  be  an  extrauterine  sac 
with  putrid  contents  and  with  a  fetus  3  inches  long  project- 
ing through  the  wall;  the  right  part  was  a  suppurating  ova- 
rian cyst.  After  removal  of  the  sac  and  the  cyst,  the  peritoneum 
was  washed  out  with  three  quarts  of  sterilized  water.  The 
patient  was  quite  well  a  j'ear  later.  The  points  of  interest 
were  the  constant  hemorrhage  (a  sign  insisted  upon  by  Dr. 
Cullingworth),  the  position  of  the  fetus  partly  within  and 
partly  outside  the  sac,  and  the  cause  of  the  suppuration. 

Dr.  Herman  said  that  Dr.  Phillips'  specimen  was  important 
as  throwing  light  on  the  possible  results  of  tubal  mole  and 
abortion,  in  many  cases  tubal  mole  caused  little  trouble  and 
seemed  a  very  harmless  thing,  so  that  the  question  arose  whether 
it  was  good  practice  to  advise  operation  when  this  condition 
was  suspected.  Dr.  Phillips'  specimen  showed  that  a  tubal 
mole  was  not  always  harmless. 

Dr.  Galabin  said  he  had  met  with  a  considerable  number 
of  cases,  diagnosed  with  reasonable  certainty  as  extrauterine 
fetation,  in  which  a  lump  of  notable  size  had  gradually  disap- 
peared without  any  operation.  If  the  ovum  had  not  reached 
two  months  of  development,  there  was  a  reasonable  prospect 
that  the  lump  would  become  absorbed;  but  if  there  was  an 
embryo  as  large  as  that  shown,  suppuration  or  septic  change 
would  most  likely  occur. 

Dr.  Peter  Horrocks  did  not  think  all  cases  of  tubal  moles 
or  hematoceles  due  to  tubal  pregnancy  should  be  operated  upon, 
and  gave  details  of  cases  under  his  care  which  were  recovering 
satisfactorily  under  expectant  treatment. 

The  President  held  that  bleeding  from  an  unruptured  tube 
bearing  a  hemorrhagic  mole  must  be  considered  as  a  third  form 
of  pelvic  hemorrhage.  Pelvic  hematocele,  intraperitoneal,  was 
occasionally  due  to  other  causes  than  tubal  gestation  and  was 
not  invariably  fatal,  Taylor  was  probably  correct  in  insisting 
that  broaddigament  hematoma  was  due  to  tubal  gestation  only 
in  the  minority  of  cases.  The  President  thought  that  a  large 
tubal  mole  was  a  source  of  danger  and  should  be  removed. 

Dr.  John  Phillips  read  a  paper 

ON   A   CASE   OF   ACUTE  (?)  IDIOPATHIC   PERITONITIS 
COMPLICATING   PREGNANCY   AND    LABOR. 

The  author  related  the  case  of  a  woman,  nearly  seven  months 
pregnant  and  in  good  health,  who  fell  over  a  chair-back  on  her 
left  side.  Much  pain  and  persistent  vomiting  followed.  She 
was  found  in  a  very  serious  condition,  her  abdomen  distended, 
pulse  120,  temperature  103''  F. .  and  respirations  48.  Labor 
came  on,  but  no  true  pains  could  be  distinguished,  and  termi- 
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nated  very  quickly.  Her  condition  became  rapidly  woree,  and 
she  was  admitted  into  King's  College  Hospital.  After  consul- 
tation, Mr.  Pej^ton  Beale  opened  the  abdomen  and  found  gen- 
eral peritonitis,  but  no  apparent  cause.  The  patient  died  in  a 
few  hours.  Full  details  of  the  postmortem  examination  are 
given.  Short  histories  of  five  other  cases  are  related — Matthews 
Duncan  (2),  Simpson,  Romiti,  and  Gow. 

The  author  thinks  that  three  important  points  for  discussion 
arise  out  of  the  case,  viz.,  (1)  the  cause  of  the  infection;  (2)  the 
question  of  operative  interference;  (3)  the  share  the  blow  took 
in  producing  the  illness. 

Dr.  Galabin  had  lately  met  with  a  case  of  general  peritoni- 
tis, not  associated  with  pregnancy,  where  the  causation  could 
not  certainly  be  determined.  The  patient  was  17  years  of  age, 
exceedingly  ill,  the  abdomen  greatly  distended.  A  large  quan- 
tity of  sero-purulent  fluid  was  evacuated  by  abdominal  section. 
The  intestines  were  bound  down  posteriorly,  but  the  effusion 
extended  from  the  diaphragm  to  the  pouch  of  Douglas,  the 
uterus  and  broad  ligaments  being  bathed  in  it  anteriorly  and 
posteriorly.  There  was  no  sign  of  tubercle  nor  historj^  of  gon- 
orrhea. The  tubes  were  not  distended,  but  a  few  drops  of  pus 
could  be  squeezed  from  the  right  tube.  He  thought  it  most 
likely  that  in  this  case  and  Dr.  Phillips'  the  tube  was  the  pri- 
mary source  of  inflammation.  The  patient  improved,  but  died 
from  an  anesthetic  three  weeks  later,  and  no  postmortem  ex- 
amination was  made. 

Dr.  Peter  Horrocks  thought  the  word  "idiopathic"  had 
practically  dropped  out  of  medical  literature  for  years.  He 
mentioned  a  case  in  a  girl  of  15  where,  every  known  cause  of 
peritonitis  having  been  eliminated  by  the  physician,  idiopathic 
peritonitis  might  have  been  diagnosed:  on  abdominal  section, 
however,  he  had  found  tubercular  peritonitis.  The  fact  that 
no  bacteriological  examination  had  been  made  in  Dr.  Phillips' 
case  left  the  real  pathology  in  doubt.  Still,  in  all  probability 
the  cause  of  the  disease  was  some  form  of  microbe. 

Dr.  Inglis  Parsons  did  not  believe  that  inflammation  ever 
occurred  without  a  cause.  He  suggested  that  the  fall  might 
have  caused  bruising  of  the  intestine,  which,  thus  damaged, 
allowed  bacteria  to  pass  through  into  the  peritoneum.  There 
was  also  the  question  of  cold  and  chill;  the  general  physicians 
allowed  that  pleurisy  might  be  caused  in  this  way,  then  why 
not  peritonitis? 

Dr.  Am  and  Routh  referred  to  Mr.  Treves'  statements  in  his 
Lettsomian  lectures,  where  he  had  shown  that  the  bacterium 
coli  commune  was  capable  of  becoming  extremely  virulent 
after  the  occurrence  of  inflammation  or  bruising  of  the  intestine. 

Dr.  Robert  Wise  inquired  about  the  condition  of  the 
spleen. 

The  President  believed  that  direct  infection  of  the  perito- 
neum through  the  ostium  of  the  Fallopian  tube,  without  any 
previous  infective  phenomena  in  the  vagina,  uterus,  or  tube. 
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was  almost  if  not  entirely  unknown.     Puerperal  infection,  it 
appeared ,  did  not  reach  the  peritoneum  through  the  tube. 

The  following:  specimens  were  shown:  Thp:  President: 
Double  hydrosalpinx  without  salpingitis.  Dr.  Walter  Tate: 
1.  Sarcoma  of  ovary,  showing  necrosis  and  suppuration  in  cen- 
tre; 2.  Calcareous  fibroid  of  the  cervix.  Dr.  Blacker:  Fibro- 
adenoma of  cervix.  Dr.  Herbert  Spencer:  Peculiar  mucous 
polypus  of  cervix. 
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OBSTETRICS. 

Heart     Disease   from    an    Obstetrical   Point. —A.    H. 

Wright "  believes  that  a  woman  having  a  heart  lesion  which 
is  compensated  should  not  be  prevented  from  marrying. 
Abortion  should  not  be  induced  on  a  woman  with  heart  dis- 
ease, unless  very  serious  symptoms  are  present.  Premature 
labor  should  be  seldom  or  never  induced.  Mitral  stenosis  is 
the  most  serious  heart  lesion  during  pregnancy  and  labor; 
aortic  stenosis  comes  next,  then  probably  aortic  incompetency. 
Mitral  insufficiency  is  the  least  serious  lesion. 

Treatment  during  Pregnancy. — Administer  the  following 
according  to  indications:  strychnine,  digitalis,  or  strophan- 
thus,  cathartics,  nitrite  of  amyl,  nitroglycerin;  and  regulate 
the  diet. 

Treatment  during  Labor. — Keep  up  the  action  of  digi- 
talis, especially  during  first  stage.  Give  strychnine  and  stimu- 
lants, if  required,  and  chloroform.  As  soon  as  the  first  stage 
is  completed  deliver  with  forceps.  The  patient  must  be 
watched  very  carefully  during  the  third  stage,  as  this  is  the 
most  serious  period. 

Uterine  Fibroids. — H.  C.  Coe  ^  states  that  the  rapidity  of 
growth  of  a  fibroid  under  the  infiuence  of  pregnancy  is  in 
direct  proportion  to  its  more  or  less  intimate  relation  to  the 
uterus.  A  pedunculated  subperitoneal  growth  may  remain 
unchanged,  while  an  interstitial  tumor  undergoes  marked  en- 
largement. A  subserous  fibromyoma  situated  in  the  lower 
uterine  segment,  or  displaced  and  impacted  in  the  cul-de-sac, 
may  increase  in  size  simply  from  obstruction  to  its  circulation. 
Should  we  advise  young  women  with  fibroids  of  the  uterus  to 
marry?  In  the  majority  of  cases  they  give  rise  to  no  symp- 
toms and  are  only  discovered  at  the  time  of  pregnancy.  It 
may  be  said  that  any  fibroid  which  gives  rise  to  marked  symp- 
toms (hemorrhage,  pain,  and  pressure)  should  be  regarded  as  a 
positive  contraindication  to  matrimony.  As  to  the  treatment, 
he  believes  in  the  conservative  trend  of  modern  abdominal 
surgery,  and  would  not  interrupt  the  pregnancy  if  it  were  pos- 
sible to  prolong  it  until  the  fetus  was  viable. 

Corpus  Luteum.— V.  Cornir*'  describes  the  structure  of  the 
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corpus  luteum  and  the  changes  which  it  undergoes.  He  states 
that  it  is  impossible  to  distinguish  corpora  lutea  of  pregnancy 
from  those  which  have  become  hypertrophied  under  the  influ- 
ence of  ovarian  congestion.  He  cites  a  case  in  which  he  found 
two  such  corpora  lutea  in  one  ovary,  and  two  other  instances  in 
which  three  and  four  were  found. 

Protracted  Gestation. — J.  Phillips  °'  reports  a  case  of  preg- 
nancy occurring  in  a  primipara  which  lasted  323  days  after  the 
cessation  of  her  last  period  and  310  days  after  the  date  of  coi- 
tus. The  child  was  born  alive  and  of  good  size,  but  not  unu- 
sually large. 

Corrosive-sublimate  Poisoning  in  a  Pregnant  Woman. — 
M.  D.  Eder^'  cites  the  case  of  a  primipara  who  took  by  accident 
two  grammes  of  corrosive  sublimate  in  powder  with  a  draught 
of  water.  At  the  time  she  was  six  months  pregnant.  Under 
appropriate  treatment  she  finally  recovered.  At  the  termina- 
tion of  the  pregnancy  Eder  was  called  after  she  had  been  in 
labor;  he  delivered  her  of  a  fall-term  male  child.  Abdominal 
palpation  showed  another  child  with  normal  presentation. 
After  waiting  one-half  hour  he  delivered  her  of  a  dead  female 
child.  Some  two  hours  after,  a  furious  hemorrhage  took  place 
which  was  with  difiSculty  stopped.  For  the  last  two  months 
of  her  pregnancy  there  had  been  marked  edema  of  the  face, 
arms,  legs,  and  vulva.  Recovery  was  eventually  made,  but 
protracted. 

Ectopic  Pregnancy. — I.  B.  Perkins  '°  reports  a  casein  which 
there  were  dermoid  cysts  in  both  ovaries,  and  pregnane}'  in  the 
right  Fallopian  tube,  and  almost  complete  obliteration  of  the 
left  tube.  This  patient  had  never  menstruated  regularly. 
When  most  regular  she  only  menstruated  three  or  four  times 
a  year,  the  flow  often  being  absent  for  six  or  eight  months. 

Heinricius  "  reports  a  unique  case  of  tubal  pregnancy,  in 
which  one  tube  contained  two  ova  of  different  periods  of  preg- 
nancy. The  patient  presented  a  large  abdominal  tumor, 
smooth  in  outline,  which  did  not  resemble  an  ectopic  gestation. 
Dilatation  of  cervix  with  laminaria  was  followed  by  general 
peritonitis  and  death.  Postmortem  showed  necrosis  and  per- 
foration of  a  coil  of  intestines.  The  tumor  was  formed  by  the 
enormously  enlarged  left  tube,  and  contained  two  full-term 
children.  One  fetus  was  well  preserved:  the  other  was  entirely 
distintegrated  and  must  have  perished  years  ago.  The  pa- 
tient's history  shows  that  about  six  years  ago  she  had  amenor- 
rhea, nausea,  and  an  abdominal  swelling.  A  year  later  menses 
returned  and  abdomen  decreased  in  size.  Amenorrhea  and 
vomiting  returned  a  year  ago,  with  gradual  increase  of  abdo- 
men, and  fetal  movements.  Some  time  ago  fetal  movements 
ceased;  decrease  of  abdomen.  Reviewing  this  history,  the 
author  concludes  that  the  patient's  right  tube  became  impreg- 
nated at  six-year  intervals. 

Schwarz."  Patient  felt  life,  and  breasts  contained  milk. 
No  other  symptoms.  Supposed  period  of  pregnancy  expired 
without  labor  taking  place;  instead  of  this  the  abdomen  became 
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smaller  and  the  patient  complainetl  of  pain  and  fever.  Some 
months  later  there  appeared  an  ahdominal  fistula  discharging 
stinking  pus  and  bone  fragments.  When  first  seen  by  the  au- 
thor the  lower  abdomen  was  the  seat  of  a  swelling  about  the 
size  of  a  fetal  head ;  this  was  opened  and  large  quantities  of  pus 
and  full-term  macerated  fetus  were  removed.  Free  drainage. 
Recovery. 

Cackovic."  Patient  stated  that  about  a  year  ago  she  first 
noted  a  tumor  in  the  right  side,  which  gradually  grew  larger 
and  caused  much  suffering.  An  ectopic  pregnancy  was  diag- 
nosed, and  immediate  laparatomy  showed  a  six-months  mace- 
rated fetus  lying  free  in  the  abdominal  cavity.  Placenta  and 
membranes  adherent  to  the  intestines,  could  not  be  removed. 
Tamponade  after  Mikulicz.     Gradual  recovery. 

Ovarian  Pregnancy  — The  occurrence  of  primary  ovarian 
pregnancy  is  doubted  by  most  authors.  Tussenbroeck,"  how- 
ever, has  observed  a  most  interesting  case.  A  woman,  31 
years  old,  mother  of  five  children,  who  had  always  been  well, 
suddenly  became  ill  and  showed  pronounced  symptoms  of 
internal  hemorrhage.  Had  not  menstruated  for  six  weeks, 
otherwise  no  S5^mptoms  of  pregnancy.  Diagnosis,  ruptured 
ectopic  gestation;  immediate  laparatomy.  Upon  opening  the 
abdomen  large  quantities  of  fluid  and  coagulated  blood.  Pa- 
tient placed  in  Trendelenburg  position,  whereupon  the  follow- 
ing conditions  were  noted:  uterus  soft,  somewhat  enlarged; 
left  adnexa  normal,  right  tube  normal;  right  ovary  capped  by 
a  tumor  about  the  size  of  a  walnut,  and  covered  with  coagu- 
lated blood.  The  tumor  not  adherent  to  the  tube  or  other 
organs.  The  right  tube  and  ovary  were  removed.  Good  re- 
covery. The  specimen  was  hardened  in  alcohol;  it  consists  of 
the  right  tube  and  ovary.  The  tube  is  normal;  although  the 
fimbriae  are  slightly  adherent,  its  lumen  is  open.  Pathological 
adhesions  between  tube  and  ovary  were  not  found.  As  men- 
tioned before,  upon  the  upper  surface  of  the  ovary  is  situated 
a  small  tumor,  in  the  centre  of  which  an  opening  with  fringe- 
like projections.  Transverse  section  of  ovary  and  tumor  shows 
that  the  tumor  represents  a  cavity  containing  a  small  embryo 
with  a  relatively  thick  cord  to  the  wall  of  the  sac.  This  obser- 
vation proves  conclusively  that  this  case  is  a  primary  ovarian 
pregnancy,  the  product  of  pregnancy  being  situated  within  a 
Graafian  follicle.  The  fetal  placental  structures  are  identical 
with  the  normal  intrauterine  placenta.  The  villi  have  the 
irregular  form  of  early  pregnancy  and  are  covered  with  two 
epithelial  layers  of  cells.  The  fact  that  the  syncytium  was 
typical  proves  that  this  structure  is  of  fetal  origin  and  not 
formed  from  the  tubal  or  uterine  epithelium. 

Blood  Examinations  in  Eclampsia. — Levinowitsch  "  ex- 
amined the  blood  in  44  cases  of  eclampsia,  and  always  suc- 
ceeded in  finding  the  same  micro-organism,  of  which  pure 
cultures  could  be  grown  upon  bouillon,  gelatin,  and  agar.  The 
micro  organism  consists  of  large  cocci,  round  or  oval  in  shape, 
and  of  considerable  motility,  sometimes  grouped  as  diplococci. 
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It  flourishes  best  at  body  temperature  and  upon  pieces  of  pla- 
centa; stains  well  with  aniline  colors.  Although  sometimes 
found  prior  to  the  convulsions,  they  are  most  numerous  during 
the  eclamptic  seizures  and  become  less  frequent  the  day  follow- 
ing the  paroxysms.  Subcutaneous  injections  of  pure  cultures 
into  guinea-pigs  produced  hemorrhagic  endometritis,  and  death 
in  about  four  weeks  with  symptoms  of  acute  anemia.  In  a 
few  cases  these  micro-organisms  were  also  found  in  the  blood 
of  the  fetus.  In  anemia,  headache,  vomiting — in  other  words, 
during  the  premonitory  symptoms  of  eclampsia — the  coccus  was 
sometimes  found,  but  in  smaller  numbers.  The  author  does 
not  claim  to  be  the  discoverer  of  a  specific  micro-organism  of 
eclampsia,  but  believes  that  this  bacterium  stands  in  some  re- 
lation to  the  etiology  of  the  disease. 

Cesarean  Section  in  Eclampsia. — Biermer"  reports  a  case 
of  Cesarean  section  with  transverse  incision  of  the  fundus.  In 
the  treatment  of  eclampsia  two  methods  are  at  our  disposal. 
The  expectative  method,  consisting  of  hot  baths,  chloral,  mor- 
phine, and  so  forth,  is  undoubtedly  successful  in  many  cases. 
There  are,  however,  conditions  under  which  this  treatment 
is  useless  and  other  more  radical  means  must  be  resorted 
to.  Diihrssen  has  shown  that  a  rapid  emptying  of  the  uterus 
is  of  importance.  He  advocates  the  accouchement  force  and 
dilatation  of  the  cervix  by  means  of  deep  incisions.  Of 
80  cases  thus  treated,  75  were  cured,  convulsions  ceasing 
after  delivery.  Halbertsma  believes  that  under  certain  condi- 
tions Cesarean  section  is  indicated,  and  although  the  prog- 
nosis is  less  favorable,  the  operation  may  be  necessary  to 
effect  a  rapid  delivery.  The  case  reported  by  Biermer  was 
a  primipara,  24  years  old,  who  was  suddenly  seized  with  se- 
vere headache  and  became  comatose.  Urine  contained  large 
quantities  of  albumin,  epithelial  casts,  and  red  blood  corpuscles. 
Cervix  intact,  pains  absent.  With  convulsions  about  every 
thirty  minutes,  the  patient's  condition  was  certainly  very 
serious.  Immediate  delivery  being  indicated,  and  the  condi- 
tion of  the  cervix  precluding  delivery  per  vias  naturales.  Cesa- 
rean section  was  performed  in  the  usual  manner.  The  child 
was  asphyxiated,  but  revived  after  a  few  minutes.  Bleeding 
not  excessive.  The  operation  was  completed  without  further 
complications.  The  convulsions,  however,  did  not  cease,  but 
repeated  themselves  at  short  intervals.  The  patient  sdied 
thirty-six  hours  after  the  operation,  having  in  the  meantime 
had  twenty-four  more  convulsions.  A  postmortem  examina- 
tion demonstrated  general  edema  of  the  internal  organs,  espe- 
cially the  brain,  a  fatty  degeneration  of  the  heart,  acute  neph- 
ritis, and  subserous  hemorrhages  of  the  liver.  The  author 
concludes  that,  although  the  termination  of  the  case  was  un- 
fortunate, no  other  treatment  could  have  saved  the  patient's 
life,  and  Cesarean  section  certainly  resulted  in  saving  the  life 
of  the  child. 

Cesarean  Section. — J.  A.  Graffs"  reports  a  case  of  Cesa- 
rean section  performed  on  a  woman  with  a  pelvis  measuring  one 
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and  tliroa-quarter  inches  antero-posteriorly  and  three  inches 
transversely.     Both  mother  and  child  survived. 

F.  0.  Batchelor '  reports  the  case  of  a  w^oman  who  had  hys- 
teropexy performed  for  a  retroverted  uterus.  One  year  after 
the  operation  she  was  brought  into  the  hospital  in  labor.  She 
had  been  in  labor  some  time  and  all  means  to  deliver  had 
failed.  On  examination  it  was  found  that  the  fundus  was 
attached  to  the  abdominal  wall  by  a  thick,  non-stretchable 
band.  Cesarean  section  was  performed  and  a  dead  child  re- 
moved. The  patient  did  well  for  a  few  days,  then  became  rest- 
less, with  a  rapid  pulse  and  gastric  pain;  the  sj^mptoms  became 
worse,  and  she  vomited  a  large  amount  of  black  blood  and 
died. 

The  Physiological  Character  of  the  Pain  of  Parturition. 
— S.  M.  Brickner  *  states  that  during  the  intrauterine  life  of  the 
fetus  the  parturient  canal  remains  closed  for  the  protection  of 
the  fetus.  Its  dilatation  at  the  time  of  labor  is  painful  because 
sensitive  parts  are  stretched.  Pain  is,  therefore,  inseparable 
from  parturition.  This  pain  is  common  to  all  animals  which 
give  birth  to  their  young  from  a  uterus  with  a  placental  at- 
tachment. Compared  with  other  important  functions,  partu- 
rition is  a  great  rarity.  If  the  commonly  repeated  functions 
were  painful,  the  species  could  not  continue  its  existence. 
There  would  be  no  gain  in  having  the  vegetative  functions 
painful.  The  one  is  in  the  life  of  the  individual,  the  other  in 
the  life  of  the  species.  The  uterine  contractions  are  chief 
among  the  causes  of  the  pain.  Their  intermittent  character, 
which  provides  safety  for  mother  and  fetus,  proves  their  phys- 
iological nature.  The  pain  of  parturition  in  the  second  stage 
is  a  stimulant  to  renewed  effort  for  the  expulsion  of  the  fetus. 
The  lack  of  revivability  of  this  pain  in  the  memory  soon  after 
its  occurrence,  while  pain  of  another  character  is  easily  re- 
membered, proves  its  biological  importance. 

Placenta  Previa. — At  a  recent  meeting  of  the  Dresden  Gy- 
necological Society,  Von  Hoist "  discussed  the  treatment  of 
placenta  previa,  and  highly  recommended  the  introduction  of 
Braun's  colpeurynter  within  the  uterus.  This  treatment  is 
termed  hystereurysis  and  is  said  to  have  many  advantages  over 
Braxton  Hicks'  version.  In  central  implantation  the  exam- 
ining index  finger  or  ovum  forceps  perforates  the  placenta, 
avoiding  wherever  possible  large  blood  vessels,  and  through 
this  opening  the  colpeurynter  is  introduced  within  the  amni- 
otic cavity.  The  colpeurynter  is  next  distended  with  sterilized 
water  or  any  other  mild  antiseptic  fluid,  and  gentle  traction 
made  either  with  the  hand  or  a  pound  weight.  This  distended 
balloon  arrests  effectually  the  hemorrhage  and  also  causes  ute- 
rine contraction  and  the  rapid  termination  of  labor.  In  mar- 
ginal implantation,  rupture  of  the  membranes  suffices  to  arrest 
the  bleeding,  and  after  this  the  case  should  be  permitted  to 
terminate  normally. 

Umbilical  Hemorrhage. — Heymann'*  reports  a  case  of 
umbilical  hemorrhage  in  a  new-born  child  with  a  syphilitic 
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history.  The  bleeding  began  on  the  fifth  day  post  partum, 
immediately  after  the  umbilical  stump  had  become  separated, 
and  continued  in  spite  of  compression,  liquor  ferri,  and  the 
Paquelin  cautery.  Deep  ligation  and  suturing  of  the  umbili- 
cus with  aluminum  wire  arrested  the  bleeding. 

Puerperal  Infection. — H.  W.  Longyear  *  states  that  the 
early  diagnosis  and  treatment  of  pseudo-membrane  by  topical 
applications  is  of  great  importance.  The  intrauterine  douche 
frequently  applied  is  of  most  value  in  the  forms  of  infection 
unattended  by  the  formation  of  a  pseudo-membrane.  The 
vaginal  use  of  peroxide  of  hydrogen  is  helpful  in  all  forms  of 
infection.  Frequent  packing  of  the  vagina,  previously  dried, 
with  iodoform  gauze  is  especially  useful  in  cases  with  pseudo- 
membrane.  In  the  general  treatment  he  gives  quinine  twice 
daily,  whiskey  and  strychnine  to  support  the  heart,  nuclein 
and  protonuclein  in  all  cases;  mercurial  and  saline  cathartics 
at  first  in  all  cases,  then  as  indicated;  serum  therapy  to  be  ap- 
plied where  the  Klebs-Loffler  bacillus  or  the  streptococcus  can 
be  demonstrated  by  bacteriologic  examination.  Streptococcus 
antitoxin  serum  is  to  be  used  persistently  to  prevent  pus  forma- 
tion and  symptoms  of  systemic  infection. 

Induction  of  Labor  for  Nephritis.— J.  M.  Lwoff  "  writes 
that  cases  of  so-called  "kidney  of  pregnancy"  may  sometimes 
be  carried  to  term  by  milk  diet,  baths,  and  pilocarpine,  but 
when  the  albumin  increases  and  urine  diminishes  induction  of 
premature  labor  is  indicated.  These  accidents  usually  begin 
about  the  sixth  month,  and  pregnancy  may  be  carried  to  the 
second  half  of  the  eighth  month  before  inducing  labor.  In 
cases  of  acute  nephritis,  gestation  should  be  interrupted  at 
once,  whatever  its  duration  may  have  been.  In  chronic  neph- 
ritis interference  with  pregnancy  is  demanded  whenever  the 
general  condition  becomes  worse. 

Laceration  of  Vagina  during  Labor.— S.  N.  Merkouloff  ^' 
describes  a  case  in  which  a  woman  of  35  was  found  in  her  sec- 
ond labor  at  term.  A  hand  had  prolapsed  and  been  replaced. 
Abdominal  pain  and  vomiting  were  present.  The  anterior 
vaginal  wall  was  torn,  the  fetus  in  the  peritoneal  cavity,  the 
membranes  in  the  uterus,  placenta  in  the  vagina.  After  lapa- 
ratomy  and  vaginal  drainage,  metritis  and  perimetritis  sub- 
sided and  recovery  followed  in  a  month. 

Expression  of  the  Fetus. — G.  Keim  "  founds  his  conclu- 
sions as  to  the  value  and  innocuity  of  this  procedure  upon  the 
observation  of  35  cases  of  various  presentations.  He  believes 
that  expression  of  the  fetus  by  the  hand  upon  the  abdominal 
wall  causes  neither  asphyxia  nor  severe  compression,  though  he 
acknowledges  the  possibility  of  producing  meningeal  or  me- 
dullary hemorrhage  in  some  cases.  Keim  favors  this  adjuvant 
of  labor,  because  it  is  without  danger  to  the  mother,  and  easy 
of  application  when  asepsis  is  difficult  to  secure,  and  when  it 
may  replace  the  use  of  forceps  and  other  obstetrical  operations. 

Pregnancy  and  Labor  following  Amputation  of  Cervix. 
— Chaleix-Vivie^*  submits  personal  statistics  tending  to  show 
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that  amputation  of  the  cervix  has  no  influence  upon  the  dura- 
tion of  preijuanoy,  the  proi^ress  of  dilatation,  rupture  of  the 
membranes,  and  the  nature  of  the  presentation.  Seventeen 
women  operated  upon  by  him  had  ?3  subsequent  pregnancies, 
4  of  which  terminated  prematurely.  Of  the  remaining  10,  17 
were  vertex  presentations.  In  all  but  1  the  membranes  rup- 
tured at  an  advanced  stage.     Dilatation  was  rapid  in  all  cases. 

Glycosuria  during  the  Puerperium. — Queirel  and  Do- 
mergue  *  conclude  from  their  investigations  that  glycosuria  is 
exceptional  during  pregnancy;  that  when  it  is  transitory  it  can 
have  no  pathological  significance. 

Relaxation  of  Pelvic  Articulations. — L.  Cantin"  calls  at- 
tention to  the  frequent  occurrence  of  relaxation  of  the  pelvic 
articulations  during  pregnancy,  and  to  the  attacks  of  pain 
which  often  follow  and  are  sometimes  mistaken  for  neuralgia 
or  hysteria. 

Varicose  Veins  of  the  Vulva. — W.  E.  Darnell"  reports  the 
case  of  a  woman,  42  years  old,  who  had  had  eleven  children  in 
nine  confinements.  She  usually  remained  in  bed  only  three 
or  four  days  after  labor.  Upon  examination  the  labia  were 
greatly  enlarged  by  varicose  veins;  there  were  also  knotted 
veins  in  each  groin,  and  both  legs  were  full  of  varicosities. 
While  in  this  condition  she  was  delivered  of  a  child  without 
an}'  accidents  occurring  at  the  time  of  labor. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Technique  of  Inversion  of  the  Appendix. — Baldwin  '* 
describes  the  technique  of  inversion  of  the  uncut  appendix 
as  follows:  The  appendix  is  freed  from  adhesions,  if  pres- 
ent, and  brought  up  into  view  in  the  usual  way.  The  tip  of 
the  appendix  is  held  by  an  assistant  with  one  hand,  while 
with  the  thumb  and  forefinger  of  the  other  the  colon  is  sup- 
ported just  below  the  origin  of  the  appendix.  With  a  ligature- 
carrier  a  catgut  ligature  is  then  introduced  at  the  base  of  the 
appendix,  so  as  to  include  the  meso-appendix,  care  being  taken 
to  embrace  the  small  artery  that  runs  along  close  to  the  appen- 
dix. The  meso-appendix  is  then  ligated,  the  ends  of  the 
ligature  being  left  long.  With  scissors  the  meso-appendix  is 
severed  just  beyond  the  ligature,  and  the  tissues  constituting 
it  are  then  seized  either  with  fingers  or  forceps  and  stripped 
off  from  the  appendix  from  the  base  to  the  tip.  This  is  usually 
accomplished  with  a  single  effort,  but  occasionally  they  will 
have  to  be  removed  in  pieces.  Not  infrequently,  and  quite 
usually  when  operating  on  an  acutely  inflamed  appendix,  great 
thickening  of  the  peritoneal  and  muscular  coats  will  be  found 
present.  These  coats  will  be  so  infiltrated  that  inversion  is 
impossible.  In  such  a  case  a  longitudinal  incision  can  be  easily 
made  with  either  knife  or  scissors,  cutting  through  these  two 
coats  down  to  the  mucous  membrane.  This  having  been  done, 
the  thickened  coats  are  very  easily  peeled  off,  leaving  merely 
the  mucous  membrane  intact,  which  is  so  thin  and  soft  as  to 


i 


^BRIEF   OF   CURRENT   LITERATURE.  251 

offer  slight  obstacle  to  inversion.  Not  infrequently,  however, 
the  distal  extremity  of  this  mucous-membrane  tube  is  oblite- 
rated as  a  result  of  previous  inflammatory  attacks.  In  such 
an  event  the  obliterated  end  must  be  snipped  off  with  scissors 
before  proceeding  to  the  next  step.  Care  should  be  taken, 
however,  not  to  open  into  the  lumen  of  the  tube.  The  ap- 
pendix having  thus  been  prepared  for  inversion,  the  tip  is 
seized  between  the  thumb  and  forefinger  of  one  hand  and 
inverted  by  pressing  upon  it  with  the  blunt  end  of  a  patent- 
eyed  needle.  The  maneuvre  is  accomplished  by  a  manipula- 
tion somewhat  similar  to  that  employed  in  putting  a  fish- worm 
on  a  hook.  The  tip  having  been  inverted  for  about  the  length 
of  the  needle,  an  inch  or  more,  the  needle  is  removed  and  an 
ordinary  long  probe  substituted.  With  this  the  inversion  is 
completed  in  an  instant.  If,  as  the  probe  is  being  introduced 
into  the  colon,  carrying  with  it  the  appendix,  it  meets  with  a 
fold  offering  obstruction,  it  should  be  withdrawn  and  the  rest 
of  the  inversion  completed  with  the  fingers.  This  is  accom- 
plished without  any  trouble  whatever.  Inversion  now  being 
complete,  one  end  of  the  ligature  which  had  been  previously 
used  is  threaded  into  the  needle  and  a  single  stitch  taken  across 
the  opening  in  the  bowel  which  marks  the  point  of  disappear- 
ance of  the  inverted  appendix.  If  it  seems  desirable  two 
stitches  can  be  taken.  The  catgut  is  drawn  through  until  the 
stump  of  the  meso-appendix  is  brought  up  against  the  opening, 
and  then  by  tying  the  two  ends  the  operation  is  completed. 
The  operation  can  usually  be  made  in  very  much  less  time 
than  it  takes  to  describe  it.  The  vascular  supplj'  is  so  com- 
pletely cut  off  by  the  ligation  of  the  meso-appendix  that  I  have 
no  doubt  the  inverted  organ  promptly  sloughs  off  or  possibly 
undergoes  a  species  of  digestion.  I  have  had  but  one  oppor- 
tunity of  investigating  the  post-operative  appearance  of  the 
appendix.  In  that  case  death  resulted  at  the  end  of  about  a 
week  after  the'  operation — the  operation  for  the  removal  of 
the  appendix  being  only  incidental,  and  death  occurring  not 
as  the  result  of  the  operation.  The  autopsy  showed  the  appen- 
dix very  much  softened  and  evidently  rapidly  breaking  down. 
Healing  seemed  to  be  complete  at  the  seat  of  the  operation. 
In  a  very  few  cases  in  which  operation  is  made  for  appendi- 
citis, conditions  will  be  found  which  will  render  inversion 
impossible  or  so  difficult  as  to  be  unwise.  These  will  be  cases 
usually  of  gangrene  of  the  tissues,  or  in  which  there  is  a  tight 
constriction  near  the  base  of  the  appendix.  Fecal  concretions, 
if  present,  can  usually  be  readily  forced  into  the  colon  and 
open  the  way  for  more  easy  inversion.  The  only  possible  objec- 
tion to  the  operation  is  that  no  specimen  is  secured  to  display 
to  the  patient  and  his  friends.  This  objection,  however,  is  of 
no  importance,  of  course,  when  considered  in  connection  with 
the  manifest  advantages  of  inversion  over  opening  the  bowel. 
The  operation  of  inversion  is  made  in  a  very  few  moments. 
There  is  no  hemorrhage  connected  with  it  and  there  is  no 
danger  of  infection.     When  made  in  connection  with   other 
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operations  requiring  opening  of  the  abdomen,  it  can  hardly  be 
said  to  have  any  mortality  whatever.  Considering  the  fact 
that  it  removes  once  for  all  every  possibility  of  appendicitis  in 
the  subject  of  the  operation,  and  considering  the  great  mor- 
tality of  the  disease  which  is  thus  obviated  and  its  enormous 
morbidity,  it  seems  to  me  that  it  would  be  wise  for  operators 
in  general  to  adopt  some  form  of  this  maneuvre  as  a  routine 
procedure  in  connection  with  their  laparatomies. 

Mensuration  and  Capacity  of  the  Female  Bladder. — Guy 
L.  Hunner  and  I.  P.  Lj'on  '  state  that  in  25  women  examined, 
the  average  bladder  capacity  by  atmospheric  distension  was 
found  to  be  303  cubic  centimetres,  individual  cases  ranging  from 
a  minimum  of  IGO  to  a  maximum  of  545  cubic  centimetres. 
The  average  fluid  capacity  was  found  to  be  429.7  cubic  centi- 
metres, varying  in  individual  cases  from  210  to  840  cubic  centi- 
metres. The  fluid  capacity  was  thus  found  to  be  one-third 
greater  than  the  air  capacity. 

The  influence  of  child-bearing  on  the  capacity  of  the  bladder 
is  shown  in  the  following  table : 


Nulliparous 
Parous 


Atmospheric  capacity. 


313.8  c.c.  (av.  13  cases) 
291.2  c.c.  (av.  12  cases) 


303.0  c.c.  (av.  25  cases) 


Fluid  capacity. 


464.5  c.c.  (av.  11  cases) 
395.0  c.c.  (av.  11  cases) 


429.7  c.c.  (av.  22  cases) 


The  average  measurements  obtained  under  atmospheric  dilata- 
tion in  the  knee-chest  posture  were:  to  summit,  7. 14  centimetres; 
to  posterior  wall,  5.77  centimetres;  to  left  lateral  wall,  6.70  cen- 
timetres; to  right  lateral  wall,  6.92  centimetres.  Taking  the 
measurements  separately  for  nulliparous  and  for  parous 
women,  the  averages  were  found  to  be: 


Nulliparous  (av.  13  cases) 
Parous  (av.  12  cases) 


Summit. 


7.43  cm. 
6.83  cm. 


Posterior 
wall. 


5.75  cm. 
5.79  cm. 


Left  lateral 
wall. 


7.03  cm. 
6.35  cm. 


Right  lateral 
wall. 


6.12  cm. 
5.72  cm. 


The  explanation  of  these  figures,  showing  the  greater  capa- 
city of  the  bladder  of  nulliparee,  is  doubtful;  it  may  be  that  it 
is  purely  accidental,  due  to  the  limited  number  of  cases.  They 
suggest,  however,  that  it  may  be  due  to  the  greater  elasticity 
of  the  bladder  in  the  nullipara,  influenced  both  by  her  average 
younger  age  and  the  fact  that  her  surrounding  tissues  have  not 
been  injured.  In  the  above  table  of  measurements  it  will  be 
seen  that  the  dilated  bladder  is  asymmetrical.  In  16  cases  the 
left  lateral  measurement  is  greater  than  the  right.     This  fact 
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may  be  explained  by  the  fact  that  the  rectum  in  women  is 
found  much  more  commonly  on  the  right  side  than  on  the  left 
within  the  pelvis.  The  uterus  is  usually  displaced  somewhat 
to  the  left  of  the  median  line,  thus  lowering  the  point  of  great- 
est outward  bulging  on  the  left  side.  The  bladder,  when  di- 
lated with  air  and  observed  during  operations  within  the  pelvic 
cavity,  was  found  to  be  ellipsoidal  in  form,  flattened  somewhat 
in  the  antero-posterior  diameter.  The  average  length  of  the 
urethra  in  17  cases  was  3.3  centimetres. 

Hernia  following  Abdominal  Operations. — According  to 
A.  T.  Smith,"  hernia  following  abdominal  operations  is  quite 
preventable — by  leaving  in  the  stitches  for  one  month,  if  the 
woman  is  thin  enough  to  allow  us  to  use  through-and-through 
sutures,  or  by  using  non-absorbable  buried  ligatures  when  the 
woman  is  fat  enough  to  require  two  layers  of  sutures;  by  dis- 
carding the  abdominal  drainage  tube,  and,  when  drainage  is  nec- 
essary, draining  through  the  vagina.  It  is  necessary  to  secure  ac- 
curate coaptation  of  the  cut  edges  by  marking  the  places  where 
the  stitches  are  to  go,  before  the  incision  is  made.  Care  should 
be  taken  that  no  peritoneum  is  curved  up  so  as  to  come  between 
the  muscle  and  fascia  of  the  opposite  sides.  Hernia,  when  it 
does  occur,  is  easily  cured,  in  small  cases,  with  a  single  buried 
silkworm-gut  purse-string  suture;  and  in  larger  cases  by  split- 
ting the  edges  of  the  ring  until  the  recti  muscles  are  exposed 
from  top  to  bottom,  and  suturing  them  with  buried  silkworm 
gut.  Patients  with  buried  silkworm-gut  stitches  do  not  need 
to  stay  in  bed  more  than  two  weeks,  and  in  some  cases  less; 
and  they  do  not  need  to  wear  an  abdominal  belt.  Patients 
with  through-and-through  silkworm-gut  stitches  left  in  for  a 
month  can,  in  case  of  necessity,  go  home  in  twelve  or  fifteen 
days,  and  return  at  the  end  of  four  weeks  to  have  their  stitches 
removed.  They  do  not  need  to  wear  a  support  until  the  stitches 
are  removed,  and  even  then  it  is  much  less  necessary  than  in 
patients  whose  stitches  have  been  removed  early. 

Backward  Displacement  of  the  Uterus. — A.  E.  Giles* 
sums  up  this  subject  in  the  following  manner:  Retroversion 
of  the  uterus  requires  no  treatment  when  it  causes  no  symp- 
toms. A  simple  retroversion  may  cause  symptoms  by  dis- 
turbance of  circulation,  by  pressure,  or  reflexly.  Pressure 
symptoms  are  uncommon  in  the  absence  of  enlargement  of  the 
uterus.  Reflex  disturbances  are  most  frequently  gastric,  vesi- 
cal, or  nervous.  A  simple  retroversion  can  usually  be  cured 
by  the  temporary  use  of  a  pessary.  Retroversion  with  en- 
dometritis is  frequently  complicated  with  prolapsed  ovaries. 
In  the  treatment  of  this  condition  the  inflammatory  condition 
must  be  cured  before  the  introduction  of  a  pessary.  Pro- 
nounced endometritis  requires  curetting,  with  trachelorrha- 
phy or  perineorrhaphy  in  some  cases,  before  the  displacement 
can  be  dealt  with.  When  retroversion  is  associated  with  fixa- 
tion by  adhesions,  the  first  step  must  be  to  restore  the  mobility 
of  the  uterus.  To  introduce  a  pessary  in  a  case  of  retroversion 
with   fixation  is   to  add  risk  to  inefficiency.      When  milder 
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measures  fail,  the  abdomen  should  he  opened,  the  adhesions 
separated,  and  the  uterus  fixed  in  the  proper  place.  In  the 
absence  of  adhesions,  hysteropexy  is  sometimes  required  to 
cure  an  intractable  retroversion.  Retroversion  of  the  gravid 
uterus  is  usually  reducible,  with  the  help,  in  some  cases,  of  an 
anesthetic.  In  cases  of  irreducible  retroversions  it  is  usually 
better  to  free  the  uterus  b}'  abdominal  section  than  to  termi- 
nate the  pregnancy;  but  in  some  cases  the  induction  of  abor- 
tion will  be  necessar^^ 

Stypticin  in  Uterine  Hemorrhage. — Abegg '"  finds  the 
administration  of  stypticin,  in  one-grain  doses  two  to  five  times 
a  day,  of  considerable  value  in  profuse  or  irregular  menstrua- 
tion and  flooding  during  the  puerperium  and  climacterium. 
As  might  be  supposed,  the  drug  is  useless  in  beginning  abor- 
tion and  large  myomata  and  polypi. 

A  New  Treatment  for  Coccygodynia. — Rose'"  reports 
three  cases  of  coccygodynia.  Case  I. — Woman  37  years  old. 
About  fifteen  years  ago  difficult  labor.  Patient  suffers  severe 
pain  when  sitting  down— at  first  only  during  menstruation; 
later  became  continuous  and  increased  in  severity.  Examina- 
tion demonstrated  the  coccyx  and  its  articulation  not  sensitive 
to  pressure,  but  higher  up  in  the  rectum  a  sensitive  spot  could 
be  localized.  This  spot  appeared  to  be  swollen,  and  pressure 
elicited  the  pain  complained  of.  Massage  of  this  spot  greatly 
improved  patient's  condition,  and  within  about  two  months  the 
pain  disappeared  entirely. 

Case  II. — Woman  35  years  old,  two  normal  confinements. 
Pain  has  existed  for  about  four  years,  both  when  sitting  down 
and  during  defecation.  Long  walks  are  entirely  impossible, 
and  patient  states  that  she  is  unable  to  sit  down  at  all.  In  this 
patient  also  the  coccyx  was  not  sensitive,  but  the  pain  could  be 
again  localized  in  the  rectum,  where  a  corresponding  swelling 
was  felt.  After  one  massage  treatment  the  patient  could  bend 
down  without  pain  and  for  the  first  time  in  years  took  a  short 
walk.  About  five  months'  massage  treatment  effected  a  com- 
plete cure.  At  first  the  pains  appeared  at  long  intervals,  and 
appeared  only  during  menstruation,  but  after  the  expiration  of 
five  months  the  patient  considered  herself  cured. 

The  third  patient  suffered  from  coccygodynia  for  about  three 
years.  An  existing  retroflexion  was  thought  to  be  its  cause, 
but  a  correcting  operation  failed  to  effect  a  cure.  Patient 
complains  of  pains,  increasing  in  severity,  and  states  she  is  un- 
able either  to  sit  or  to  walk.  An  examination  shows  uterus  in 
normal  position,  chronic  endometritis,  coccyx  apparently  nor- 
mal. In  the  left  wall  of  the  rectum  a  sensitive  and  swollen 
spot  appeared  to  be  the  source  of  pain,  and  in  this  case  also  a 
few  months  of  massage  relieved  the  patient  of  her  suffering 
and  restored  her  normal  health. 

The  author  states  that  he  administered  the  massage  at  first 
daily,  but  as  the  condition  improves  the  intervals  may  be  in- 
creased. A  previous  emptying  of  the  rectum  and  thorough 
irrigation  of  the  organ  is  advised. 
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Vesico-urethro-vaginal  Fistula. — J.  S.  Horsley"  reports 
a  case  of  this  variety  on  which  he  performed  the  following 
operation:  The  patient  was  placed  in  the  Sims  position.  The 
tissue  around  the  opening  in  the  bladder  was  denuded 
down  to  the  vesical  mucous  membrane;  then  the  urethra 
was  cut  obliquely  so  that  the  opening  in  the  urethra  would 
equal  that  in  the  bladder.  Two  silk  sutures  were  inserted, 
going  through  the  mucous  membrane  and  muscular  coat  of 
the  bladder  and  upper  part  of  the  urethra.  These  approxi- 
mated the  upper  part  of  the  vesical  opening  and  the  corre- 
sponding portion  of  the  urethra.  Then  four  sutures  of  fine 
silkworm  gut  coaptated  the  lower  portion  of  the  vesical  and 
urethral  opening.  A  catheter  was  inserted  through  the  ure- 
thra and  one  through  the  base  of  the  bladder.  The  one  in 
the  base  of  the  bladder  came  out  in  four  days,  the  other  was  re- 
moved in  a  week.  Two  small  fistulse  remained  at  either  end  of 
the  wound;  these  were  closed  at  subsequent  operations. 

The  Undulatory  Current  in  Gynecology. — G.  Apostoli''' 
advocates  the  undulatory  current  in  gynecology  for  relieving 
pain  and  congestion.  It  is  powerful  in  its  action  upon  inter- 
menstrual pain  or  dysmenorrhea.  Though  of  no  value  in  in- 
fectious cases,  it  checks  leucorrhea  due  to  congestion  in  the 
puerperal  state.  It  is  likewise  useful  in  treating  hemorrhages 
connected  with  a  congestive  metritis  or  subinvolution.  Acting 
like  abdominal  massage,  it  may  be  employed  in  cases  of  obsti- 
nate constipation  and  some  cases  of  amenorrhea.  It  is  inferior 
to  galvano-cautery  for  the  cure  of  neoplasms,  but  may  be  used 
to  diminish  the  pain  and  congestion  which  they  cause.  By 
relieving  congestion  and  stimulating  muscular  contractility  it 
may  give  symptomatic  relief  in  cases  of  uterine  displacement. 
It  is  especially  valuable,  in  view  of  its  analgesic  and  stimulat- 
ing effects,  in  congestive  and  exudative  periuterine  lesions. 

Operative  Treatment  of  Inflammation  of  Appendages. — 
Jonnesco  "  holds  that  in  bilateral  disease  of  the  appendages, 
whether  suppurative  or  not,  the  abdominal  route  alone  should 
be  employed,  and  complete  removal  of  uterus  and  appendages 
is  advisable. 

La  Torre"  considers  that  either  uterus  or  appendages  should 
be  saved  if  healthy. 

J.  L.  Faure  ''^  favors  abdominal  hysterectomy  for  chronic 
bilateral  lesions  of  the  appendages,  and  vaginal  hysterectomy 
in  acute  cases  demanding  immediate  operation  and  subjecting 
the  peritoneum  to  the  dangers  of  infection. 

Retrouterine  Hematocele. — Delangre"  favors  colpotomy 
for  retrouterine  hematocele,  because  it  permits  of  drainage 
through  the  vagina  and  offers  no  chance  of  weakness  of  the 
abdominal  wall  and  no  opportunity  for  peritoneal  infection. 

Gall  Stones  in  the  Common  Duct. — F.  W.  Samuel,"  in 
operating  for  impacted  stones  in  the  common  duct,  prefers  an 
incision  beginning  opposite  the  eighth  or  ninth  costal  cartilage 
and  extending  to  two  and  a  half  inches  above  the  umbilicus; 
making  an  angle,  it  is  extended  along  a  line  parallel  to  the  free 
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border  of  the  costal  cartilages.  When  the  abdomen  is  opened 
the  gall  bladder  should  be  at  once  located  and  adhesions  freed. 
The  liver  is  next  lifted  up  and  held,  while  the  finger  is  pushed 
through  the  foramen  of  Winslow  and  the  common  duct  and  its 
vessels  hooked  up  and  examined.  When  the  stone  is  felt 
with  the  finger,  do  not  waste  time  by  trj^ing  to  push  it  out 
of  the  duct,  but  bring  it  to  an  incision  in  the  duct  with  the 
fingers.  After  the  stone  has  been  removed  you  can  either  su- 
ture the  incision  or  leave  it  open  and  drain.  Samuel,  from  his 
experience  in  this  condition,  has  come  to  the  conclusion  that 
when  a  choledochotomy  is  necessary  acholecystotomy  is  called 
for  to  drain  a  gall  bladder  that  is  diseased.  The  only  excep- 
tion is  absence  of  the  gall  bladder  or  where  adhesions  make  it 
impossible.  Drainage  should  be  continued  for  from  four  to 
eight  weeks.  Where  suturing  is  done  it  is  better  to  drain  for 
a  short  time. 

The  Detection  of  Calculi  in  the  Liver  and  Gall  Bladder. 
— Carl  Beck"^  classifies  calculi  as  follows:  biliary,  pure  choles- 
terin,  stratified  cholesterin,  pure  bilirubin- calcium,  and  mixed 
bilirubin-calcium  calculi.  These  calculi  show  marked  differ- 
ences in  their  permeability  to  the  Rontgen  rays.  The  common 
biliary  calculi  are  permeable  to  the  rays  and  therefore  produce 
a  slight  shade  only.  The  pure  cholesterin  show  a  slightly 
more  distinct  shade.  The  stratified  cholesterin  calculi  give  a 
distinct  skiagraph.  The  mixed  bilirubin-calcium  calculi  give 
even  a  more  distinct  shade  than  the  previous  one.  The  pure 
bilirubin-calcium  calculi  are  of  two  varieties,  one  hard  and  the 
other  soft  like  wax — both  forms  show  a  shade,  but  the  harder 
one  the  more  distinct.  The  amorphous  or  imperfectly  crystal- 
lized cholesterin  calculi  give  a  very  faint  shade.  The  com- 
pound of  calcium  and  bilirubin  or  carbonic  acid  gives  distinct 
shades.  The  combined  calculi  give  skiagraphs  which  depend 
upon  the  amounts  of  the  different  ingredients. 

Intestinal  Obstruction. — T.  J.  Watkins '"'  reports  a  case  of 
intestinal  obstruction  which  occurred  eight  days  after  a  vag- 
inal hysterectomy.  An  operation  was  performed  three  days 
after  the  symptoms  of  obstruction  commenced.  The  intestines 
were  found  bound  down  by  old  and  new  adhesions;  areas  of 
the  gut  were  completely  denuded  of  peritoneum  and  of  a  dark 
color.  The  intestine  was  tapped  by  a  large  needle  and  much 
gas  and  about  one  pint  of  fluid  drawn  off.  The  needle  wounds 
were  closed  by  Lembert  sutures.  One  quart  of  normal  sa- 
line solution  was  poured  into  the  abdominal  cavity  and  left 
there.     The  patient  made  a  good  recovery. 

Werth'^  reports  1,000  cases  of  abdominal  section  with  11 
cases  of  ileus;  of  these  5  recovered.  Acute  intestinal  obstruc- 
tion may  occur  in  spite  of  scrupulous  asepsis.  The  best  pro- 
phylaxis is  to  operate  in  the  Trendelenburg  position;  small  in- 
cision, if  possible  immediately  above  the  symphysis  pubis,  and 
extra-abdominal  treatment  of  stump.  Intestinal  adhesions 
form  with  the  abdominal  scar,  pedicles,  and  raw  surfaces  in 
general,  especially  in  Douglas'  cul-de-sac.     Great  care  should 
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be  taken  in  suturing  the  peritoneum  and  covering  of  the 
pedicles.  Intestinal  peristalsis  is  objectionable  and  the  early 
administration  of  purgatives  is  considered  inadvisable.  Co- 
deine is  recommended  for  relief  of  pain,  because  less  consti- 
pating than  morphine. 

The  After-treatment  in  Difficult  Laparatomy. — Accord- 
ing to  Fritsch  '■  death  is  usually  the  result  of  general  asthenia, 
therefore  complete  rest  should  precede  the  operation.  Strong 
purgatives,  because  depressing,  are  contraindicated.  Toward 
the  end  of  the  operation  copious  infusions  of  saline  solutions 
and  preservation  of  the  body  heat  through  hot  bottles  and  well- 
warmed  bed  are  important.  Sprinkling  of  the  body  with  hot 
water  during  the  operation  is  sometimes  of  benefit,  but  the  best 
remedy  is  hot- water  injections,  repeated  every  two  hours.  No 
nourishment  during  the  first  forty-eight  hours.  If  the  patient 
has  fever,  Fritsch  administers  quinine.  Whether  the  bowels 
move  or  not  is  immaterial.  Purgatives  do  not  prevent  the  for- 
mation of  adhesions. 

Etiology  of  Uterine  Fibroids.— G.  P.  Murray  believes  that 
the  predisposing  causes  of  race,  age,  or  condition  count  for  lit- 
tle. That  chronic  inflammations  of  the  endometrium,  uterine 
parenchyma,  and  of  the  ovaries  and  tubes  are  most  powerful 
predisposing  causes,  and  that  there  is  a  direct  relation  between 
the  hyperplasia  of  the  uterus  and  the  formation  of  fibromyo- 
mata.  That  extreme  disturbances  of  the  nervous  system  pre- 
cede and  accompany  the  formation  of  uterine  fibroids.  Insom- 
nia, headaches,  and  hyperesthesia  of  the  sensory  organs  are 
present  to  a  greater  degree  than  is  usually  found  when  the 
concomitant  symptoms  of  the  inflammatory  condition  of  the 
uterus  are  present.  That  the  evolution  of  the  fibroid  from  the 
fibromatous  centres  when  it  begins  to  take  on  growth  is  ex- 
ceedingly rapid,  and  that  it  is  impossible  to  tell  the  age  of  the 
growth  by  its  size.  The  rapid  appearance  and  development  are 
the  reasons  why  so  few  fibroids  are  seen  and  examined  in  their 
incipienc3\  That  the  size  and  rapiditj^  of  growth  of  a  fibroid 
depend  upon  its  blood  supply,  which  is  determined  from  the 
beginning  by  the  location  of  the  nidus,  and  therefore  such  con- 
ditions as  pregnancy  or  the  menopause  could  have  little  influ- 
ence. The  possibility  of  the  action  of  curettage  as  a  predispos- 
ing cause  for  these  tumors,  on  account  of  the  violence  done  to 
the  blood  vessels,  and  of  hastening  their  growth,  because  of 
concentrating  the  blood  supply.  Keiffer  has  demonstrated  that 
the  blood  supply  is  cut  off  from  the  uterine  tissue,  which  then 
becomes  condensed  into  whorls  of  fibrillse  which  afterward 
develop  into  fibroids,  obtaining  their  blood  supply  from  the  sur- 
rounding uterine  tissue.  He  has  shown  that  the  tumors  were 
composed  of  a  histological  structure  in  no  way  differing  from 
the  normal  uterine  tissue,  save  that  which  related  to  the  con- 
centric arrangement  of  fibrillse.  There  was  no  evidence  of 
embryonic  tissue  or  new  formation. 

Operative  Treatment  of  Uterine  Fibroids.— F.  A.  Lock- 
hart '°  concludes  a  paper  on  this  subject  as  follows:  1.  A 
17 
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uterine  fibroid  should  not  be  interfered  with  unless  it  is  giving 
rise  to  serious  symptoms,  be  they  mental  or  phj^sical.  '^.  Cu- 
retting is  merely  a  palliative  measure,  as  is  also,  in  many 
cases,  ligature  of  the  uterine  arteries.  3.  Removal  of  the 
appendages  ought  to  be  merely  a  dernier  ressort,  as  it  prac- 
tically never  cures  and  does  not  always  even  relieve.  4.  The 
operation  of  selection  should  be  either  total  hysterectomy  or 
else  myomectomy.  5.  Myomectomy  is  to  be  chosen  [a)  where 
the  tumor  is  submucous  and  pedunculated;  {h)  where  it  is 
subserous  and  either  has  a  pedicle  or  a  well-defined  border; 
(c)  where  several  small  nodules  lie  immediately  beneath  the 
peritoneum.  6.  Total  hysterectomy  is  indicated  (a)  where 
the  tumor  is  submucous  and  non-pedunculated,  and  the  cer- 
vix cannot  be  dilated  sufliciently  to  allow  of  morcellement; 
{h)  where  the  tumor  is  either  interstitial,  large  and  subserous 
without  a  pedicle,  soft,  fibrocystic,  or  undergoing  degeneration; 
(c)  where  the  tumor  is  complicated  by  diseased  adnexa. 

Mammoth  Ovarian  Tumors. — J.  B.  Bullitt,"  after  a  study 
of  twentj^-four  cases  of  large  ovarian  tumors,  comes  to  the 
following  conclusions:  1.  That  the  fatality  is  in  direct  propor- 
tion to  the  size  of  the  tumor.  2.  Extensive  adhesions  to  the 
parietes  and  viscera  militate  against  successful  operations,  but 
are  second  in  importance  to  the  size  of  the  tumor.  3.  Prelim- 
inary aspiration,  followed  by  extirpation  in  a  few  days,  is 
apparently  no  safer  than  immediate  operation.  4.  Marsupial- 
ization is  contraindicated  in  tumors  of  large  size.  5.  Suc- 
cessive tappings  are  sometimes  tolerated  for  a  long  period. 
6.  When  death  occurs  after  operation  it  is  most  apt  to  be  im- 
mediate, within  a  few  hours,  as  the  result  of  shock.  If  the 
shock  is  survived,  the  fatal  issue  is  apt  to  be  due  to  intestinal 
obstruction.  In  one  case,  that  of  Ap.  M.  Vance,  the  patient 
was  tapped  179  times  in  46  years;  at  each  tapping  about  120 
pounds  were  withdrawn,  making  a  total  of  21,480  pounds  in 
the  forty-six  years. 

Dermoid  Cyst  in  Pelvic  Cellular  Tissue. — AliKrogius" 
reports  the  following  case:  From  childhood  the  patient  had 
suffered  from  pain  in  the  lower  part  of  the  abdomen.  At  16 
years  of  age  she  began  to  have  severe  and  increasing  constipa- 
tion, abdominal  enlargement,  and  intense  pain.  She  is  said  to 
have  had  no  evacuation  of  the  bowels  for  nine  weeks  at  one 
time.  After  this  was  relieved  pain  was  absent  until  about  a 
year  before  the  operation  by  Krogius.  At  this  time  constipa- 
tion became  marked  and  the  patient  could  not  bend  forward; 
no  votniting,  urinary  symptoms,  or  menstrual  irregularity. 
At  the  age  of  26  a  cyst  occupying  the  entire  pelvis  and  at- 
tached to  its  posterior  wall  was  removed  by  the  sacral  route. 
The  cyst  wall  was  generally  thin  and  smooth,  in  places  thick 
and  calcified.  Its  structure  resembled  microscopically  that  of 
the  skin,  but  no  glands  or  hairs  were  present. 

Malignant  Degeneration  of  Ovarian  Dermoid  Cyst.— 
M.  A.  Eberline"  reports  the  thirteenth  published  case  of  car- 
cinomatous degeneration  of  dermoid  cyst  of  the  ovary.     The 
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patient  was  50  years  of  age  and  had  noticed  the  existence  of  an 
abdominal  tumor  for  twenty  years.  Metastatic  deposits  were 
found  in  the  omentum  and  mesentery. 

Classification  of  Cystitis. — Senn,'*  in  an  able  article  on  this 
subject,  divides  his  subject  as  follows: 

1.  Anatomical  Classification. — (a)  Pericystitis;  (6)  para- 
cj^stitis;  (c)  interstitial  cystitis;  (d)  endocystitis. 

(a)  Pericystitis. — Cystitis  is  the  term  usually  employed  in 
designating  an  inflammation  of  the  bladder,  without  any  special 
reference  to  what  tissues  are  the  seat  of  the  inflammatory  pro- 
cess. In  the  diagnosis  of  all  diseases  it  is  of  the  greatest 
importance  to  determine,  if  possible,  the  organ  or  tissues  in 
which  the  disease  had  its  starting  point;  in  other  words,  to 
make  first  an  anatomical  diagnosis.  Although  the  mucous 
membrane  of  the  bladder  is  most  frequently  primarily  afi"ected 
in  cystitis,  either  of  the  remaining  two  tunics  may  be  the  pri- 
mary starting  point  of  the  inflammatory  process,  from  which 
the  infection  may  or  may  not  extend  to  the  mucous  membrane, 
but  the  symptoms  usually  point  in  that  direction. 

Guyon  calls  attention  to  the  great  difiiculties  which  the  sur- 
geon frequently  encounters  in  the  differential  diagnosis  between 
cystitis  and  neoplasms  of  the  bladder.  He  demonstrated  in  his 
clinic  two  patients  in  which,  besides  the  usual  symptoms  of 
cystitis,  an  infiltration  of  the  bladder  wall  simulated  tumor. 
Suprapubic  incision  of  the  bladder  cleared  up  the  diagnosis,  as 
it  revealed  a  well-marked  pericystitic  infiltration.  In  a  third 
case  the  symptoms,  which  had  existed  for  eight  months,  ap- 
peared to  point  directly  to  cystitis,  when  a  perineal  section 
made  it  clear  that  it  was  a  case  of  carcinoma. 

In  pericystitis  the  peritoneal  coat  of  the  bladder  is  the  seat  of 
inflammation;  it  is  in  reality  a  vesical  peritonitis.  This  ana- 
tomical form  of  cystitis  follows  usually  in  consequence  of  the 
extension  of  an  inflammation  from  one  of  the  adjacent  organs 
— the  appendix,  uterus,  tubes,  or  ovaries;  in  rare  instances  it  is 
caused  by  intestinal  perforation.  The  inflammatory  product  is 
most  abundant  around  the  base  and  at  the  sides  of  the  blad- 
der. At  the  sides  of  the  bladder,  at  a  point  corresponding  with 
the  vesical  end  of  the  ureter,  the  inflammatory  masses  often 
reach  considerable  size,  and  by  cicatricial  contraction  may 
eventually  cause  ureteral  obstruction.  In  the  female,  vesical 
peritonitis  is  usually  secondary  to  pelvic  peritonitis.  The  im- 
mobilization of  the  bladder  by  adhesions  and  the  vascular  dis- 
turbances caused  by  the  pericystitis  are  often  productive  of 
great  vesical  distress,  and  secondary  pathological  changes  often 
reach  the  mucous  membrane  of  the  bladder. 

Dacheux  believes  that  the  condition  of  irritable  bladder  in 
women,  which  has  previously  been  regarded  as  a  purelj^  func- 
tional disorder,  is  really,  as  Zuckerkandl  states,  due  to  local- 
ized hyperemia  of  the  mucous  membrane,  which  can  be  demon- 
strated by  oystoscopic  examination.  Hyperemic  patches  are 
seen  at  the  base  of  the  bladder,  and  less  often  at  the  neck, 
which  bear  a  close  etiological  relation  to  concomitant  conges- 
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tioii  of  the  uterus  and  adnexa,  and  often  disappear  when  the 
hitter  is  relieved. 

Kolischor  describes,  in  connection  with  such  cases,  a  peculiar 
form  of  edema  of  the  mucous  membrane  of  the  bladder  ob- 
servetl  through  the  cj'stoscope.  It  appears  in  the  form  of  cir- 
cumscribed blisters  the  size  of  a  pea,  the  rest  of  the  membrane 
being  normal.  In  some  cases  the  blebs  are  so  large  as  to  re- 
semble vesicular  moles.  This  pathological  condition  is  always 
associated  with  pelvic  exudates  near  the  bladder,  and  is  seen 
most  frequently  in  women  the  subjects  of  salpingitis.  The 
symptoms  attending  this  form  of  vesical  irritation  are  painful 
urination,  tenesmus,  and  a  feeling  of  weight  and  pressure  over 
the  bladder.  While  the  clinical  symptoms  indicate  the  pres- 
ence of  cystitis,  examination  of  the  urine  yields  negative  results, 
unless  the  infection  has  extended  to  the  mucous  membrane  of 
the  bladder. 

(6)  Paracystitis. — Paracystitis  is  an  inflammation  of  the 
subperitoneal  connective  tissue  of  the  bladder  or  of  the  sur- 
rounding connective  tissue  where  the  bladder  is  extraperi- 
toneal in  the  cavum  Retzii  and  prostatic  portion  of  the  organ. 
At  the  base  of  the  bladder  a  paracystitis  not  infrequently 
develops  in  the  course  of  a  suppurative  prostatitis,  and  in  front 
of  the  bladder  the  disease  usually  appears  in  the  form  of  a 
phlegmonous  inflammation  of  the  loose  connective  tissue  in  the 
cavity  of  Retzius.  In  both  of  these  locations  abscess  formation 
is  the  usual  termination  of  the  inflammatory  process,  an  occur- 
rence always  attended  by  distressing  bladder  symptoms.  Ab- 
scesses in  both  of  these  places,  unless  incised  early,  are  very 
prone  to  rupture  into  the  bladder,  an  accident  which  is  often  fol- 
lowed by  an  obstinate  cystitis.  Inflammation  of  the  subserous 
connective  tissue,  following  infection  through  the  lymphatic 
channels,  is  a  very  obscure  affection,  and  a  positive  diagnosis 
is  more  frequently  made  in  the  postmortem  room  than  at  the 
bedside.  The  formation  of  multiple  abscesses  in  such  cases  is 
not  an  unusual  occurrence.  More  or  less  paracystitis  is  almost 
always  associated  with  pericystitis  involving  the  intraperito- 
neal portion  of  the  bladder. 

(c)  Interstitial  Cystitis. — Interstitial  cystitis  implicates  the 
middle  tunic  or  muscular  coat  of  the  bladder.  It  is  in  this  coat 
that  we  find  the  lymph  channels  most  numerous  and  conse- 
quently the  most  common  pathways  of  infection.  Invasion  of 
the  middle  coat  may  take  place  from  either  direction,  either  by 
extension  of  infection  from  the  mucous  lining,  or  the  microbes 
may  reach  the  muscular  coat  through  the  lymph  channels  from 
some  adjacent  inflammatory  focus.  Another,  but  perhaps  the 
rarest,  route  of  infection  is  through  the  circulation,  when  the 
interstitial  cystitis  is  initiated  by  an  endo-  or  perivascular  inflam- 
mation. Direct  extension  of  inflammation  of  the  mucous  mem- 
brane to  the  muscular  coat,  or  invasion  by  way  of  the  lymphatic 
channels,  usually  leads  to  a  diffuse  inflammation  in  which  the 
whole  middle  coat  may  participate,  in  which  case  it  becomes 
greatly  thickened  and  the  mucous  membrane  is  changed  into 
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folds.  Ridges  can  be  felt  with  the  sound.  Interstitial  cystitis 
usually  leads  to  abscess  formation.  Small  abscesses  develop  in 
the  submucous  connective  tissue  or  in  the  muscular  coat,  which, 
when  they  open  into  the  bladder,  leave  diverticula  which  heal 
slowly  and  in  which  calculi  are  often  found  concealed.  Recov- 
ery from  this  form  of  cystitis  often  results  in  a  great  diminu- 
tion in  the  size  of  the  bladder,  caused  by  cicatricial  contraction. 
In  the  embolic  form  of  interstitial  cystitis  circumscribed  in- 
flammation and  abscess  formation  are  the  usual  results  of  the 
infection. 

(cl)  Endocystitis. — What  is  ordinarily  understood  by  a  cys- 
titis is  an  inflammation  of  the  lining  membrane  of  the  bladder. 
The  inflammation  may  almost  from  the  beginning,  or  at  any 
rate  in  a  few  days,  involve  the  entire  surface  of  the  mucous 
membrane,  or  it  may  remain  limited  to  certain  localities  which 
are  most  exposed  to  infection.  Localized  cystitis  is  found  most 
frequently  in  the  trigonum  and  about  the  urethral  and  ureteral 
orifices;  it  is  also  from  these  points  that  diffuse  cystitis  has  its 
starting  point.  The  neck  of  the  bladder  is  the  most  sensitive 
part  of  the  organ,  and  it  is  here  that  inflammation  gives  rise  to 
the  most  distressing  symptoms.  In  cystitis  proper  the  urine 
contains,  almost  from  the  very  beginning,  the  morphological 
elements  of  the  inflammatory  product — blood,  epithelial  cells, 
and  pus  corpuscles — the  presence  of  which  always  constitutes 
an  important  distinguishing  feature  between  endocystitis  and 
the  other  anatomical  varieties  of  inflammation  of  the  bladder. 
In  the  further  discussion  of  the  classification  of  cystitis,  endo- 
cystitis, or  cystitis  proper,  will  be  taken  as  a  type  of  the 
disease. 

2.  Pathological  Classificatiox, — (a)  Catarrhal  cystitis; 
(6)  suppurative  cystitis;  (c)  ulcerative  cystitis;  {d)  exudative 
cystitis;  (e)  exfoliative  cystitis. 

The  effects  of  microbes  and  their  toxins  on  the  tissues  of  the 
bladder  vary  according  to  the  specific  pathogenic  effect  of  the 
original  bacterial  cause  and  the  number  of  microbes  and  their 
degree  of  virulence.  The  inflammatory  product  is  also  greatly 
influenced  by  the  condition  of  the  urine  and  the  nature  and  ex- 
tent of  the  predisposing  causes.  The  successful  treatment  of 
cystitis  is  often  materially  influenced  by  the  character  of  the 
inflammation  and  the  nature  of  complications  which  may  pre- 
cede, attend,  or  follow  cystitis.  The  pathological  classification 
must  be  based  entirely  on  the  character  of  the  inflammatory 
product. 

{a)  Catarrhal  Cystitis. — For  a  long  time  catarrh  of  the 
bladder  has  been  regarded  as  synonymous  with  chronic  in- 
flammation. German  writers  have  been  particularly  partial  to 
this  term,  which  has  made  so  much  confusion  in  the  literature 
on  inflammatory  affections  of  the  bladder.  From  a  modern 
pathological  standpoint,  catarrhal  cystitis  is  a  term  used  to 
indicate  the  existence  of  a  superficial  inflammation  of  the  inte- 
rior of  the  bladder,  in  which  the  epithelial  cells  furnish  the 
principal  part  of  the  morphological  elements  of  the  inflamma- 
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tory  product.  It  is,  like  all  catarrhal  inflammations  in  other 
localities,  a  surface  affection.  The  mucous  membrane  is 
swollen,  red,  and  the  inflammatory  process  consists  in  in- 
creased exfoliation  of  epithelial  cells  and  an  abundance  of 
mucous  formation.  If  the  disease  becomes  chrrnic.  thickening 
of  the  mucous  membrane  and  secondary  infiltration  of  the 
muscular  coat  lead  to  hypertrophy  of  the  bladder  wall.  Re- 
tention of  urine  aggravates  the  inflammation  and  increases  the 
vesical  distress.  Erosions  and  superficial  ulcerations  may  de- 
velop during  the  course  of  the  disease.  The  urine  is  usually 
acid  and  contains  pus  and  an  abundance  of  bladder  epithe- 
lium. In  cases  in  which  the  urine  has  undergone  alkaline 
decomposition  the  inflamed  surface  presents  a  dirty-whitish 
deposit  of  muco-pus. 

(6)  Suppurative  Cystitis. — Suppurative  cystitis  appears 
clinically  usually  as  a  diffuse  affection,  in  which  not  only  the 
epithelial  lining  but  also  the  deeper  structures  are  generally 
involved.  The  microbic  infection  is  of  sufficient  intensity  to 
destroy  the  protoplasm  of  the  morphological  products  of  the 
inflammation,  white  corpuscle?  purely  epithelial,  and  connec- 
tive-tissue cells,  and  transform  them  into  pus  corpuscles.  The 
urine  contains  large  quantities  of  pus  and  bladder  epithelium. 
During  the  acute  stage  small  fibrinous  patches  appear  upon 
the  inflamed  surface.  Ulceration  differing  in  extent  and  depth 
is  of  common  occurrence.  Deep  necrosis  may  lead  to  perfora- 
tion. If  the  urine  is  ammoniacal,  the  necrosed  patches  pre- 
sent a  grayish-white  color  and  are  encrusted  with  sand-hke 
deposits.  The  decomposition  of  the  urine  is  generally  due  to 
other  microbes  than  those  which  have  caused  the  suppurative 
inflammation — that  is,  it  is  generally  the  result  of  a  mixed  in- 
fection. Besides  the  usual  pyogenic  microbes,  the  ammoniacal 
urine  contains  some  species  of  saprophytic  bacteria  or  the  dip- 
lococcus  urecB.  Suppurative  cystitis  generally  begins  as  an 
acute  inflammation,  but  is  very  liable  to  pass  into  the  chronic 
form,  and  direct  extension  of  the  infective  process  is  liable, 
sooner  or  later,  to  implicate  the  kidneys. 

(c)  Ulcerative  Cystitis. — This  is  a  form  of  cystitis  in  which 
ulceration  takes  place  almost  from  the  beginning  of  the  inflam- 
mation. In  cases  of  this  kind  the  infection  appears  to  be  of  a 
peculiar  kind,  limited  in  extent,  and  the  resulting  inflammation 
leads  quickly  to  a  circumscribed  destruction  of  tissue,  the 
formation  usually  of  a  single  circumscribed  ulcer,  the  so-called 
'■  simple"  ulcer  of  the  bladder.  This  form  of  cystitis  is  quite 
rare,  and  resembles  in  many  respects  gastric  ulcer  and  the 
round  duodenal  ulcer.  It  is  undoubtedly  the  result  of  an 
infection  from  the  blood,  the  inflammation  attacking  the  tissues 
around  an  infected  embolic  infarct,  reaching  the  surface  of  the 
bladder  by  a  process  of  ulceration.  Like  gastric  and  duodenal 
ulcer,  ulcerative  cystitis  is  found,  as  a  rule,  in  young  adults, 
and  usually  without  any  antecedent  or  attending  predisposing 
local  causes. 

(d)  Exudative    Cystitis. — Inflammation    of    the    mucous 
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membrane  of  the  bladder  accompanied  by  the  deposition  upon 
the  inflamed  surface  of  the  products  of  coagulation  necrosis 
should  be  called  exudative  cystitis.  The  exudate  consists 
largely  of  fibrin,  and  is  variously  modified  in  quantity  and 
appearance  by  the  character  of  the  infection  and  the  condition 
of  the  urine.  The  exudate  is  the  best  possible  proof  of  the 
severity  of  the  infection  and  intensity  of  the  inflammation.  It 
proves  the  existence  of  a  deep-seated  lesion  and  great  damage 
to  the  blood  vessels  in  the  inflamed  tissues.  This  form  of 
cystitis  is  most  frequently  observed  in  puerperal  women  and 
women  suffering  from  pelvic  tumors  large  enough  to  subject 
the  bladder  to  harmful  pressure.  The  urine  in  exudative  cystitis 
is  usually  alkaline,  and  Savor  believed  that  in  his  case  it 
remained  acid  after  the  first  days  owing  to  the  absence  of  a 
mixed  infection.  In  the  majority  of  cases  exudative  cystitis 
occurs  in  women  during  the  child-bearing  period,  and  positive 
proof  of  the  pathological  nature  of  the  cystitis  is  always 
furnished  by  the  expulsion  of  membranes  or  shreds  of  fibrin 
with  the  urine. 

(e)  Exfoliative  Cystitis. — Exfoliative  cystitis  is  an  inflam- 
mation of  the  bladder  in  which,  almost  from  the  very  begin- 
ning, the  toxins  of  the  microbes  which  produced  the  disease 
destroy  the  mucous  membrane  and  sometimes  even  the 
muscular  coat,  which,  if  the  patient  survive,  become  detached 
with  the  inflammatory  product  and  are  expelled  with  the 
urine,  or  in  some  instances  have  to  be  extracted  from  the  blad- 
der by  the  surgeon.  This  is  the  most  dangerous  form  of 
cystitis,  and  can  only  occur  as  the  result  of  a  most  virulent 
infection,  aided  in  most  cases  by  local  predisposing  causes. 
In  exudative  cystitis  the  toxins  precipitate  the  inflammatory 
product  by  causing  coagulation  necrosis;  in  exfoliative  cystitis 
they  cause  necrosis  of  the  mucous  lining  of  the  bladder  and 
occasionally  also  of  the  muscular  coat.  The  same  mechanical 
causes  which  are  so  influential  in  causing  exudative  C3'stitis 
are  usually  present  and  active  in  the  production  of  exfoliative 
cystitis.  In  a  few  cases  carcinoma  of  the  bladder  appears  to 
have  been  the  predisposing  cause  of  this  form  of  cystitis,  with 
the  result  that  the  disease  was  completely  removed  by  the 
extensive  sloughing,  and  in  a  few  instances  the  patients  not 
only  recovered  from  the  cystitis,  but  were  permanently  cured 
of  the  carcinoma  by  the  complete  elimination  of  the  malignant 
tissues  with  the  product  of  the  exfoliative  process.  The  degree 
and  extent  of  the  exfoliation  vary  with  the  intensity  of  the 
mechanical  cause  and  the  virulence  of  the  infection.  The  dif- 
ferentiation between  exudative  and  exfoliative  cystitis  can  only 
be  made  by  a  careful  study  of  the  membranes,  shreds,  or 
masses  expelled  or  removed  from  the  bladder,  which  often 
must  necessarily  include  the  use  of  the  microscope  as  a  diag- 
nostic aid. 

3.  Clinical  Classification. — (a)  Acute  cystitis ;  (&)  chron- 
ic cystitis. 

(a)  Acute  Cystitis. — The  old  and  usual  clinical  diagnosis  is 
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based  on  the  intensity  of  symptoms  and  duration  of  the  disease. 
That  form  of  inHammation  of  the  bladder  in  which  the  symp- 
toms appear  suddenly  and  reach  their  maximum  height  in  a 
short  time  is  known  as  acute  cj^stitis.  In  this  class  of  cases 
the  infection  is  intense,  the  constitutional  disturbances  well 
marked,  and  the  nature  of  tiie  pathological  products  in  accord- 
ance with  the  acuity  of  the  inflammatory  process.  One  of  the 
best  illustrations  of  what  is  meant  by  acute  cystitis  is  fur- 
nished by  cases  of  urine  retention  in  which  infection  occurs  by 
the  use  of  the  catheter.  The  disease  is  usually  initiated  by  a 
chill  followed  by  febrile  reaction  ;  the  urine  becomes  turbid 
within  twenty-four  hours,  and  in  a  few  days  contains  large 
quantities  of  pus,  and  ammoniacal  decomposition  is  developed 
very  rapidly.  It  is  not  difficult  in  the  majority  of  cases  to 
establish  the  existence  of  acute  cystitis,  but  such  a  diagnosis 
no  longer  satisfies  the  surgeon  who  seeks  to  complete  his 
diagnostic  work  by  investigating  the  pathological  anatomy  of 
the  disease  and  by  ascertaining  the  nature  of  the  infection. 
Under  appropriate  treatment  an  acute  cystitis  may  be  under 
control  in  a  short  time,  but  in  the  presence  of  obstructive  or 
visceral  lesions  the  acute  symptoms  subside  in  the  course  of 
time,  when  the  disease  only  too  often  passes  into  the  chronic 
form. 

(b)  Chronic  Cystitis. — Chronic  inflammation  of  the  bladder 
is  characterized  by  the  absence  of  acute  symptoms,  local  and 
general,  and  the  tendency  of  the  disease  to  persist  regardless 
of  the  treatment  emploj^ed.  The  suppurative  form  of  chronic 
cystitis  is  usually  complicated  by  the  coexistence  of  stricture 
of  the  urethra,  enlarged  prostate,  or  the  presence  of  stone  or 
foreign  body  in  the  bladder.  Cystitis  caused  by  infection  from 
a  suppurative  affection  of  the  kidneys  is  also  very  prone  to 
pursue  a  chronic  course,  as  the  constant  irrigation  of  the  blad- 
der with  infected  pus  maintains  an  uninterrupted  source  of 
infection.  The  best  example  illustrating  the  clinical  aspects  of 
chronic  cystitis  is  furnished  by  the  tubercular  variety.  The 
disease  begins  insidiously  by  the  appearance  of  isolated  symp- 
toms which  point  to  the  bladder  as  the  probable  seat  of  the 
inflammation.  The  symptoms  gradually  increase  in  number 
and  intensity  until  the  complexus  is  complete  upon  which  to 
base  a  diagnosis  of  chronic  cystitis.  The  symptoms  are  often 
masked  by  complications  which  served  as  predisposing  causes 
or  which  ensued  in  consequence  of  the  chronic  inflammation. 
It  is  in  cases  of  chronic  cystitis  that  an  early  and  correct 
diagnosis  is  so  seldom  made.  Renal  disease  is  often  mistaken 
for  cystitis,  and  cystitis  for  renal  disease.  It  is  in  such  cases 
that  a  recourse  to  all  modern  diagnostic  aids  is  indispensable 
for  a  correct  interpretation  of  the  symptoms  as  they  arise.  It 
is  not  unusual  that  patients  suffering  from  incipient  tubercu- 
losis of  the  bladder  go  from  one  physician  to  another,  and  are 
repeatedly  sounded  for  stone  in  the  bladder,  when  perhaps  the 
results  obtained  from  a  careful  examination  of  the  external 
genitals  and  the  prostate  would  at  once  arouse  suspicions  in 


BRIEF   OF  CURRENT   LITERATURE.  265 

reference  to  the  probable  tubercular  nature  of  the  vesical  affec- 
tion. It  is  well  to  remember  that  in  the  majority  of  cases  of 
chronic  inflammation  of  the  bladder  not  complicated  by  ob- 
structive lesions  the  disease  is  of  a  tubercular  nature. 

4.  Bacteriological  Classification. — (a)  Bacillus  coli 
communis  infection;  (6)  saprophytic  (mixed)  infection  ;  (c) 
staphylococcus  infection;  (d)  streptococcus  infection;  (e)  strep- 
tococcus erysipelatis  infection;  (/)  typhoid  bacillus  infection; 
(g)  diplobacillus  infection ;  (h)  gonococcus  infection;  (i)  bacil- 
lus of  tuberculosis  infection. 

The  bacteriological  classification  of  cystitis  is  the  most 
modern  and  certainly  the  most  important.  The  bacteriological 
classification  has  a  direct  bearing  on  the  etiology  of  the  dis- 
ease, and  suggests  to  the  surgeon  the  most  rational  course  to 
pursue  in  its  treatment.  In  long-standing  and  obscure  cases 
of  inflammation  of  the  bladder,  examination  is  not  complete 
without  an  examination  of  the  urine  with  suflBcient  care  and 
thoroughness  upon  which  to  base  a  correct  bacteriological 
classification.  Surgeons  must  learn  to  appreciate  the  value 
and  importance  of  this  part  of  the  examination  before  we  can 
expect  material  advances  in  the  treatment  of  cystitis.  If  the 
surgeon  has  not  the  necessary  knowledge  or  equipment  to 
make  these  examinations  satisfactorily,  he  should  assign  this 
part  of  his  task  to  a  competent  bacteriologist. 

(a)  Bacillus  Coli  Communis. — Bacteriological  researches 
made  by  numerous  observers  go  to  prove  that  the  bacillus  coli 
communis  is  found  more  frequently  in  the  urine  of  patients 
from  cystitis  than  any  other  known  microbe,  and  all  combine 
in  assigning  to  it  a  more  or  less  important  role  in  the  causa- 
tion of  the  disease.  This  micro-organism  is  constantly  found 
in  the  contents  of  the  normal  intestinal  canal.  Its  presence  in 
suppurative  affections  in  different  parts  of  the  body  has  been 
repeatedly  demonstrated,  and  its  pathogenic  qualities  have 
been  carefully  determined. 

Myriads  of  the  colon  bacillus  have  been  found  in  the  urine 
without  having  produced  cystitis.  If  in  such  cases  another 
microbe  finds  its  way  into  the  bladder  which  will  decompose 
the  urine,  cystitis  invariably  follows.  The  colon  bacillus  does 
not  decompose  urea.  The  ordinary  pus  microbes  decompose 
the  urine,  and  are  almost  constantly  found  in  cases  of  cystitis 
in  which  the  colon  bacillus  is  found  in  abundance.  The 
microbes  which  are  known  to  decompose  urea  are  bacterium 
pyocyaneus,  cocci  bacillus  pyogenes  urese,  staphylococcus,  and 
a  special  form  of  streptococcus  found  in  decomposed  urine. 

All  recent  observations  tend  to  prove  that  the  colon  bacillus 
requires  the  co-operation  of  urine-decomposing  bacteria  in  the 
production  of  cystitis. 

Colon  bacillus  infection  should  be  suspected  in  all  cases  of 
cystitis  following  operations  upon  the  rectum,  and  when  the 
disease  has  followed  or  is  coexistent  with  intestinal  fermenta- 
tion, irritation,  or  inflammation;  also  in  cases  in  which  the  urine 
remains  acid. 
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{b)  Sapropliytic  (Mixed)  Infection. — In  more  than  one- 
half  of  all  cases  of  acute  and  chronic  cystitis,  infection  is  the 
result  of  the  presence  and  combined  action  of  several  different 
kinds  of  microbes.  Pus  microbes  and  the  saprophytes  decom- 
pose the  urine,  rendering  it  alkaline.  Ammoniacal  urine  acts 
as  an  irritant  to  the  mucous  membrane  of  the  hladder,  produc- 
ing textural  changes  which  prepare  the  way  for  the  action  of 
the  bacteria  which  are  more  directly  concerned  in  the  produc- 
tion of  the  intiammation.  A  mixed  infection  must  be  suspected 
in  all  cases  in  which  the  urine  is  ammoniacal. 

Saprophytic  infection  is  almost  always  associated  with  urine 
retention,  and  may  precede  or  follow  infection  with  the  mi- 
crobes which  are  the  essential  cause  of  the  suppurative  cystitis. 
It  is  in  such  cases  that  careful,  systematic  catheterization  and 
antiseptic  irrigations  of  the  bladder  prove  of  such  eminent 
value  in  correcting  the  alkalinity  of  the  urine  and  in  arresting 
the  suppurative  inflammation. 

(c)  Staphylococcus  Infection. — The  staphylococcus  pyo- 
genes albus  and  aureus,  the  microbe  most  frequently  found  in 
all  suppurative  affections,  has  been  often  demonstrated  as  a 
solitary  microbe,  and  in  association  with  other  pyogenic  mi- 
crobes and  saprophytic  bacteria,  in  the  urine  of  patients  suffer- 
ing from  catarrhal  and  suppurative  cystitis.  The  staphylo- 
coccus is  a  comparatively  mild  microbe,  and  its  presence  as  a 
sole  microbic  cause  should  be  suspected  in  inflammatory  af- 
fections of  the  bladder  in  which  the  infection  does  not  penetrate 
deeply  and  in  which  the  urine  shows  no  evidences  of  exfolia- 
tion. In  staphylococcus  infection  the  urine  may  be  ammoniacal 
without  the  presence  of  saprophytic  bacteria,  as  pus  microbes, 
when  present  in  large  numbers,  decompose  the  urea,  besides 
lighting  up  the  suppurative  inflammation. 

(c7)  Streptococcus  Infection. — That  the  streptococcus  pyo- 
genes is  not  often  the  cause  of  cystitis  becomes  apparent  from 
a  bacteriological  examination  of  the  urine  from  6  cases  of  in- 
flammation of  the  bladder  made  by  Huber.  He  found  this 
microbe  only  once;  in  the  remaining  5  cases  the  bacillus  coli 
communis. 

Melchior  found  the  urine  acid  in  all  cases  of  cystitis  in  which 
the  streptococcus  was  found  as  a  solitary  microbe.  It  is  well 
known  that  the  streptococcus  generally  produces  a  diffuse 
form  of  inflammation,  during  which  the  connective  tissue  is 
often  destroyed  by  the  toxins  and  is  later  eliminated  or  re- 
moved in  the  form  of  shreds.  The  streptococcus  invades  the 
lymphatic  channels  and  connective-tissue  spaces,  and  is  al- 
most constantly  found  in  phlegmonous  inflammations  and 
diffuse  abscesses.  A  streptococcus  cystitis  is  characterized  by 
the  intensity  of  the  local  and  general  symptoms  and  by  more 
or  less  destruction  of  the  tissues  of  the  bladder  wall.  The 
presence  of  this  microbe  may  be  surmised  in  cases  of  diffuse 
interstitial  and  exfoliative  cystitis. 

(e)  Erysipelatous  Cystitis. — Erysipelatous  inflammation, 
either  as  a  primary  affection  or  as  a  metastatic  process,  has  been 
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found  in  many  of  the  internal  organs.  Infection  of  the  bladder 
with  the  streptococcus  erysipelatis  is  extremely  rare,  but  there 
can  be  no  doubt  of  the  possibility  of  such  an  occurrence. 

Melchior  reported  the  first  and  probably  the  only  case  of 
cystitis  caused  by  infection  with  the  typhoid  bacillus.  The 
patient  had  been  convalescent  from  an  attack  of  typical  typhoid 
fever  for  fourteen  daj^s,  and  had  been  out  of  bed  for  three 
daj's,  when  he  was  attacked  suddenly  with  a  severe  form  of 
cystitis,  for  which  there  appeared  to  be  no  cause,  as  the  cathe- 
ter had  never  been  used.  For  several  days  the  urine  was 
sterile  and  contained  a  large  amount  of  pus  and  some  blood. 
The  typhoid  bacillus  was  cultivated  from  the  urine  and  was 
the  only  microbe  it  contained.  In  rabbits  injections  of  pure 
cultures  into  the  bladder,  obstructed  for  eighteen  hours  by  liga- 
tion of  the  penis,  caused  a  severe  cystitis.  Intravenous  injec- 
tions caused  death  of  the  animals  from  typhoid  fever  with  the 
characteristic  anatomical  lesions. 

(g)  Diplohacillus  Infection. — The  diplobacillus  of  Fried- 
lander,  which  has  been  found  in  so  many  suppurative  lesions 
complicating  or  following  pneumonia,  has  in  rare  instances 
been  found  as  the  only  microbic  cause  of  cystitis. 

(Ii)  Gonococcus  Infection. — It  has  been  said  that  the  gono- 
coccus  never  causes  cystitis,  and  that  a  gonorrheal  urethritis, 
as  long  as  it  remains  as  an  unmixed  infection,  does  not  extend 
to  the  bladder.  It  is  claimed  that  when  cystitis  develops  in 
the  course  of  a  specific  urethritis  it  is  the  result  of  a  mixed  in- 
fection. This  is  undoubtedly  true  in  the  majority  of  cases,  but 
occasionally  a  gonorrheal  cystitis  is  met  with  in  which  the 
gonococcus  is  found  as  a  solitary  microbe  in  the  urine.  It  is 
not  always  easy  to  demonstrate  the  gonococcus  in  the  urine  in 
gonorrheal  cystitis.  The  reason  why  gonococciare  not  always 
found  in  the  chronic  cases,  as  Wertheim  has  pointed  out,  is 
that,  while  young  gonococci  are  well  stained  with  aqueous  so- 
lutions of  aniline  colors,  the  old  germs  are  pale  and  imperfectly 
defined.  Moreover,  gonococci  assume  ''involution  forms,"' 
becoming  granular  and  of  irregular  form  when  the  culture 
medium  becomes  old.  These  forms  are  not  recognizable  as 
gonococci,  yet  they  can  be  regenerated  to  the  classical  form 
through  a  fresh  culture  medium.  Gonorrheal  cystitis  presents 
itself  more  frequently  in  the  form  of  a  localized  than  a  diffuse 
inflammation  of  the  bladder.  The  favorite  location  for  this 
form  of  cystitis  is  the  trigonum  of  the  bladder.  If  the  disease 
becomes  more  diffuse,  it  manifests  a  tendency  to  extend  in  the 
direction  of  the  kidneys, 

{i)  Tubercular  Cystitis. — Tubercular  cystitis  furnishes  the 
best  clinical  representation  of  chronic  cystitis.  With  few  ex- 
ceptions, a  primary  chronic  cystitis  is  of  a  tubercular  nature. 
It  is  important  to  bear  this  in  mind  in  the  examination  of  all 
cases  of  cystitis  in  which  the  initial  symptoms  point  to  a 
chronic  inflammatory  process. 

Tuberculosis  of  the  bladder  is  caused  either  by  infection 
with  the  bacillus  of  tuberculosis  through  the  blood,  by  exten- 
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siou  of  a  tubercular  process  by  contiuuity  of  surface  from  the 
kidney  or  the  genital  organs,  or  b}"  the  rupture  of  a  tubercular 
abscess  into  the  bladder.  Vesical  tuberculosis  is  found  more 
frequently  in  males  than  in  females,  and  is  usually  a  disease  of 
early  and  middle  life.  Tuberculosis  of  the  bladder  in  the  male 
is  geuei'ally  associated  with  a  similar  affection  of  the  seminal 
vesicles  and  prostate.  Localization  of  tubercle  bacilli  in  the 
mucous  membrane  of  the  bladder,  like  that  of  pyogenic  and 
saprophytic  bacteria,  is  favored  by  antecedent  affections  of  the 
urinary  tract.  Primary  tuberculosis  from  infection  through 
the  blood  is  so  rare  that  Konig  doubts  its  existence.  Infection 
takes  place  most  frequently  from  the  kidneys,  less  frequently 
from  the  prostate,  seminal  vesicles,  and  epididymis.  The 
resistance  of  the  mucous  membrane  of  the  bladder  to  tubercle 
bacilli  is  great.  In  many  cases  tuberculosis  of  the  kidneys 
may  exist  for  several  years  without  affecting  the  bladder. 
The  mucous  membrane  of  the  bladder  can  be  irrigated  with 
urine  containing  tubercle  bacilli  for  years  without  becoming 
tubercular.  Clado  pointed  out  that  tubercular  granulations  in 
the  bladder  do  not,  as  is  claimed  by  some  authors,  occupy  the 
submucous  tissue,  but  the  mucous  membrane  itself — that  is,  the 
subepithelial  layer.  He  believes  that  this  is  due  to  the  presence 
of  a  well-developed  capillary  network  in  the  mucous  mem- 
brane, which  determines  localization  of  the  bacilli  floating  in 
the  general  circulation.  Secondary  infection  occurs  most  fre- 
quently from  the  prostate  or  the  kidneys,  and  least  frequently 
as  a  result  of  an  ascending  tubercular  affection  of  the  testicles. 
In  other  cases  the  bladder  is  involved  by  the  rupture  into  it  of 
a  tubercular  prostatic  abscess,  or  by  the  extension  along  the 
ducts  to  the  urethra  and  from  there  to  the  bladder.  An 
ascending  tuberculosis  of  the  ejaculatory  ducts  in  other  cases 
precedes  the  bladder  infection.  A  previous  gonorrheal  cystitis 
not  infrequently  prepares  the  soil  for  tubercular  infection. 
Konig  observed  a  case  in  which  a  turpentine  intoxication  first 
produced  active  symptoms  in  a  case  of  latent  catarrhal  tuber- 
cular cystitis  caused  by  a  tubercular  kidney. 

Although  no  age  is  exempt,  tuberculosis  of  the  bladder  oc- 
curs most  frequently  in  men  between  17  and  40  years  of  age. 
Baudet  records  a  case  in  a  boy  15  years  old;  in  this  case  the 
earliest  point  of  invasion,  so  far  as  could  be  determined,  was 
the  testicle,  then  the  prostate  and  bladder,  thence  along  the 
ureter  to  the  kidney.  Senn  has  seen,  in  a  girl  9  years  of  age,  a 
case  of  primary  vesical  tuberculosis  that  extended  to  both  kid- 
neys and  proved  fatal  in  less  than  a  year. 

The  two  places  in  which  tuberculosis  of  the  bladder  is  most 
likely  to  commence  are  the  ureteral  orifices  and  the  trigone  of 
the  bladder.  The  former  starting  point  of  the  disease  is  the 
rule  when  the  bladder  becomes  involved  by  a  descending 
tubercular  ureteritis — that  is,  when  the  disease  is  secondary  to 
renal  tuberculosis;  the  trigone  is  usually  the  original  seat  of 
the  disease  in  primary  tuberculosis  of  the  bladder,  and  in  men 
also  by  the  extension  of  the  disease  from  the  genital  organs. 
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The  tubercular  disease  here,  as  elsewhere,  is  characterized 
by  the  same  chain  of  pathological  changes — infiltration,  case- 
ation, and  ulceration.  Penetration  of  the  bladder  wall  fre- 
quently leads  to  the  formation  of  perivesical  abscess  and  fistula 
formation,  a  part  or  all  of  the  urine  escaping  through  the 
fistulous  opening.  The  chronic  inflammation  and  the  vesical 
tenesmus  lead  to  great  thickening  of  the  wall  of  the  bladder, 
sacculation,  and  diminished  capacity  of  the  organ.  The  exten- 
sion of  the  tubercular  inflammation  over  the  surface  and  in  the 
direction  of  the  different  tunics  of  the  bladder  wall  is  hastened 
in  case  the  bladder  becomes  infected  with  pus  microbes,  which 
is  so  often  the  case,  and  which  is  so  frequently  caused  by  the 
needless  use  of  instruments  in  the  fruitless  search  for  stone 
in  the  bladder,  which  a  beginning  vesical  tuberculosis  often 
mimics  so  closely.  The  complications  most  frequently  encoun- 
tered in  postmortem  examinations  of  patients  who  have  died 
of  the  direct  or  indirect  effects  of  tuberculosis  of  the  bladder 
are  tuberculosis  of  the  lungs,  kidneys,  genital  organs,  and 
peritoneum,  and  perivesical  tubercular  abscesses  with  or  with- 
out fistula  formation.  The  disease  is  initiated  by  a  frequent 
desire  to  urinate  and  by  pain  after  emptying  the  bladder,  with 
slight  hematuria  at  longer  or  shorter  intervals.  Urination 
becomes  more  frequent  as  the  disease  advances,  and  after  the 
neck  of  the  bladder  has  been  reached  incontinence  of  urine  be- 
comes a  conspicuous  clinical  symptom.  The  urine  exhibits  the 
same  appearance  and  contains  the  same  morphological  constit- 
uents during  the  early  stages  of  the  disease  as  in  cases  of 
chronic  catarrh  of  the  bladder.  In  the  beginning  of  the  dis- 
ease the  urine  is  acid  and  contains  pus,  bladder  epithelia,  and 
a  small  quantity  of  albumin.  If  the  kidneys  are  affected  at 
the  same  time,  the  albumin  is  more  abundant.  If  secondary 
infection  with  pus  microbes  or  saprophytic  bacteria  has  oc- 
curred, it  is  alkaline  in  reaction  and  often  ammoniacal,  and  then 
contains  also  a  larger  amount  of  mucus  and  pus  corpuscles  and 
disintegrated  red  blood  corpuscles,  besides  the  large  flat  epi- 
thelial cells  from  the  bladder.  As  soon  as  the  cheesy  material 
on  the  surface  of  the  bladder  softens  and  disintegrates,  frag- 
ments of  detritus  are  found  in  the  urine.  Tubercle  bacilli  are 
not  always  present,  and  their  detection  is  often  very  difficult. 
Their  presence  can  also  be  determined  by  cultivation  on  arti- 
ficial nutrient  media  and  by  inoculation  experiments.  If,  in 
cases  of  suspected  bladder  tuberculosis,  the  bacillus  cannot  be 
found,  the  injection  of  a  few  drops  of  the  urine  sediment  into 
the  eye,  a  joint,  the  pleura,  or  the  peritoneal  cavity  of  a  rabbit 
or  a  guinea-pig,  will  often  succeed  in  reproducing  the  disease, 
and  upon  the  results  of  such  experiments  we  must  then  base 
our  diagnosis.  The  positive  results  of  such  experiments  and 
the  detection  of  bacilli  in  the  urine  do  not  enable  us  always 
to  locate  the  disease  anatomically;  in  other  words,  we  must 
ascertain  further  whether  the  disease  involves  the  kidney,  the 
bladder,  or  the  lowest  portion  of  the  urinary  tract.  Nitze's 
cystoscope  is  a  useful  diagnostic  instrument  in  the  hands  of 


270  BRIEF   OF   CURRENT   LITERATURE. 

experts.  Finally,  it  may  be  stated  that  in  all  chronic  inflam- 
matory att'ections  of  the  urinarj^  organs  it  is  necessarj'  to  make 
careful  and  often-repeated  examinations,  both  of  the  general 
and  local  symptoms,  for  the  purpose  of  locating  the  disease,  as 
well  as  to  determine  its  nature,  which  often  can  be  done  in  a 
satisfactory  manner  only  by  making  a  microscopical  and  bac- 
teriological examination  of  the  urine.  If  this  should  still  leave 
the  diagnosis  doubtful,  a  resort  to  inoculation  experiments 
upon  animals  susceptible  to  tuberculosis  becomes  necessary  as 
a  decisive  diagnostic  test. 
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DISEASES  OF  CHILDREN. 

Angina,  Chronic  Recurring  Exudative. — Fischl '  describes 
a  typical  lacunar  angina  which  is  hereditary,  occurs  most  fre- 
quently in  the  second  year  of  life,  returns  after  shorter  or 
longer  intervals,  and  finally  becomes  rare,  or  even  disappears, 
at  puberty.  There  seems  to  be  a  local  and  individual  predispo- 
sition, and  the  children  often  become  extremely  nervous  and 
anemic.  Complications  of  endocarditis,  nephritis,  and  bronchi- 
tis are  not  unknown  in  severe  cases,  which  are  probably  caused 
by  a  diplococcus  or  streptococcus  infection.  Swelling  of  the 
nasal  raucous  membrane  seems  to  be  often  associated  and 
should  be  treated.  During  the  attack  local  applications  of 
bichloride  of  mercury  (1  :  10000)  are  useful,  and  between  at- 
tacks nitrate  of  silver  (in  stick)  should  be  used.  Tonsillotomy 
often  causes  no  improvement. 

Antenatal  and  Intranatal  Factors  in  Neonatal  Pathol- 
ogy.— J.  W.  Ballantyne  ^  says,  in  his  summary  of  an  article 
which  he  calls  "An  Attempt  to  Explain  the  Peculiarities  of 
the  Morbid  States  of  the  New-born,"  that  it  is  clearly  evident 
that  if  the  characters  of  the  diseases  of  the  new-born  infant  are 
to  be  understood  it  is  essential  that  account  be  taken,  not  only 
of  the  facts  that  the  infant's  organism  has  just  passed  through 
a  period  of  traumatism  and  is  passing  through  one  of  readjust- 
ment to  meet  new  requirements,  but  also  that  during  the  nine 
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months  of  intrauterine  life  which  precede  birth  it  may  have 
been  the  sphere  of  morbid  processes  which  have  left  their  im- 
press on  it.  It  may  come  into  the  extrauterine  environment 
already  diseased  or  malformed,  or  predisposed  to  some  patho- 
logic development.  Like  pregnancy,  neonatal  life  is  an  epoch 
which  has  a  physiology  in  many  respects  peculiar  to  itself,  and 
which  borders  very  closely  on  the  pathologic,  tending  very 
easily  to  pass  over  into  it.  In  a  certain  sense  the  ordinary 
vomiting  of  pregnancy  is  to  the  uncontrollable  form  as  the 
ordinary  "  physiological  "  jaundice  of  the  new-born  is  to  per- 
nicious icterus  neonatorum.  Further,  just  as  every  woman 
brings  with  her  into  her  pregnancy  the  results  of  her  past 
pathologic  history,  so  the  new-born  infant  brings  with  him, 
out  of  his  antenatal  life  into  his  neonatal  existence,  the  effects 
of  any  morbid  processes  which  may  have  attacked  him  in 
utero.  In  this  way  the  pathology  of  pregnancy  and  the  mal- 
adies of  the  new-born  infant  are  both  invested  with  peculiari- 
ties. The  peculiarities,  therefore,  of  neonatal  diseases  are 
not  inexplicable,  hut  are  the  direct  outcome  of  the  action  of 
the  antenatal  and  intranatal  factors  on  the  organism  at 
this  period  of  life. 

Anomalous  Papillary  Action  in  Meningitis. — Albert 
Seitz  ^  reports  a  case  of  tubercular  meningitis  secondary  to 
hip-joint  disease  in  a  boy  9  years  of  age.  The  anomaly  in  this 
case  was  that  the  patient's  pupils  were  contracted  to  the  size 
of  a  pin  head  in  the  dark  and  dilated  widely  in  the  light.  The 
brighter  the  light  the  more  quickly  and  widely  they  would 
dilate.  This  condition  persisted  until  the  death  of  the  patient. 
The  writer  could  not  satisfy  himself  as  to  the  cause  of  the 
anomaly. 

Antitoxin  Statistics. — Edwin  Rosenthal  *  says  that  no  fea- 
ture is  so  conspicuous  that  proves  the  specific  character  of 
antitoxin  as  a  remedy  in  diphtheria  as  its  influence  on  the 
mortality  records  of  a  city.  He  cites  the  statistics  of  Prof. 
Biggs,  who  conclusively  shows  the  fall  in  the  death  rate  in 
New  York,  Berlin,  Paris,  and  Chicago.  In  Paris  alone  the 
monthly  mortality  before  the  "antitoxin  period "  was  from 
108  to  180;  after  the  period  it  fell  to  45-56.  In  Berlin  before 
the  period  the  death  rate  was  114  to  117,  which  fell  to  47-54. 
In  New  York  before  the  period  it  was  236  to  317,  after  the 
period  168-207.  In  Chicago,  of  1,468  cases  treated  with  anti- 
toxin by  the  inspectors,  the  mortality  was  but  6.4  per  cent;  and 
of  1,112  cases  injected  during  the  first  three  days,  but  2.5  per 
cent.  The  Philadelphia  records  present  but  a  slight  change. 
The  author  thinks  it  strange  that  a  city  that  contains  a 
thoroughly  equipped  bacteriologic  and  biologic  laboratory,  and 
which  was  among  the  first  to  give  to  the  profession  not  only 
the  product  antitoxin  but  all  the  literature  appertaining  there- 
to, should  be  so  far  in  the  rear  with  its  statistical  results.  Still, 
there  is  a  decline  in  the  mortality  records — from  61.5  per  cent 
to  27  per  cent  in  twelve  years — and  the  author  observes  that 
when  we  find  that,  without  exception,  there  is  a  certain  decline 
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iu  the  death  rate  of  all  cities,  whether  it  be  large  or  small,  the 
truth  remains  unquestioned  that  this  is  not  from  chance  alone, 
but  line  to  certain  well-proved  causes;  and  in  the  question  of 
diphtheria,  antitoxin  remains  as  the  only  factor  that  has  influ- 
enced all  statistics  in  its  favor. 

A.  Jetferis  Turner "  presents  the  statistics  of  diphtheria 
mortality  of  the  three  principal  Australian  colonies  for  the 
past  tifteen  years,  with  special  reference  to  the  influence  of 
antitoxin  on  the  death  rate.  From  the  tables  of  the  author  it 
is  seen  that  the  average  mortality  during  the  eleven  years  of 
the  pre-antitoxin  period  was  44.3  per  100,000  mean  population, 
and  during  the  four  antitoxin  years  18.7  per  100,000.  With  a 
population  of  nearly  three  millions,  this  represents  a  saving 
during  the  four  years  of  about  3,000  lives.  The  highest  mor- 
tality of  any  antitoxin  year  was  much  below  the  lowest  mor- 
tality of  an}'  pre-antitoxin  year. 

A.  Robin, °  roused  to  indignation  by  Dr.  Herman's  paper 
entitled  "  The  Failure  of  Antitoxin  in  the  Treatment  of  Diph- 
theria," writes  at  length  in  refutation  of  the  charges  therein 
made  and  invokes  clinical  statistics  and  scientific  research  in 
support  of  his  argument.  Some  grave  charges  he  discusses  at 
length.  These  are:  1.  Antitoxin  has  produced  death.  2.  It 
causes  paralysis  of  the  heart  and  other  parts  of  the  body. 
3.  It  acts  injuriously  on  the  kidneys,  skin,  and  joints.  4.  It 
causes  septic  pneumonia  and  other  complications.  Robin  says 
that  when  it  is  remembered  that  the  diphtheria  infection  pro- 
duces parenchymatous  degeneration  of  heart  muscles  and 
kidneys,  is  often  followed  by  post-diphtheritic  paralysis  and 
not  infrequently  complicated  by  diseases  of  the  respiratory 
passages,  it  may  well  be  questioned  whether  these  complica- 
tions can  be  attributed  to  the  antitoxin.  The  increased  fre- 
quency of  these  complications,  if  this  be  the  case,  may  well  be 
explained  by  the  fact  that  antitoxin  cures  many  grave  cases, 
the  very  same  which  are  likely  to  suffer  from  the  complica- 
tions named.  Many  authorities  are  quoted  to  prove  that 
nephritis,  paralysis,  and  other  complications  are  no  more  fre- 
quent than  before  the  use  of  antitoxin.  As  to  the  fatal  cases 
attributed  to  the  remedy,  a  few  have  been  reported;  and  even 
admitting  that  antitoxin  was  the  direct  cause,  they  can  be 
explained  by  idiosyncrasies  such  as  are  often  manifested  in  the 
case  of  other  drugs  or  by  possible  contamination  of  the  anti- 
toxin. "  If  antitoxin  is  a  specific,"  argues  Dr.  Herman,  "  why 
does  it  not  cure  all  cases?"  Robin  replies:  1.  Because  it  is 
not  used  early  enough,  time  being  given  for  the  streptococci 
to  develop  and  produce  their  virulent  effects.  Hilbert  found 
that  when  a  mixed  culture  of  diphtheria  bacilli  and  streptococci 
is  inoculated  into  animals  afterward  treated  with  antitoxin, 
the  latter  recover  from  the  diphtheria  but  succumb  to  the 
streptococcus  infection.  But  when  the  antitoxin  is  used  early 
the  streptococcus  infection  is  averted.  ;<;.  It  is  not  used  ener- 
getically enough,  too  small  quantities  or  at  too  rare  intervals 
being  administered.     3.  There  is  a  proportion  of  patients  who 
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are  so  susceptible  to  the  disease  that  antitoxin  cannot  cure 
them,  just  as  there  are  patients  suffering  from  malaria  who 
cannot  be  cured  by  quinine,  or  syphilitics  who  are  not  cured 
by  mercurials  and  iodides. 

William  P.  Munn  *  writes  of  the  decrease  in  mortality  since 
the  introduction  of  treatment  with  antitoxic  serum  in  Denver, 
Colorado.  In  the  past  four  years,  since  the  bacteriologic 
laboratory  has  been  established  and  antitoxin  administered, 
the  city  had  about  half  as  many  cases  of  diphtheria  as  it  had 
during  six  preceding  years,  with  but  one- sixth  as  many  deaths 
from  the  disease.  The  mortality  per  cent  has  been  decreased, 
by  some  influence,  to  less  than  one-third  what  it  used  to  be,  and 
this  is  for  all  cases  without  reference  to  treatment.  When 
the  cases  for  the  last  four  years  are  divided  as  to  treatment 
with  and  without  the  antitoxin,  the  difference  in  mortality  is 
still  more  surprising:  607  cases  treated  with  antitoxic  serum 
had  a  mortality  of  4.96  per  cent,  570  cases  treated  ivitJiout  the 
antitoxic  serum  had  a  mortality  of  18.6  per  cent.  As  to  the 
actual  reduction  in  diphtheric  prevalence  and  death  loss  due 
to  the  intelligent  and  purposeful  application  of  preventive 
measures  under  the  guidance  of  the  bacteriologist,  he  says 
that  by  the  gradual  operation  of  the  preventive  measures  that 
have  been  perfected  during  the  past  ten  years  the  actual 
number  of  cases  of  diphtheria  was  reduced  to  a  total  of  3,449, 
or  a  saving  of  5,444  cases  of  illness  from  this  one  disease. 
The  actual  number  of  deaths  from  diphtheria  has  been  re- 
duced from  the  probable  total  of  3,450  to  an  actual  death  loss 
of  963,  or  an  actual  saving  of  2,487  lives.  Had  it  been  pos- 
sible to  apply  the  modern  preventive  methods  of  the  last  four 
years,  with  an  average  per  annum  of  but  294  cases  and  4 
deaths  throughout  the  whole  decade,  the  actual  saving  of 
human  life  would  have  been  still  greater,  approximating 
3,200. 

From  complete  statistical  tables  of  200  cases  at  the  Monsall 
Fever  Hospital,  Manchester,  furnished  by  A.  J.  Tonkin,'  the 
following  deductions  are  made  concerning  the  efl&cacy  of  anti- 
toxin: 1.  The  general  mortality  rate  is  reduced.  The  mortal- 
ity for  cases  treated  during  the  first  three  days  of  illness  is 
reduced  to  about  3  per  cent  and  that  for  all  other  cases  to  about 
12  per  cent.  2.  Laryngeal  cases  treated  early  are  markedly 
affected  for  the  better,  the  death  rate  being  very  considerably 
reduced.  3.  The  tracheotomy  mortality  is  very  much  less- 
ened. 4.  There  is  less  need  for  tracheotomy  if  treatment  is 
begun  early.  5.  All  ages  and  both  sexes  are  equally  affected. 
6.  The  chances  of  nephritis  are  lessened.  7.  When  treat- 
ment is  begun  early,  albuminuria  may  not  appear,  will  prob- 
ably not  be  severe,  and  will  disappear  soon.  8.  Paralysis  is 
lessened  for  cases  treated  on  the  first  and  second  days  of  the 
illness.  The  paralysis  mortality  is  much  reduced.  9.  Ex- 
tension of  the  disease  to  the  larynx  and  parts  below  was  not 
noted  after  injection  of  the  antitoxin.  10.  The  only  disad- 
vantage noted  after  its  use  was  a  slight  discomfort  for  a  few 
18 
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days  from  urticarial  rashes  and  pains  in  the  joints  in  a  small 
percentage  of  eases. 

Wenner '  gives  the  results  of  four  years'  use  of  the  anti- 
diphtheritic  serum,  heginning  in  the  fall  of  1894.  He  found  a 
very  marked  lowering  of  the  mortality  rate  in  all  cases  so 
treated,  when  compared  with  that  of  previous  3'ears.  Even  in 
operative  cases  the  difference  was  a  decided  one.  The  tempe- 
rature falls  rapidly  to  normal  after  an  injection  of  antitoxin, 
whether  given  early  or  late  in  the  disease.  The  pseudo-mem- 
branes are  loosened,  and  signs  of  laryngeal  stenosis  are  distinct- 
ly influenced  for  the  better;  in  fact,  a  spreading  of  the  lesion 
from  the  pharynx  to  the  larynx,  or  an  exacerbation  of  the 
laryngeal  symptoms,  was  never  noticed  after  the  serum  was 
given.  Severe  albuminuria,  nephritis,  and  paralysis  must  be 
looked  upon  as  caused  by  the  diphtheria  poison  and  not  by  the 
antitoxin.  The  exanthemata  caused  by  the  serum  are  never 
of  any  great  consequence,  although  often  accompanied  by 
fever.  No  death  and  no  injury  to  health  occurred  from  the 
use  of  the  serum,  which  is  heartily  recommended,  not  only  for 
use  in  all  public  institutions,  but  also  in  private  practice. 

Bacterium  Coli,  Virulence  of,  in  Children's  Stools. — 
Mellin '  isolated  the  bacterium  coli  from  the  stools  of  one 
healthy  infant  and  from  ^l  cases  of  gastro-enteritis.  Experi- 
ments on  animals  proved  that  the  virulence  of  these  germs 
varied  greatly,  causing  death  in  a  few  hours,  or  again  calling 
forth  only  transitory  symptoms  of  illness.  The  colon  bacil- 
lus obtained  from  the  healthy  child  was  not  pathogenic.  It  is 
probable  that  we  have  a  pseudo-colon-bacillus  as  well  as  a 
virulent  one  to  deal  with. 

Chorea  and  Fever. — Witthauer  '"  could  find  no  analogous 
case  to  the  following  one  reported  in  medical  literature.  A 
boy  of  6  years,  previously  healthy,  was  suddenly  attacked 
with  convulsions  after  being  punished  in  school.  Since  then 
the  twitchings  were  so  persistent  and  severe  that  two  people 
could  hardly  hold  him;  only  fluid  food  could  be  taken.  While 
the  boy  was  much  emaciated,  all  the  internal  organs  were  nor- 
mal. The  temperature  was  slightly  elevated,  but  became 
high  (40.0"^  C.)  upon  the  appearance  of  a  gastro-enteritis.  At 
the  same  time  the  twitchings  grew  markedly  less,  and  ceased 
altogether  after  the  temperature  had  fallen  by  crisis  to  35.8° 
C.  The  child  then  lay  quietly  in  bed  and  slept  a  great  deal. 
In  a  second  case,  a  girl  12  years  old,  in  whom  chorea  followed 
rheumatism  and  endocarditis,  the  twitchings  also  ceased  when 
the  temperature  rose  during  an  attack  of  pericarditis. 

The  author  cannot  explain  the  fact  that  the  choreic  move- 
ments ceased  permanently  in  two  cases  after  the  occurrence  of 
fever,  as  experiments  are  necessary  to  do  this. 

Calomel  in  Diphtheria. — T.  D.  Coleman  °  states  that  in  an 
experience  extending  over  nine  years  he  has  had  onlj'  one 
death  to  record  when  mercurial  treatment  was  employed,  and 
this  case  was  malignant  from  the  start,  the  membrane  involv- 
ing the  nose,  pharynx,  and  trachea.     His  rule  is  to  give  a  large 
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dose  of  calomel  at  the  beginning,  regulating  it  according  to  the 
age,  and  then  to  give  hourly  doses  until  the  regulation 
^'  chopped  spinach"  movements  appear,  after  which  the  inter- 
val is  increased  until  the  drug  is  left  off  entirely.  The  ability 
of  the  patient  to  take  heroic  doses  the  author  considers  to  be 
due  to  the  fact  that  the  ordinary  physiologic  effect  of  the 
drug  is  overcome  by  the  poison  or  toxin  of  the  disease.  He 
does  not  believe  that  it  produces  anemia,  because  he  believes 
that  the  disease  itself  does  this  profoundly,  and  any  drug 
which  so  certainly  cuts  the  disease  short  would  by  that  much 
prevent  those  blood  changes  which  are  responsible  for  the 
anemia.  He  has  never  seen  any  disagreeable  effect  whatever 
resulting  from  the  administration  of  the  drug. 

Constipation  in  Infants. — H.  M.  McClanahan'  thinks  that 
the  causes  of  this  condition  in  infants  under  6  months  may  be 
grouped  under  two  heads:  1,  the  quantity,  quality,  and  method 
of  feeding;  and  2,  the  anatomic  condition  of  the  colon.  In  the 
first  class  each  case  should  be  studied  separately;  but  as  a  rule 
the  percentage  of  fat  should  be  increased  and  the  percentage 
of  casein  reduced,  the  latter  when  the  stools  are  light-colored 
and  dry.  Sometimes  milk  has  to  be  peptonized;  sometimes  the 
addition  of  a  teaspoonf ul  of  malt  extract  at  each  feeding  is  most 
useful.  Drug  treatment  may  consist  of  the  resin  of  podophyl- 
lin,  given  in  alcohol  in  doses  of  from  r^  to  ^V  grain.  If  the  dis- 
charges are  coated  with  mucus,  a  saturated  solution  of  sodium 
phosphate  with  a  little  orange  juice  added  is  good.  Muscular 
debility,  indicated  by  tympanites  and  flabby  muscles,  will  re- 
quire strychnine  and  nitric  acid.  Massage,  general  and  local,  is 
of  benefit.  In  the  second  class  cathartics  are  dangerous.  The 
colon,  being  longer  and  more  loosely  attached  than  in  the  adult, 
doubles  on  itself  and  closes  the  lumen.  Digital  examination 
per  rectum  is  not  only  necessary  to  the  diagnosis,  but  is  valu- 
able as  treatment,  stimulating  peristalsis.  Injection  should  be 
used  daily,  by  means  of  a  lisle-thread  catheter  passed  through 
a  cork  attached  to  the  tube  of  the  fountain  syringe  and  inserted 
about  two  inches  into  the  bowels.  The  cork  is  pressed  against 
the  sphincter,  and  as  the  water  flows  the  catheter  is  to  be 
gently  pressed  upward.  Cases  of  this  class  require  continuous 
treatment  for  many  months. 

Diabetes  Mellitus  following  Mumps. — H.  F.  Harris ''  re- 
ports and  describes  a  case  clinically  and  pathologically,  and 
says  that  diabetes  may  follow  mumps  so  quickly  that  there  is 
at  least  a  strong  suspicion  that  the  former  disease  may  be 
induced  by  the  latter.  It  is  not  probable  that  the  diabetes  is 
the  result  of  changes  produced  in  the  salivary  glands,  but 
their  removal  in  dogs  is  followed  by  a  slight  glycosuria.  On 
account  of  the  close  resemblance  in  structure  between  the 
salivary  glands  and  the  pancreas,  it  would  seem  probable  that 
a  general  disease  like  mumps,  which  causes  changes  in  the 
one,  would  at  times  likewise  produce  alterations  in  the  other. 
There  is  no  well-authenticated  case  of  pancreatic  inflammation 
following  mumps,  but  in  at  least  one  case  there  is  suspicion  of 
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its  having  done  so.  Intiammatory  changes  having  once  been 
set  up  in  the  pancreas  in  some  instances,  they  might  become 
chronic,  causing  serious  alterations  in  function.  Disturbed 
functional  activity  of  the  pancreas,  if  marked,  probably  alwaj's 
leads  to  diabetes.  Alterations  in  the  pancreas  and  salivary 
glands,  which  are  in  every  way  similar,  occur  in  at  least  some 
cases  of  diabetes.  These  alterations  are  apparently  produced 
by  some  general  cause  which  acts  on  all  of  the  glands  belong- 
ing to  this  particular  group. 

Heart  Disease  in  Childhood  and  Youth.— Charles  W. 
Chapman  '^  saj's  that  the  chief  signs  of  cardiac  distress  for 
which  parents  or  other  custodians  of  children  may  be  on  the 
lookout  are:  1.  Palpitation.  2.  Breathlessness,  especially  if 
easily  provoked.  3.  Cyanosis.  4.  Hemoptysis,  indicating 
pulmonary  congestion  and  increased  strain  at  the  right  side  of 
the  heart — common  in  mitral  stenosis.  5.  Pallor,  showing 
failure  on  the  systemic  side.  This  is  most  apt  to  occur  in 
aortic  cases,  leading  to  faintness  or  actual  syncope.  Cases  of 
mitral  stenosis  and  of  advanced  regurgitation  bear  strain  badly, 
moderate  aortic  stenosis  or  regurgitation  better.  Faintings  in 
churches  and  hot  rooms  are  not  uncommon  in  the  less  robust 
children.  That  these  cases  may  be  cardiac  in  their  origin  is 
true,  but  a  critical  examination  of  the  heart  frequently  gives  a 
negative  result.  Some  cases  can  be  explained  bj''  the  child 
having  been  hurried  to  church  soon  after  a  heavy  or  indigest- 
ible meal,  by  intestinal  worms  and  the  petit-mal  of  epilepsy,  or 
by  albuminuria.  But  the  faintings  are  in  many  cases  inexplic- 
able except  on  the  theory  of  air  hunger  due  to  a  cardiac  lesion. 
The  chest  should,  in  doubtful  cases,  be  re-examined  at  intervals. 
In  the  care  and  treatment  of  children  affected  with  heart 
disease  no  detail  is  too  trivial  for  consideration.  The  points 
to  be  considered  are:  1.  Clothing.  2  Place  of  residence. 
3.  Diet.  4.  Education.  5.  Exercise,  sports,  and  games.  As  to 
clothing,  rheumatism  having  such  a  tendency  to  recur,  and 
each  attack  usually  further  damaging  the  heart,  the  skin 
must  be  protected  by  woollen  underclothing  all  the  year 
through,  the  weight  being  varied  with  the  seasons.  If  choice 
3an  be  made  as  to  locality,  a  gravel  subsoil  should  be  se- 
lected. The  house  should  not  be  surrounded  by  trees  and 
should  stand  at  a  fair  elevation.  A  southern  or  western  aspect 
is  to  be  preferred.  Valleys  are  objectionable.  The  diet  must 
be  carefully  regulated,  because  indigestion  in  its  various  forms 
is  very  common  in  heart  disease,  and  because,  on  the  other 
hand,  pure  indigestion  is  responsible  for  many  symptoms 
which  strongly  simulate  or  are  identical  with  those  observed  in 
actual  cardiac  affections.  Food  should  be  taken  at  regular 
intervals,  and  a  rest  afterward  for  from  ten  to  thirty  minutes 
must  be  insisted  upon.  No  hard-and-fast  rule  can  be  given  as 
to  the  nature  of  the  diet.  Anything  which  is  liable  to  cause 
flatulence,  such  as  farinaceous  foods,  the  stalky  part  of  vege- 
tables, salads,  etc.,  would  better  be  avoided,  as  also  sweets  and 
"  made"  dishes.     Alcohol  is,  as  a  rule,  not  required,  except  in 
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emergencies.  Milk  with  lime  water,  or  the  white  of  an  egg 
with  lemon  juice,  are  good  pick-me-ups.  Where  there  is  a  ten- 
dency to  faintness,  beef  tea,  to  which  a  small  quantity  of  brandy 
is  added,  is  very  efficacious.  Care  must  be  taken  to  discrimi- 
nate between  real  faintness  and  the  sense  of  sinking  felt  at  the 
epigastrium  which  is  caused  by  indigestion.  Education  is  often 
neglected  in  children  with  heart  disease,  the  friends  thinking  it 
unnecessary  to  bother  the  child  with  lessons  when  its  span  of 
life  will  probably  be  so  short.  This  is  a  mistake,  for  the  im- 
provement which  follows  treatment  in  heart  cases  is  at  times 
marvellous.  Moreover,  mental  occupation  keeps  the  patient 
from  dwelling  too  much  on  his  illness.  If  he  has  a  hobby  it 
should  be  encouraged.  He  should  be  carefully  watched  to  see 
that  the  health  is  not  injured  by  overwork.  Exercise  and  sports 
should  not  be  cut  off,  unless  there  is  an  absolute  necessity  for  so 
doing.  Some  forms  of  exercise,  such  as  swimming,  football, 
running,  paper  chases,  etc. — games  which  demand  sustained 
competitive  or  sudden  exertion — are  bad  for  all  cases  of  or- 
ganic heart  disease.  C3"cling  should  be  avoided  in  aortic  regur- 
gitant cases.  Walking  is  good  exercise,  but  children  are  apt  to 
exhaust  all  their  strength  on  the  outward  journe}',  and  not  to 
give  in  until  obliged.  Exercise  requiring  fixation  of  the  chest 
is  bad  in  heart  cases.  The  medical  attendant  should  try  the 
effect  of  a  few  "  resisted  exercises^'  on  the  patient  before  giving 
directions  for  the  home  treatment,  noting  the  position  and 
force  of  the  apex  beat,  the  character  and  frequency  of  the  pulse, 
and,  as  far  as  possible,  the  area  of  cardiac  dulness,  both  before 
and  after.  The  great  point  is  not  to  attempt  too  much  at  the 
beginning  of  practice.  In  regard  to  therapeutics,  remedies  can 
be  prescribed  for  heart  disease  with  a  fair  assurance  of  obtain- 
ing definite  results.  It  is  a  mistake  to  prescribe  digitalis  sim- 
ply because  a  bruit  has  been  discovered.  When  there  are  signs 
of  downward  progress — such  as  increased  or  increasing  dilata- 
tion, liver  and  lung  engorgement — at  which  time  the  presys- 
tolic bruit  at  the  apex  is  apt  to  be  less  loud  and  the  accentuation 
of  the  second  pulmonic  less  pronounced,  then  is  the  time  that 
drugs  of  the  digitalis  group  are  valuable  and  necessary.  Free 
purgation,  as  a  preliminary  to  the  use  of  digitalis,  is  useful. 
Mercury  in  some  form  is  as  valuable  for  children  with  heart 
disease  as  for  adults.  The  digestive  organs  will  require  fre- 
quent attention.  Nux  vomica  is  a  valuable  drug,  but  must  be 
given  in  small  doses  and  under  watchful  supervision.  Alcohol 
is  useful  in  emergencies,  but  otherwise  harmful.  Belladonna 
applied  externally  relieves  cardiac  pain  and  is  best  used  as  a 
liniment.  Nauheim  baths  are  rarely  called  for  in  the  case  of 
children,  being  of  most  use  in  arteriosclerosis.  The  exercises 
will  be  found  useful  in  appropriate  cases. 

Hysteria  in  Children. — Edward  E.  Mayer '  thinks  that  the 
importance  of  heredity  as  a  factor  in  the  production  of  this  dis- 
order has  been  much  exaggerated.  Hysteric  parents  have 
hysteric  children  because  the  child  is  brought  up,  trained,  and 
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developed   by  the   parent,   whom  it  consciously  and  uncon- 
sciously imitates.     Hysteria  is  simply  a  discharge  of  morbid 
iutlaeuces  along  the  various  motor  and  sensory  paths,  and  im- 
proper home  influence  and  training  certainly  promotes  such 
morbid  states.     Other  psychic  moments  are  fear  or  fright.     In 
the  treatment  of  the  afl:ection  too  much  severity  is  as  bad  as 
too  much  love.     Parents  are  unfortunately  unable  to  treat  their 
children  as  desired,  and  for  this  reason  isolation  is  necessary. 
The  child,  brought  to  a  hospital,  cannot  call  on  weak  parents 
to  act  against  the  injunctions  of  the  physician,  finds  it  will  not 
get  home  until  cured,  is  in  new  surroundings,  has  a  strange 
physician — and  all  these   factors  work  wonders.     Visits  and 
even  letters  should   be   stopped.     There  are  two  methods  of 
treatment:  first,  ignoring  the   patient  completely;  second,  al- 
lowing him  no  time  to  be  cured.     The  latter  is  the  best.     As 
soon  as  the  patient  enters  the  hospital  he  should  be  kept  on  his 
feet,  doing  something  until  he  falls  asleep.     If  astasia-abasia 
is  present  the  child  should  be  set  on  its  feet  and  told  to  walk; 
in  hysteric  aphonia,  after  passing  a  sound,  it  may  be  com- 
manded to  talk  after  removing  it,  or  to  cough,  etc.     In  the 
other  method  no  one  should  be  allowed  to  speak  to  the  child; 
it  may  be  ignored  until  the  symptoms  die  of  neglect.     Massage 
and  electricity,  hydrotherapeutics,  careful  dieting  are  all  of 
use.     Suggestion  is  of  value;  splints,  casts,  and  embrocations 
have  many  times  been  applied  to  hysteric  joints;  tenotomy  has 
often  been  proposed  for  hysteric  contracture,  or  excision  for  a 
hysteric  tumor.     What  enthusiastic   charlatanism    has  done 
physicians  can  likewise  accomplish. 

incontinence  of  Urine  in  Children. — Francis  Huber,"  at 
the  conclusion  of  a  valuable  article,  gives  the  following  classi- 
fication of  the  causes  of  incontinence,  which  he  does  not  claim 
to  be  a  perfect  one,  because  of  the  difficulty  of  the  task.  In 
many  instances,  he  says,  several  factors  are  more  or  less  inti- 
mately concerned  in  the  etiology.  Moreover,  in  a  large  num- 
ber of  the  cases,  there  is  an  essential  neurotic  state  or  neuroses. 

Varieties:  Nocturna  (common) — Diui'na — Continua. 

Three  factors:  Conditiou  of  sphincter,  (b)  bladder,  (c)  innervation. 

!  Small  meatus,  small  bladder  (natural  or  acquired). 
Hypospadia  (perineal). 
Exstrophy  of  bladder.     Epispadia. 

(2)  Organic  Disease  ( Idiocy,  cerebral  palsy,  meningitis,  ch.  hydrocepha- 

OF  ^      lus,  myelitis,  injuries  of  cord,  and  Pott's  disease 

Nervous  System  (      with  compression  or  inflammation  of  cord. 

(3)  Functional  ('■"       \  Epilepsy,  chorea,  diabetes  (mellitus  and  insipidus). 

"^      „  J  Hysteria,  neurasthenia,  anemia  resulting  in  i^oor 

DISORDERS    I      innervation  and  muscular  development. 

f  a.  Infantile  condition  persisting. 

(4)  Weak  SpmNCTER^'  ^-  G^eneral  muscular  incompetency,  or 

^  '  j  c.    Result  of  exhausting  diseases,  lowered  vitality 

[  general  anemia.     Neurotic  state. 
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a  Inflammatory  ! 
processes        ' 


w.  Local 


(5)  Irritability 

OF 

Bladder 


(c.  External 

(reflex) 


d.  Distended 
bladder 


Emotional 


(6)  Deficient 

Innervation 


f  Urethritis,  balano-postitis,  vul- 
j  vo-vaginitis,  cystitis,  nepliri- 
tis,  pyelitis,  rectal  catarrh, 
chronic  inflammation  of 
prostatic  portion  and  neck  of 
bladder  due  to  masturbation. 


I 

f  Stone,  polypoid  excrescences 
j  at  neck  of  bladder,  hyper- 
acid urine,  excess  of  urates, 
J  oxalate  uric  acid,  concen- 
1  trated  urine,  excess  of  phos- 
phates due  to  digestive  dis- 
I  turbances  and  imperfect  as- 
I       similation.     Bacteriuria. 


f  Periurethral    and    perivesical 

{       inflammation.  Phimosis, 

preputial  adhesions  and  ba- 
lano-postitis,    urethral      in- 

!  flammation,  vaginal  catarrh, 
rectal  catarrh,  irritation  due 
to  pin-worms,  constipation, 
hardened  feces  in  rectum, 
fissure  and  polypoid  of  rec- 

i_      turn. 

f  Excessive  secretion  of  the  urine 
I  due  to  large  amounts  of 
■{  fluids  ingested;  diuresis  due 
I  to  drugs,  alcohol,  tea,  coffee, 
[^      etc. 

f  Mental  excitement — eager 

!  play.  Fear  of  darkness  or 
I  cold  room.  Wilfulness. 
l_      Bad  habits. 


Auto- 
suggestion 

Undue  excitabil- 
ity of  sphincter 

Enfeeblement 
of  will 


r  The  child  having  wet  the  bed, 
J  and  having  been  scolded  or 
I  punished,  the  habit  contin- 
(^      ues  through  fear.     Dreams. 

j  Neurotic  state.  Masturbation. 
I       Sleeping  on  back. 

\  Anemia,  hysteria,  neurasthe- 
{       nia.  Lymphatism  (adenoids). 


Infantile  Scurvy. — Francis  Huber  "  reports  a  case  of  a  mild 
type.  The  cases  thus  far  studied,  he  says,  have  occurred  in 
children  brought  up  on  condensed  milk,  artificial  foods  of  va- 
rious kinds,  sterilized  milk  diluted  with  water  or  cereals.  The 
patients,  without  exception,  belonged  to  the  better  classes,  and 
all  were  rachitic.  The  prominent  symptoms  were  tenderness, 
restlessness,  and  prolonged  spells  of  screaming  and  crying;  no 
digestive  disturbances,  vomiting,  colicky  pains,  etc.,  were 
noted.  Though  fed  regularly,  they  never  seemed  to  have 
enough.  The  duration  of  the  symptoms  varied  from  a  week 
to  several  months.  In  not  a  single  case  did  hemorrhages 
occur,  and  in  but  one  instance  were  slight  swellings  observed. 
Though  the  two  symptoms — marked  rigidity  of  the  thighs  and 
inability  to  move  the  lower  extremities — so  characteristic  of  se- 
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vere  cases — were  absent,  the  legs  were  stiff  and  did  not  move 
with  the  freeiloni  observed  in  health.  In  such  cases  the  ad- 
ministration of  fresh  fruit  juices  as  a  routine  plan,  and  the 
chauiife  from  sterilized  to  slightly  boiled  milk,  will  often  work 
"wonders. 

Inguinal  Hernia  in  the  Young.— R.  Hamilton  Russell '" 
has  an  exhaustive  article  on  this  subject.  He  is  of  the  opinion 
that  inguinal  hernia  in  childhood  isalwaj's  due  to  the  presence 
of  a  congenital  sac  and  that  removal  of  the  sac  in  early  life 
cures  the  hernia.  The  author  does  not  believe  that  an  ac- 
quired inguinal  hernia  in  a  young  person  ever  comes  through 
the  internal  ring  beyond  a  few  rare  exceptions.  He  dissents 
from  the  time-honored  doctrine  that  operation  for  hernia  in  the 
case  of  a  j'oung  child  should  never  be  undertaken  when  the 
hernia  is  susceptible  of  efficient  control  by  a  truss,  as  it  does 
not  seem  possible  to  him  that  union  of  the  opposing  surfaces 
can  occur  through  pressure.  "What  really  happens  is  this — 
the  bowel  being  prevented  for  a  time  from  entering  the  inter- 
nal ring,  the  inguinal  sphincter  gets,  as  it  were,  a  fresh  start, 
and,  contracting  around  the  neck  of  the  sac,  renders  it,  under 
favorable  conditions,  quite  small,  so  that  it  will  only  admit  a 
probe,  and  so  the  hernia  is  said  to  be  cured.  As  a  matter  of 
fact,  the  hernia  has  only  been  obscured,  and  experience  has 
abundantly  shown  the  author  that  there  is  no  real  security 
against  the  return  of  a  hernia  after  it  has  been  made  to  disap- 
pear by  the  use  of  a  truss.  It  is  not  uncommon  for  a  hernia  to 
appear  suddenly,  and  it  is  thought  for  the  first  time,  during 
the  period  of  adolescence  or  the  earlier  decades  of  adult  life 
during  the  performance  of  some  arduous  feat.  It  must  be 
clearly  understood  that  a  young  man  in  whom  an  oblique  her- 
nia appears  in  this  way  has  had  a  preformed  sac,  and  it  is 
exceedingl}'  probable,  if  inquiry  is  made,  that  the  patient  will 
be  found  to  have  been  in  childhood  the  subject  of  hernia  that 
was  supposed  to  have  been  cured  by  means  of  a  truss.  The 
method  of  operation  followed  by  the  author  is  as  follows:  The 
incision  is  made  in  the  groin,  parallel  to  Poupart's  ligament, 
the  cord  is  sought  for,  the  coverings  of  the  cord  successively 
opened,  and  the  cord,  sac,  and  testicle  drawn  out  of  the  scro- 
tum. The  sac  is  freed  from  all  the  other  structures  as  high  up 
in  the  canal  as  possible.  A  chromicized  catgut  ligature  is  now 
applied  to  the  neck  of  the  sac  in  the  form  of  a  Staffordshire 
knot,  and  the  sac  removed.  The  superfluous  coverings  of 
the  cord  are  cut  away,  and  the  testicle  carefully  washed  and 
dried  and  replaced  in  the  scrotum.  The  wound  in  the  groin  is 
closed  by  the  subcuticular  method  of  suturing,  and  dressings 
applied.  In  other  words,  the  simple  removal  of  the  sac  affords 
an  absolutely  reliable  and  permanent  cure  in  every  case  of 
inguinal  hernia  in  a  child.  The  operation  is,  of  course,  much 
simpler  in  female  children,  and  can  easily  be  done  in  five 
minutes,  so  that  the  application  of  a  truss  to  a  girl's  inguinal 
hernia  is  absurd. 

Malarial  Fever  in  Infants  and  Children. — Floyd  M.  Cran- 
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dall  '^  says  that  malarial  fever  was  formerly  supposed  to  be 
rare  in  infancy,  but  is  now  known  to  be  common.  It  mani- 
fests itself,  however,  in  somewhat  peculiar  forms  in  the  early 
years  of  life.  The  first  peculiarity  is  in  the  behavior  of  the 
paroxysm.  Instead  of  a  true  chill,  the  child  becomes  blue  and 
the  features  are  pinched;  the  hands  and  feet  are  cold;  the  skin 
becomes  shrivelled  and  mottled  or  studded  with  small,  elevated 
points.  This  may  continue  from  five  minutes  to  half  an  hour. 
Even  this  may  be  absent,  but  there  is  usually  at  least  a  vestige 
of  a  cold  stage.  Vomiting  is  almost  the  rule,  and  sharp  epigas- 
tric pains  are  common.  The  third  stage  is  also  less  well  defined 
than  in  the  adult.  Sweating  is  rarely  profuse  and  is  often 
lacking  or  delayed.  In  the  stage  of  fever  the  temperature  is 
apt  to  range  very  high,  104^  to  105"  F.  or  higher  being  not  un- 
common Xervous  symptoms  are  prominent.  The  paroxysm 
may  be  ushered  in  by  a  convulsion.  Broken  sleep  and  terrify- 
ing dreams  are  common.  Enlargement  of  the  spleen  is  an  im- 
portant symptom.  Anemia  is  a  constant  accompaniment  of 
malarial  fever.  Bronchitis  is  of  frequent  occurrence  in  mal- 
arial infants  and  children.  Diarrhea  is  common,  but  constipa- 
tion even  more  so.  Acute  malarial  fever  usually  assumes  the 
intermittent  type,  or  it  may  become  remittent.  Under  4  years 
tertian  intermittent  fever  is  rare.  The  quartan  type  is  un- 
known, the  invariable  type  in  infants  being  the  quotidian.  In 
the  chronic  malaria  of  infants  and  children  there  is  but  little 
fever,  but  anemia  and  emaciation  are  marked  and  progressive. 
The  skin  is  dry  and  parchment-like,  the  digestion  deranged, 
the  spleen  enlarged.  The  diseases  most  commonly  mistaken  for 
malaria  are  chronic  intestinal  indigestion,  tuberculosis,  septic 
infection,  and,  in  older  children,  typhoid  fever.  Demonstra- 
tion of  the  Plasmodium  renders  the  diagnosis  certain,  and 
the  treatment  test  by  quinine  is  very  important.  Treatment 
should  begin  with  free  catharsis  by  small,  repeated  doses  of 
calomel.  Quinine  is  the  only  drug  upon  which  reliance  can  be 
placed,  but,  although  well  tolerated  by  children  as  to  its  phys- 
iological effects,  is  in  many  cases  not  tolerated  by  the  stom- 
ach. It  should  be  given  in  solution.  The  taste  is  well  cov- 
ered by  syrup  of  yerba  santa,  or  equal  parts  of  simple  syrup 
and  simple  elixir  may  be  given.  If  the  dose  is  to  be  small, 
tablets  of  quinine  and  chocolate  may  be  employed.  Quinine 
may,  when  necessary,  be  given  by  suppository  or  rectal  injec- 
tion. In  rare  cases  it  may  be  given  hypodermatically.  A 
child  of  1  year  may  safely  take  five-eighths  of  a  grain  daily,  or 
more.  In  chronic  forms  of  malaria  arsenic  should  be  given 
besides  quinine.  Acetanilide  relieves  the  neuralgic  pains. 
Iron  can  be  given  for  the  anemia  when  the  paroxj'sms  have 
been  broken. 

Milk  Coagulation  in  the  Human  Stomach. — Schniirer's  '* 
experiments  with  milk-fed  infants  warranted  the  following 
conclusions:  The  stomach  contents  of  healthy  infants,  as  well 
as  of  those  affected  with  gastro-intestinal  disorders,  contain 
active  rennet  (lab)  ferment  half  an  hour  after  the  ingestion  of 
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cow's  milk.  At  this  time  the  entire  casein  has  become  trans- 
formeil  into  an  insohible  state.  The  coagulation  of  cow's  milk 
in  empty  stomachs  is  due  to  the  rennet  ferment.  When  it  is 
remembered  that  within  half  an  hour  after  meals  the  amount 
of  acid  in  the  stomach  is  still  ver}-  limited,  it  becomes  probable 
that  no  appreciable  quantity'  of  milk  can  be  coagulated  by  this 
means. 

Neurotic  Spine. — Henry  Ling  Taylor"  says  that  no  de- 
formity characterizes  this  affection,  which  is  not  due  to 
a  lesion  of  the  spinal  column  nor  even  to  a  gross  lesion  of 
nervous  structures,  but  rather  to  the  patient's  nutrition  and 
morale.  It  is  a  functional  disorder,  sometimes  responding 
readily  to  appropriate  treatment,  at  others  baffling  the  most 
skilful  therapeutist  and  driving  the  relatives  to  despair. 
Neurotic  spine  is  a  weak  back  associated  with  certain  general 
and  local  symptoms.  The  patient  tires  easily,  and  often  is  able 
to  walk  oul}^  short  distances,  sometimes  not  at  all.  There  is  a 
great  deal  of  backache,  particularly  in  the  lower  part  of  the 
back,  and  there  are  usually  distinct  points  of  tenderness  over 
certain  spinous  processes;  such  spots  may  be  found  just  below 
the  occiput,  between  the  shoulders,  and  in  the  lumbar  region. 
Pressure  on  these  points  may  cause  nausea.  It  should  be 
borne  in  mind  that  in  disease  of  the  vertebra  there  is  practi- 
cally never  localized  spinal  tenderness,  and  that  the  charac- 
teristic pains  of  Pott's  disease  are  in  front  or  at  the  sides.  In 
neurotic  spine  there  is  often  tenderness  over  the  sacro-iliac 
synchondroses,  over  the  iliac  crests,  in  the  iliac  fossse,  and 
elsewhere.  The  tenderness  is  often  a  sensitiveness  to  slight 
contact.  Jolting,  sneezing,  and  coughing  do  not  usually  hurt 
these  patients,  as  they  do  kyphotics,  and  the  characteristic 
attitude  is  absent.  The  author  has  several  times  observed 
neurotic  spine  in  girls  of  14  or  under.     He  describes  a  case. 

Night-Terrors. — E.  Graham  Little,'*  from  cases  examined, 
gives  it  as  his  opinion  that:  1.  Night-terrors  are  in  the  great 
majority  of  cases  caused  by  disorders  productive  of  moderate 
but  prolonged  dyspnea.  2.  A  preponderating  number  of 
cases  is  found  in  rheumatic  subjects  with  early  heart  disease. 
3.  A  considerable  proportion  of  cases  is  due  to  obstruction  of 
nasal  cavities  and  fauces.  4.  Digestive  disturbances  do  not 
play  the  important  part  in  causation  that  is  often  assigned  to 
them.  5.  The  evidence  for  their  causal  connection  with  epi- 
lepsy or  allied  neuroses  is  scanty.  G.  The  attacks  occur  in  the 
subconscious  stage  of  early  sleep,  and  are  confined  to  young 
children  under  pubertj^ 

Polyposis  Intestinalis. — ^Vajda  "  reports  a  case  occurring 
in  a  boy  of  9  years,  of  good  family  history,  who  had  had  fluid 
stools,  usually  bloody  and  accompanied  by  tenesmus,  since  an 
attack  of  pertussis  three  years  before.  Prolapsus  ani  occurred, 
and  polypoid  masses  were  seen  upon  the  prolapsed  intestine 
which  made  a  tumor  as  large  as  an  apple.  The  general  con- 
dition became  very  bad;  there  was  edema  of  the  face  and 
extremities,  and  death  resulted  from  exhaustion.     The  autopsy 
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showed  thrombosis  of  the  inferior  vena  cava,  with  embolism 
of  the  right  pulmonary  artery  and  an  extensive  polypoid  coli- 
tis. The  larger  polypi  were  pedunculated,  the  smaller  sessile. 
They  were  most  numerous  in  the  cecum,  some  being  present 
in  the  ileo-cecal  valve;  many  were  in  the  ascending  colon,  but 
almost  none  in  the  sigmoid  flexure;  in  the  lower  rectum  they 
were  again  numerous.  The  largest  polyp  was  as  large  as  a 
shelled  almond;  between  the  growths  the  mucous  membrane 
appeared  pale  and  edematous.  Microscopically  Lieberkiihn's 
crypts  were  seen  to  be  elongated,  branched,  and  filled  with 
mucus;  nowhere  did  they  penetrate  the  submucosa  or  muscu- 
laris.  The  growths  were  simple  mucous  polypi.  Of  13  other 
reported  cases,  only  2  were  under  12  years  of  age  and  7 
between  12  and  20.  The  duration  of  the  disease  is  from  two 
to  fifteen  years,  and  only  4  cases  recovered.  The  complica- 
tions which  may  occur  are  prolapsus  ani  or  recti,  invagination, 
and  carcinoma.  The  only  effectual  treatment  is  the  removal 
of  the  entire  diseased  gut;  this  is  only  possible  in  rectal  cases. 
A  palliative  operation  is  the  formation  of  an  artificial  anus, 
preferabl}'  in  the  lowest  part  of  the  ileum.  Nothing  is  known 
of  the  etiology. 

Rachitis,  Treatment  of,  with  Thymus  Extract.— Stoeltz- 
ner  and  Lissauer  '^  treated  6  cases,  varying  from  5  to  14  months 
in  age.  Those  under  1  year  old  were  given  two  tabloids  a  day 
and  those  over  1  year  received  three.  The  treatment  was  con- 
tinued from  two  to  three  months.  In  no  case  did  any  improve- 
ment occur,  either  in  the  nervous  symptoms  or  in  the  bone 
lesions.  On  the  contrary,  the  latter  seemed  to  grow  steadily 
worse,  and  the  fontanelle  certainly  increased  in  size.  For 
these  reasons  the  treatment  was  discontinued. 

Rest  in  Bed  after  Acute  Cardiac  Inflammations  in  Chil- 
dren.— L.  Emmett  Holt  "  says  that  there  are  three  reasons 
why  cardiac  inflammations  are  likely  to  be  especially  serious  in 
young  children:  1.  The  frequency  with  which  both  the  endo- 
and  pericardium  are  involved.  2.  The  great  tendency  to 
acute  dilatation.  3.  The  liability  of  these  attacks  to  be  com- 
plicated by  pneumonia.  The  cardiac  muscle,  like  the  volun- 
tary muscles  in  young  children,  has  not  the  resistance  which 
it  attains  later,  so  that  under  the  strain  of  an  acute  inflamma- 
tion dilatation  comes  on  very  readily  and  progresses  more 
rapidly  than  in  adults.  The  danger  of  dilatation  is  much  in- 
creased in  cases  complicated  by  pericarditis.  It  is  largely 
owing  to  rapid  dilatation  that  so  many  cases  succumb  during 
the  acute  attacks,  and  it  is  usually  in  consequence  of  progres- 
sive dilatation  that  cardiac  failure,  with  dropsy  and  all  its 
attendant  features,  so  often  follows  within  a  few  months  after 
the  primary  attack.  This  condition  of  the  heart  walls  must 
be  the  chief  consideration  in  the  treatment  of  acute  attacks,  not 
only  during  the  period  of  active  inflammations,  but  for  a  con- 
siderable time  afterward.  The  author  advises  nearly  absolute 
rest  for  months,  not  merely  weeks,  after  acute  symptoms.  It 
is  almost  impossible  to  control  the  amount  of  exertion  taken 
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when  once  they  are  allowed  out  of  bed.  In  few  things  are 
physicians  more  blameworthy  than  in  allowing  children  to  get 
up  as  soon  as  acute  symptoms  have  subsided,  after  they  have 
suffered  either  from  acute  cardiac  intlammations  or  from  gen- 
eral infectious  diseases  (especially  diphtheria,  scarlet  fever,  or 
typhoid)  of  severe  tj'pe^aud  in  which  the  heart  muscle  has 
been  affected. 

Scorbutic  Membranous  Colitis. — J.  Henry  Fruitnight '* 
reports  a  case  of  scurvy  in  a  boy  of  9  years,  in  whom  there 
occurred  a  severe  attack  of  colitis,  accompanied  by  so  much 
pain  that  he  almost  went  into  collapse.  The  temperature  rose 
to  102^,  and  the  pulse  became  feeble  and  flickering.  The  pain 
was  overcome  by  opiates,  an  enema  of  hot  soapsuds  and  oil 
was  administered,  and  with  the  free  evacuation  secured  came 
away  a  piece  of  pseudo-membrane  about  five  inches  long  and 
two  inches  wide,  mucoid  in  character,  dark  red,  and  very  fri- 
able. The  scurvy  was  overcome  by  quantities  of  fruit  juices, 
beef  juice,  a  mixed  diet,  and  country  air.  The  author  has 
never  before  come  across  a  case  of  scurvy  accompanied  by  the 
expulsion  of  a  pseudo-membrane.  Extensive  ecchymoses,  as 
for  instance  in  the  conjunctiva,  are  often  met  with,  and  he 
thinks  it  probable  that  in  this  case  there  was  an  ecchymosis  in 
the  mucous  membrane  of  the  lower  portion  of  the  descending 
colon,  and  that  in  due  time  the  pseudo-membrane  was  cast  off. 
The  patient  never  had  an  attack  of  this  description  before  nor 
since. 

Simultaneous  Appearance  of  Scarlatina  and  Measles  in 
the  Same  Individual,  and  the  Influence  of  One  upon  the 
Other. — ^Rolly  "  reports  the  case  of  a  girl  18  months  old,  of 
good  family  history,  non-rachitic,  who  became  suddenly  ill 
with  fever,  vomiting,  photophobia,  and  coryza.  A  scarlat- 
inal exanthem  appeared  on  the  second  day;  there  was  some 
bronchitis.  On  the  following  day  another  eruption  developed, 
in  elevated,  large,  darker  spots,  more  marked  on  the  trunk 
than  on  the  extremities  and  face;  there  were  also  some  papules 
on  the  soft  palate,  but  Koplik's  spots  could  not  be  found. 
Measles  was  then  diagnosed  in  addition  to  the  scarlet  fever. 
The  measles  eruption  became  hemorrhagic.  The  tongue  was 
typically  '*'  strawberry,"  Improvement  began  on  the  fifth  day, 
and  desquamation  in  large  patches  commenced  on  the  tenth. 
During  the  second  week  a  trace  of  albumin  was  found  in  the 
urine  and  furuncles  developed.  Recovery  was  complete  in 
three  weeks. 

There  are  only  four  other  cases  reported  in  which  the  erup- 
tions appeared  at  an  interval  of  three  days  or  less.  When  a 
longer  time  elapses  between  the  onset  of  the  two,  it  is  more 
proper  to  consider  them  as  following  each  other  than  as  occur- 
ring coincidently.  It  is  certainly  true  that  scarlatina  and 
measles  can  occur  simultaneously  and  each  run  its  own  course, 
as  if  it  alone  were  present,  neither  influencing  the  other.  But 
when  the  interval  between  the  two  onsets  is  a  longer  one, 
scarlet  fever  following  measles  has  a  better  prognosis  than 
measles  following  scarlet  fever. 
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Tetanus  Successfully  Treated  with  Antitoxin. — John  D. 
Rice^"  reports  a  case  in  a  boy  4^  years  old,  due  to  biting  his 
tongue  at  night.  A  large  quantity  of  the  antitoxin  was 
required,  110  cubic  centimetres  being  injected  in  10  cubic  cen- 
timetre doses.  There  was  no  abscess  at  the  seat  of  infection, 
and  no  complications  except  an  erythematous  rash  and  an 
enlarged  gland. 

Tuberculosis,  Some  Antenatal  Aspects  of.— J.  W. 
Ballautyne'^'  says  that,  in  the  Jirst  place,  it  must  be  accepted 
that  the  fetus  may,  during  at  least  the  second  half  of  intra- 
uterine existence,  become  tubercular.  Women  in  an  advanced 
stage  of  tuberculosis  have  become  pregnant  and  have  given 
birth  to  fetuses  or  to  infants  which  soon  after  birth  died; 
tubercle  bacilli  have  been  found  in  the  fetal  tissues  and  in  the 
placenta,  and  blood  of  the  umbilical  vein;  and  inoculations 
of  the  fetal  tissues  and  of  the  placenta  into  rabbits  and  guinea- 
pigs  have  led  to  the  development  of  tuberculosis  in  these  ani- 
mals. Cases  have  been  reported  fulfilling  all  the  somewhat 
exacting  requirements  of  the  scientific  definition  of  congenital 
tuberculosis  and  removing  all  doubts  as  to  the  occasional  oc- 
currence of  prenatal  infection  of  the  fetus  with  tubercle.  In 
the  second  place,  while  cases  of  fetal  tuberculosis  have  un- 
doubtedly been  met  with,  their  number  at  present  is  very 
small,  and  their  morbid  anatomy  differs  somewhat  markedly 
from  that  of  instances  of  tubercle  in  the  adult.  Since  the 
bacilli  reach  the  fetus  bj'  the  umbilical  avenue  of  entrance, 
it  is  to  be  expected  that  the  distribution  of  the  lesions  will  dif- 
fer from  that  found  when  the\"  are  introduced  through  the 
respiratory  or  alimentarj'-  canals.  Theoretically  it  is  to  be 
anticipated  that  tubercular  lesions  will  be  met  with  in  the 
liver,  spleen,  heart,  brain,  etc.,  rather  than  in  the  lungs. 
There  is  a  further  reason  why  the  lungs  should  not  often  be 
affected,  viz.,  the  amount  of  blood  which  passes  to  them  is 
very  small  during  the  whole  of  fetal  life.  In  the  third  place, 
information  is  much  needed  on  certain  aspects  of  the  problem 
of  antenatal  infection.  A  careful  examination  of  all  fetuses 
and  dead  infants  born  to  women  suffering  from  any  form  of 
tubercular  infection  should  be  made,  and  it  is  essential  that 
this  examination  should  consist  not  only  of  a  microscopic 
inspection  of  the  tissues,  but  also  of  inoculation  experiments 
with  the  fetal  organs.  Further  information  is  also  urgently 
required  regarding  the  conditions  which  diminish  the  protec- 
tive filtering  action  of  the  placenta.  In  the  meantime,  judg- 
ing from  the  small  amount  of  knowledge  we  possess  as  to  the 
passage  of  other  microbes  through  the  placenta,  it  may  be 
hazarded  that  lesions  (especially  hemorrhagic  in  their  nature) 
of  the  placental  substance,  the  supervention  of  a  second  infec- 
tion, the  presence  of  certain  poisons,  such  as  alcohol,  in  the 
maternal  blood,  and  possibly  the  prolonged  propinquity  of  the 
bacilli  to  the  placental  tissues,  are  all  conditions  which  favor 
the  breaking  down  of  the  placental  barrier.  A  healthy  pla- 
centa is  the  best  friend  that  the  fetus  of  a  tubercular  mother 
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cau  have.  In  the  foiirtJi  place,  cases  of  fetal  tuberculosis,  such 
as  those  which  have  beeu  referred  to,  are  not  truly  examples  of 
hereditary  tuberculosis;  the)''  are  instances  of  fetal  infection. 
The  problem  of  true  tubercular  heredit}'  belongs  probably  to 
the  germinal  period  of  intrauterine  life,  when  the  specialized 
reproductive  cells  are  subject  to  all  the  chemical  and  vital 
changes  which  are  taking  place  in  the  bod)^  of  the  individual 
who  bears  them. 

Urticaria  Pigmentosa. — Winternitz"'  demonstrated  the 
case  of  a  baby.  If  j'ears  old,  in  whom  urticaria  pigmentosa  had 
persisted  since  the  third  week  of  life.  It  began  with  fever, 
and  consisted  of  red  patches  simulating  scalds.  These  later 
became  yellow,  then  brownish  and  flat;  occasionallj^  they  be- 
came elevated  and  red. 

Ununited  Fracture  in  Children. — F.  A.  Southam"'  reports 
two  cases.  In  the  first,  union  failed  to  take  place  after  simple 
fracture  of  the  tibia  and  fibula.  The  fragments  were  resected 
and  wired,  but  the  only  result  was  a  fibrous  union  after  a 
period  of  four  and  a  half  years.  In  the  second  case  there  was 
non-union  of  the  tibia  and  fibula  after  operation  for  correction 
of  curvature.  Two  subsequent  osteoplastic  operations  were 
followed  by  fibrous  union,  but  it  was  thought  best  finally  to 
amputate  the  leg,  as  it  was  a  source  of  inconvenience  to  the 
patient  from  its  flail-like  condition.  The  author  observes  that 
though  instances  of  delayed  union  are  not  uncommonly  met 
with  in  the  shafts  of  long  bones  after  fracture  in  children,  true 
non-union — "pseudoarthrosis" — as  illustrated  in  these  two 
cases,  where  more  than  four  years  had  elapsed  since  the  receipt 
of  the  injury,  with  only  a  uniting  bond  of  fibrous  tissue,  is  of 
rare  occurrence.  It  would  appear  that  in  children,  contrary  to 
what  is  met  with  in  adults,  the  tibia  and  fibula  are  the  bones 
which  are  most  commonly  the  seat  of  non-union  after  fracture. 
Another  point  of  considerable  interest  is  the  fact  that  treatment 
of  ununited  fracture  in  children  is  very  unsatisfactory,  resec- 
tion of  the  ends  of  the  bones,  bone-grafting,  and  wiring  and 
pegging  together  of  the  fragments  failing  in  a  large  number 
of  cases. 

Vaccinoid. — F.  Forchheimer  '^  says  that  the  peculiar  mani- 
festation of  vaccinia  referred  to  has  been  known  to  exist  for 
some  time,  being  usually  denominated  false  or  spurious  vac- 
cinia. To  French  authors  especially  is  due  the  credit  of  hav- 
ing studied  the  subject.  Hervieux  divides  the  manifestation 
of  vaccinoid  into  three  classes:  1.  After  a  period  of  incubation 
of  about  twenty-four  hours  there  appears  a  pink  papule  with- 
out areola,  which  disappears  in  a  few  days.  2.  With  the  same 
period  of  incubation  a  larger  papule  develops,  which  has  a 
small  vesicle  developed  upon  its  surface  and  is  surrounded  by 
redness.  The  vesicle  forms  a  small  scab,  which  falls  off  and 
does  not  leave  a  cicatrix.  .3.  Again  the  same  period  of  incuba- 
tion, a  larger  papule  with  better  defined  redness,  a  larger  vesi- 
cle and  crust,  and  finally  the  production  of  a  cicatrix,  which, 
however,  does  not  persist.     It  will  be  seen  by  this  classification 
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that  by  vaccinoid  is  meant  an  atypical  course  of  the  lesions 
produced  by  the  act  of  vaccination,  these  having,  in  their  ex- 
ternal manifestations,  the  same  relation  to  vaccinia  that  vario- 
loid has  to  variola.  The  author  has  himself,  in  the  course  of 
experimentation,  succeeded  in  producing  a  number  of  vacci- 
noids.  His  conclusions  are:  1.  Vaccinoid  is  always  modified 
vaccinia.  2.  Vaccinoid  protects  against  variola.  3.  The  pro- 
tection is  less  than  that  of  vaccination.  4.  Vaccinoid  in  the 
majority  of  instances  is  due  to  faulty  method,  rarely  to  in- 
creased resistance  or  immunity.  5.  In  primary  vaccinations 
vaccinoid  should  always  be  followed  by  repeated  attempts 
until  either  true  vaccinia  is  produced  or  until  positive  evidences 
of  immunity  exist.  6.  In  the  presence  of  an  epidemic  of  vari- 
ola, vaccinoid  should  be  followed  by  revaccination  both  in  pri- 
mary vaccinations  as  well  as  in  revaccinations. 

Vomiting  and  Cardiac  Failure  in  connection  with 
Diphtheria. — F.  Villy  "  thus  concludes  a  stud}-  upon  the  sub- 
ject, based  upon  9  cases  of  his  own  and  the  analysis  of  1,176 
other  cases.  From  the  clinical  evidence  it  may  be  deduced 
that:  1.  Signs  of  heart  failure  are  much  more  common  than 
are  paralyses  in  other  parts,  and  have  an  earlier  date  of  onset. 

2.  They  are  such   as  may  be  ascribed  to  muscular  failure. 

3.  When  vomiting  occurs    heart    failure    generally  follows. 

4.  The  date  of  onset  of  vomiting  and  heart  failure  is  distinctly 
anterior  to  that  of  paralysis  in  other  parts.  From  the  patho- 
logical data  it  appears  that:  1.  Evidence  of  degeneration  and 
inflammation  of  the  mucous  membrane  of  the  stomach  is  con- 
stantly present  and  is  often  accompanied  by  hemorrhages. 
2.  The  heart  muscle  is  constantly  found  to  be  in  a  degenerated 
condition;  hemorrhages  are  commonly  present.  The  combined 
evidence  obtained  from  both  sources  points  to  the  cause  of 
vomiting  and  heart  failure  as  lying  in  changes  of  the  gastric 
mucous  membrane  and  of  the  heart  muscle,  nerve  lesions  prob- 
ably taking  but  little  part  in  the  production  of  the  phenomena. 
Vomiting,  by  the  strain  it  throws  upon  the  heart,  and  possibly 
through  a  reflex  nervous  mechanism,  may  produce  heart  fail- 
ure. 
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Competition  for  the  American  Medical  Association 
Medal. — At  a  meeting  of  the  American  Medical  Association, 
held  June  -i,  1S97,  it  was  resoh^ed  to  restore  the  former  policy  of 
the  Association  in  favor  of  offering  annually  a  gold  medal  for 
meritorious  scientific  work.  The  committee  for  this  j'ear,  con- 
sisting of  Drs.  George  M.  Gould,  of  Philadelphia;  E.  Fletcher 
Ingals,  of  Chicago:  and  T.  W.  Huntington,  of  Sacramento, 
Cal.,  desire  to  direct  attention  to  the  following  rules  governing 
the  competition: 

1.  The  medal  shall  contain  the  seal  of  the  United  States  or 
a  seal  of  the  Association,  to  be  hereafter  designed,  on  one  side, 
and  an  Esculapian  staff  on  the  other,  together  with  the  name 
of  the  recipient  of  the  medal  and  suitable  inscriptions. 

2.  The  commercial  value  of  the  medal  shall  be  SI 00. 

3.  A  standing  committee  on  prize  medals,  consisting  of 
three  members  of  the  Association,  shall  be  elected  b}^  the  Busi- 
ness Committee  as  follows:  one  for  one  year,  one  for  two  j^ears, 
and  one  for  three  years,  and  thereafter  one  to  be  elected  j-early 
to  hold  office  until  in  either  case  his  successor  has  been  duly 
elected.  In  no  case  shall  a  member  of  the  Business  Committee 
hold  a  place  on  the  Committee  on  Prize  Medals. 

4.  The  competing  essays  shall  be  typewritten  or  printed  and 
shall  bear  no  mark  revealing  their  authorship;  but  instead  of 
the  name  of  the  author,  there  shall  appear  on  each  essay  a 
motto,  and  accompanying  each  essay  shall  be  a  sealed  envelope 
containing  the  name  of  the  author  and  bearing  on  its  outer 
surface  the  motto  of  identification.  No  envelope  is  to  be 
opened  by  the  committee  until  a  decision  has  been  reached  as 
to  the  most  deserving  essay  and  the  other  essays  have  been 
returned  to  their  respective  owners.  The  committee  shall 
have  authority  to  reject  and  return  all  essays  in  case  none  have 
been  found  worthy  of  the  Association  medal.  Competing 
essays  must  be  in  the  hands  of  the  committee  not  later  than 
March  1,  1900.  For  further  information  address  any  member 
thereof. 
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The  rarest  accident  of  extrauterine  pregnancy  is  the  occur- 
rence of  the  so-called  free  abdominal  or  intraperitoneal  gesta- 
tion. It  has  been  generally  assumed  that  this  form  of  gestation 
is  impossible  on  account  of  the  digestive  power  or  function  of 
the  peritoneum  and  its  secretions.  So  infrequently  has  the 
condition  so  described  been  met  with,  and  so  inconsistent  is  it 
with  the  accepted  theory  of  the  carnivorous  character  of  the 
peritoneum,  that  various  theories  are  advanced  to  account  for 
the  occurrence  of  the  seemingly  impossible.  Authorities  whose 
statements  would  be  accepted  without  question  on  other  sub- 
jects are  discredited  on  this,  for  the  fetus  can  survive  ''only 
19 
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when  the  rupture  takes  place  into  the  broad  ligament."'  In 
order  to  place  the  subject  whore  it  virtually  stands  to-day,  I 
shall  quote  somewhat  freely  in  point. 

The  views  of  Tait  were  perhaps  the  most  important,  and 
authoritative  as  embodyiuy;  conclusions  deduced  from  a  critical 
analysis  of  the  whole  subject  of  extrauterine  pregnancy  down 
to  his  time.  The  classical  case  coming  under  the  head  of  this 
paper,  ''  The  Jessop  Case,"  Tait  describes  as  unique  in  the 
history  of  medicine.  "  It  stands  by  itself  and  may,  therefore, 
be  known  as  the  case  of  intraperitoneal  gestation."  ^  But  Tait, 
admitting  the  fetus  was  free  at  the  time  of  the  operation,  be- 
lieved it  to  have  been  of  the  late-rupturing  broad  ligament 
variety.  Tait!s  theories  are  not  now  all  accepted.  Primary 
rupture  from  the  tube  to  the  abdominal  cavity,  denied  by  Tait, 
has  been  accepted  by  more  recent  observers  of  advanced  ab- 
dominal pregnancy. 

Of  more  recent  date  are  the  writings  of  Mr.  John  W.  Tay- 
lor,' who  gives  reasons  for  his  views:  "  When  a  fetus  which 
has  been  already  formed  within  the  Fallopian  tube  escapes 
from  the  tube,  enclosed  in  its  unruptured  membranes,  into  the 
abdomen  of  the  mother,  the  pregnancy  becomes  '  abdominal ' 
or  '  ventral.'  If  the  placenta  retains  its  attachment  to  the  tube 
and  receives  sufficient  blood  supply  from  the  maternal  blood 
vessels,  the  pregnancy  may  pursue  an  uninterrupted  course  to 
term  and  both  child  and  placenta  attain  mature  development 
within  the  peritoneal  cavity  of  the  mother.  The  protection  of 
the  unriiptured  amnion,  however,  appears  to  be  absolutely 
indispensable  for  this  development  [italics  mine].  The 
difficulty  in  believing  this  lies  in  the  fact  that  in  most  of  the 
recorded  cases  the  child  has  been  described  as  lying  naked  and 
uncovered  within  the  peritoneal  cavity  of  the  mother.  Our 
leading  authorities  have  argued,  and  probably  argued  rightly, 
that  no  fetus  at  any  early  age  could  be  so  exposed  to  the  peri- 
toneal cavity  and  its  secretion  and  yet  survive.  They  have 
accordingly  sought  for  some  method  of  explaining  how  the 
facts  established  by  observation — the  intra-abdominal  position 
of  the  child — could  possibly  arise.  The  theory  advanced  is 
that  every  extrauterine  pregnancy  which  has  survived  the  pri- 
mary rupture  of  the  tube  and  has  continued  its  development 
has  done  so  beneath  the  peritoneum,  sheltered  within  the  folds 
of  the  broad  ligament;  that  here  it  has  remained  until  the 
seventh  or  eighth  month,  and  then  a  secondary  rupture  of  the 
broad-ligament  cyst  has  taken  place  and  the  child  has  escaped 
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among  the  intestines;  its  tissues  having  arrived  at  a  period  of 
development  by  that  time  which  enabled  them  to  resist  the  effort 
of  digestion  which  doubtless  would  be  directed  toward  them. 

"  Although  those  of  us  who  had  operated  on  cases  of  abdom- 
inal pregnancy  at  full  term  felt  that  this  theory  was  far- 
fetched and  mistaken,  for  no  broad-ligament  pouch  from  which 
the  infant  had  escaped  could  then  be  found,  and  although  the 
theory  was  more  or  less  disproved  by  isolated  cases  of  abdom- 
inal pregnancy  reported,  we  could  not  be  said  to  have  any 
good  explanation  of  the  mysterj"  to  offer  until  a  case  operated 
at  the  Spark  Hill  Hospital  for  Women  on  December  11,  1896, 
brought  further  light  and  explained  how  the  child  could  in- 
habit the  peritoneal  cavity  of  the  mother  and  still  survive.  On 
careful  examination  of  the  abdominal  cavity  in  this  case  it  was 
found  that  a  transparent  membrane  (the  amniotic  sac)  sur- 
rounded the  fetus  and  protected  it  in  every  direction,  and  that 
this  was  invisible  on  the  surface  of  the  intestine,  but  could  be 
demonstrated  as  a  film  passing  from  coil  to  coil  and  completing 
the  sac  in  which  the  pregnancy  had  developed. 

''The  importance  of  the  case,  in  the  present  state  of  our 
knowledge,  cannot  be  overestimated.  It  effectually  disposes  of 
much  of  the  theory  now  current  on  the  subject  of  advanced 
extrauterine  gestation." 

After  describing  his  own  case  in  full  he  quotes  from  the  re- 
ports of  other  operators  in  support  of  his  theory.  He  says: 
"If  the  cases  of  abdominal  pregaancj^  be  considered  in  the 
light  of  the  explanation  here  offered,  it  will  be  found  that  most, 
indeed  nearly  all,  of  the  recorded  cases  in  which  no  definite 
sac  has  been  found  admit  of  a  similar  interpretation."  Refer- 
ring to  the  Jessop  case,  he  quotes: 

"The  peritoneum,  though  natural  on  its  surface,  appeared 
thick  and  velvety  in  section.  A  few  bands  of  unorganized 
lymph,  of  a  very  friable  nature,  lying  upon  the  intestines  were 
readily  removed  by  sponging,  and  about  an  ounce  of  clear  serum 
was  found  in  the  peritoneal  cavity.  The  definite  amount  of 
serum  here  mentioned  is  decidedly  suggestive  of  some  unrecog- 
nized limiting  sac." 

In  Bandl's  case  Taylor  refers  to  "a  pocket  formed  b}^  false 
membrane."  In  Champneys'  case  "the  thin  layer  immedi- 
ately covering  the  fetus  was  a  dull-white  membrane.  On  the 
child's  vertex  a  patch  of  sodden  membrane  was  seen";  and 
then  he  says:  "The  similarity  between  this  case  and  those  I 
have  myself  reported  is,  I  think,  clear  and  unmistakable." 
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Eveu  more  radical  and  sweeping  are  the  assertions  of  Dr. 
Mordecai  Price:  "The  only  ivay  an  extrauterine  pregnancy 
can  come  to  term  is  encapsulated  in  the  amniotic  sac 
[italics  mine].  The  sac  is  a  foreign  body  in  the  peritoneum 
and  adheres  to  everything  coming  in  contact  with  it.  The 
adherent  viscera  protect  as  well  as  nourish  the  displaced 
ovum.  The  peritoneum  would  digest  the  fetus  at  any  age  not 
protected  in  some  way  from  its  influence.  .  .  .  The  cases  re- 
ported that  seem  to  prove  that  the  child  can  live  in  the  perito- 
neal cavity  were  not  carefully  examined."  Dr.  Price  refers  to 
the  Jessop  case  and  explains  it  as  one  of  rupture  of  the  sac 
just  before  operation.  He  does  not  admit  that  the  fetus  is 
digestion-proof  at  any  age — Tait  and  Taylor  (Taylor's  quota- 
tion on  the  point  is  from  Tait)  say,  "its  tissues  having  arrived 
at  a  period  of  development  by  that  time  which  enabled  them  to 
resist  the  efforts  of  digestion."  It  must  be  admitted  that  the 
simple  statement  of  the  fact  of  finding  a  fetus  free  in  the 
abdomen  at  the  time  of  operation  does  not  prove  full  develop- 
ment to  have  so  occurred.  With  one  or  two  exceptions,  accu- 
rate descriptions  admitting  of  a  diagnosis  of  the  time  of  rup- 
ture of  the  sac  are  wanting. 

A  case  recorded  by  Neugebauer  is  one  in  point.  *  He  says  in 
reference  to  his  case:  *^The  sac  must  have  ruptured  early. 
The  placenta  was  attached  to  the  posterior  bladder  wall,  the 
anterior  uterine  wall,  and  to  the  sulcus  between  the  uterus  and 
bladder.  There  was  no  trace  of  membranes,  excepting  an  at- 
tachment between  the  abdominal  wall  and  the  upper  edge  of 
the  placenta.  There  were  also  traces  of  membrane  around  the 
edges  of  the  placenta.  .  .  .  The  intestines  were  free  from  ad- 
herences.  .  .  .  There  were  two  teaspoonfuls  of  a  yellow  fluid 
resembling  liquor  amnii." 

In  the  article  describing  this  case  Neugebauer  selects  from 
Harris'  list  of  operations  for  the  delivery  of  viable  children 
several  which,  he  says,  may  or  may  not  have  been  similar  to 
his  own.  Of  the  6  cases  4  are  described  as  being  found  free  in 
the  abdomen.  In  Olshausen's  case  the  sac  ruptured  six  days 
before  operation,  and  in  one  case  the  sac  ruptured  four  months 
before  operation. 

In  1896  Dr.  Walter  Wilke'  operated  for  a  case,  expecting  to 
sew  the  sac  to  the  abdominal  incision  after  delivery  of  the 
fetus.  "  What  was  my  astonishment  to  find  no  trace  of  a 
sac,"  is  his  impressive  comment.  Wilke,  in  his  interesting 
account  of  this  case,  argues,  from  the  history  of  the  patient. 
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that  there  were  two  ruptures.  The  primary  tubal  rupture, 
permitting  the  escape  of  the  sac  unruptured,  was  followed  by 
rupture  of  the  membranes  two  months  before  the  operation; 
the  date  of  the  last  rupture  was  fixed  by  the  character  of  the 
pains  and  disturbance  of  the  patient  occurring  at  that  time. 
So  far  as  I  am  aware,  Neugebauer  has  been  the  only  one  to 
attempt  a  refutation  of  the  theories  held  by  Tait,  Taylor,  and 
Price,  which  he  does  in  defence  of  his  own  case,  in  answer  to 
Dr.  Price's  article.^  He  says  that  the  life  of  the  fetus  after 
the  rupture  of  the  sac  "  depends,  not  upon  the  integrity  of  the 
sac,  but  rather  upon  the  further  nourishment  of  the  fetus 
through  the  cord  and  placenta." 

It  is  not  the  purpose  of  this  paper  to  discuss  the  merits  of 
the  controversy,  but  rather  to  put  on  record  a  case  bearing  so 
directly  on  the  subject  as  to  have  a  particular  value  at  this 
time.  Even  putting  aside  the  possibility  of  the  fetus  going 
to  term  free  in  the  abdomen,  the  operation  during  the  viable 
period  'of  an  extrauterine  pregnancy  is  not  so  common  as  to 
make  it  uninteresting.  The  subject  of  the  operative  treatment 
of  advanced  extrauterine  pregnancy,  the  child  being  alive,  is 
of  interest,  if  only  because  of  the  many  unsettled  points  in  con- 
nection with  it.  Dunniug '  favors  the  operation  during  the 
life  of  the  child,  basing  his  argument  upon  all  cases  for  the 
years  1894,  1895,  1896.  While  the  number  is  not  large,  it  is 
interesting  to  note  that  the  recoveries  are  60  per  cent,  as 
against  57  per  cent  where  the  operation  is  delayed  until  after 
the  death  of  the  child. 

The  treatment  the  placenta  shall  receive  in  either  case  is  an- 
other vexed  question.  Immediate  removal  is  the  ideal  treat- 
ment, but  great  danger  may  be  incurred,  a  slight  detachment 
of  the  placenta  sometimes  resulting  in  frightful  hemorrhage. 
The  relation  of  the  placenta  to  the  source  of  its  main  blood 
supply,  the  extent  of  its  attachments  to  the  intestines,  as  well 
as  the  difficulties  encountered  through  inflammatory  adhe- 
sions, render  the  problem  one  possible  of  solution  only  for  each 
individual  case  at  the  time  of  operation. 

Mrs.  D.,  age  35.  Has  never  been  sick.  Menstruation  has  al- 
ways been  regular.  Has  two  children,  whose  ages  are  12  and  6 
years.  Has  never  miscarried,  and  both  pregnancies  and  labors 
were  normal.  Has  enjoyed  good  health  since  last  confinement. 
In  1897  she  suffered  from  backache  for  a  few  weeks.  At  that 
time  the  uterus  was  found  retroverted;  the  pelvic  organs  were 
otherwise  normal. 
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I  saw  the  patient  for  present  illness  January  3,  1899,  when 
she  was  sufferings  c:reat  pain  in  the  lower  abdomen.  This  be- 
gan suddenly  and  grew  rapidly  to  be  almost  unbearable.  Last 
period  occurred  October  26.  The  pain  was  sharp  and  often 
intermitting.  There  was  a  dark,  scanty  flow,  which  had  con- 
tinued for  several  days.  The  facial  expression  was  that  of 
suffering,  but  not  that  of  anguish.  Pulse  70,  full,  regular; 
temperature  normal.  Pelvic  examination:  a  mass  low  down 
in  the  hollow  of  the  sacrum;  the  cervix,  directed  upward,  was 
soft  and  somewhat  patulous.  These  symptoms,  together  with 
the  history  of  nausea  and  vomiting,  led  to  the  diagnosis  of 
pregnancy  in  a  retroverted  uterus  with  threatened  miscarriage. 

It  was  necessar}^  to  use  hypodermatics  of  morphine  to  quiet  the 
pain.  The  patient  remained  in  bed  a  few  days,  but  was  then 
up  and  about,  doing  her  housework  as  usual.  The  flow  contin- 
ued for  three  weeks,  remaining  scanty  and  dark,  but  at  no  time 
contained  either  shreds  or  clots;  of  this  the  patient  was  positive. 

January  2G,  thirteen  weeks  after  the  last  regular  menstrua- 
tion, the  patient  was  again  seized  at  night  with  severe  pain,  the 
pulse  as  before  remaining  normal.  The  pain  occurred  at  night 
several  times  during  March,  but  during  the  day  did  not  interfere 
materially  with  household  duties.  During  March  and  April  I 
saw  the  patient  frequently  and  made  several  careful  pelvic  ex- 
aminations. At  one  time  I  put  her  in  the  knee-chest  posture 
and  used  considerable  force  in  the  effort  to  replace  what  still 
resembled  the  impacted  uterus.  Traction  on  the  cervix  did  not 
communicate  motion  to  the  mass.  At  the  fifth  month  the 
fetal  movements  were  felt.  The  pain,  which  had  heretofore  oc- 
curred in  severe  paroxysms  low  down  in  the  right  pelvis,  now 
became  general;  the  mass  in  the  pelvis  increased  in  size,  and 
the  fetal  head  was  plainly  felt  through  the  post- vaginal  fornix. 
The  cervix  was  more  markedly  displaced  to  the  front,  being 
crowded  back  of  the  pubes  and  pointing  up. 

At  no  time  satisfied  with  my  diagnosis,  the  progress  of  the 
case  through  the  fifth  and  sixth  months  brought  the  convic- 
tion that  I  had  to  deal  with  an  extrauterine  pregnancy,  and, 
as  the  physical  condition  remained  good,  I  decided  to  watch 
and  wait  a  positive  indication  for  operative  interference  until 
near  term. 

About  the  eighth  month  her  suffering  was  continuous;  the 
motion  of  the  child  was  extremely  vigorous  and  painful.  The 
fetal  movements  were  unusual  in  that  they  seemed  entirely 
unrestricted,  and  through  the  thin  abdominal  walls  any  part  of 
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the  fetus  could  be  recognized  by  touch;  an  extremity  was  easily 
held  between  the  fingers.  The  cervix  was  now  well  behind  the 
pubes,  and  the  sutures  of  the  head  could  be  plainly  felt  through 
the  bulging  posterior  vaginal  wall.  The  head  filled  the  hollow 
of  the  sacrum  and  was  immovable.  The  patient  was  removed 
to  the  hospital,  and  examination  under  chloroform  gave  the 
following:  The  cervix  was  pressed  high  up  above  the  pubes; 
the  posterior  lip  was  elongated  and  led  to  a  funnel-shaped  cer- 
vical canal.  A  sound  was  introduced  freely  into  the  uterus, 
which  from  the  lower  lips  of  the  cervix  measured  five  inches. 
By  aid  of  bimanual  examination  the  uterus  was  easily  located 
as  lying  above  the  pubes,  crowded  forward  against  the  abdom- 
inal wall;  the  fetus  was  plainly  not  connected  with  the  uterus. 
The?placental  site  was  undetermined.  Celiotomy  July  23,  after 
the  most  painstaking  preliminary  preparation.  The  patient 
was  anesthetized  with  ether.  The  incision,  from  just  above 
pubes  to  umbilicus,  in  median  line,  was  afterward  extended  to 
admit  of  the  delivery  of  an  eight  and  one-half  pound  boy. 
There  was  no  amniotic  fluid. 

The  fetus  lay  directly  under  the  incision,  the  left  hand  and 
forearm  alone  being  visible,  the  trunk  and  extremities  com- 
pletely swathed  in  intestines,  entirely  free  from  envelope  of  any 
kind. 

The  head  was  so  firmly  impacted  in  the  bony  pelvis  that  the 
right  hand  was  required  to  pry  it  free  from  its  closely  fitting 
quarters.  The  baby  was  quickly  delivered  and  handed  to  an 
assistant  for  proper  care,  the  cord  having  been  clamped  and 
severed. 

The  uterus  was  examined,  but  presented  no  signs  of  preg- 
nancy, being  only  slightly  enlarged.  The  cord  was  traced 
down  and  back  to  the  posterior  base  of  the  left  broad  ligament, 
where  it  was  found  to  emerge  from  the  placental  mass.  This 
mass  was  well  impacted,  but  was  free  from  attachments  and 
was  easily  brought  into  view,  much  as  a  glistening  ovarian 
tumor  of  the  same  size  and  situation  would  have  been.  This 
placental  mass  was  found  to  spring  from  the  upper  border  of 
the  broad  ligament,  was  covered  with  peritoneum,  and  plainly 
had  its  origin  in  the  tube.  It  was  attached  to  the  broad  liga- 
ment and  to  the  left  lateral  upper  posterior  third  of  the  uterus, 
with  slight  adhesions  to  the  fundus.  Examination  of  sur- 
rounding structures  gave  no  evidence  of  past  or  present  infiam- 
mation  or  adhesion.  The  removal  of  the  mass  presented  no 
difficulties.     While  there  was  no  pedicle  and  the  base  of  attach- 
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ment  was  perhaps  four  or  five  inches  in  extent,  the  use  of  the 
continuous  suture  following  the  line  of  removal  made  the  ope- 
ration practically  bloodless.  Serous  surfaces  were  united  with 
continuous  suture  wherever  possible. 

The  abdominal  wall  was  extremely  atrophied,  aponeurosis 
and  skin  apparently"  alone  remaining. 

The  patient  was  on  the  table  two  hours.  From  the  hospital 
chart  I  take  the  following  brief  notes  of  the  post-operative 
progress  of  the  case  for  three  days.  When  returned  to  bed 
after  the  operation  the  pulse  was  88,  full  and  strong.  Patient 
awoke  and  suffered  no  nausea  or  vomiting;  the  pulse  did  not 
rise  above  90  the  first  twenty-four  hours. 


Fig.  1. — The  baby  and  placenta,  showing  the  relative  size  of  baby's  head  and  placenta,  and 
the  deformities  of  the  feet,  hand,  and  head  of  the  baby. 

The  beginning  of  the  second  twenty-four  hours  there  was 
some  belching.  The  temperature  was  100°,  pulse  110.  A  full 
dose  of  magnesia  sulphate  was  administered  and  was  followed 
by  vomiting,  apparently  caused  by  the  salts.  Temperature 
lOOf ,  pulse  122. 

During  the  night  moderate  tympanites  developed.  The  vom- 
iting continued  at  frequent  intervals.  The  vomitus  was  a 
dark,  coffee-colored  fluid.  At  3  a.m.  a  three-grain  calomel 
powder  was  given  and  retained. 

Beginning  of  third  day,  temperature  98|°,  pulse  112.  An 
enema  brought  a  free  expulsion  of  gas  and  was  followed  by  a 
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drop  in  the  pulse  to  90.  After  a  free  movement  of  the  bowels 
the  same  day,  convalescence  continued  uninterrupted. 

The  breasts  showed  no  enlargement.  Secretion  of  milk  was 
lacking. 

Dating  from  the  last  regular  menstruation,  the  operation 
was  performed  eight  days  before  full  term  of  two  hundred  and 
eighty  days.     The  baby  cried  feebly  and  lived  four  hours.     The 


*it«fcte 


Fig.  2.— Placenta  one-half  natural  size.  The  space  shown  between  the  letters  A,  B,  C, 
D  is  raw  surface  and  indicates  the  extent  of  attachment  of  placenta.  A,  B,  C  is  a  flap 
from  the  broad  ligament.    Within  this  flap  was  found  a  small  part  of  the  undilated  tube. 

The  cord  is  seen  to  emerge  from  the  cavity  of  the  placenta.  The  origin  of  the  cord 
is  just  within  the  cavity. 


pressure  of  the  bony  and  soft  structures  of  the  mother  upon 
the  unprotected  babe  resulted  in  the  deformities  common  to  the 
fetus  of  advanced  extrauterine  pregnancy.  The  head  was 
compressed  transversely  from  the  left  frontal  toward  the  right 
occipital  region.  The  face,  particularly  the  nose  and  lips, 
was  distorted.  One  foot  exhibited  marked  talipes  calcaneus, 
the  other  talipes  varus.  One  hand  was  sharply  extended  lat- 
erally.    The  baby  was  otherwise  well  formed  and  a  fine  speci- 


-OS      lufkin:  extrauterine  pregnancy. 

men  of  a  well-developed  full-term  infant.  There  was  a  hardly 
noticeable  quantity  of  vernix  caseosa  in  the  folds  of  the  skin. 

There  are  certain  features  of  this  case  which  I  desire  to  em- 
phasize as  supporting  ni}-  conclusions  as  to  the  probable  time 
of  tubal  rupture  and  escape  of  the  fetus  from  its  membranes 
into  the  free  abdominal  cavity. 

At  just  what  time  this  happened  must,  of  course,  remain 
conjecture.  I  believe  it  was  about  the  third  month,  either  the 
ninth  or  thirteenth  week.  The  pain  which  the  patient  suffered 
throughout  gestation  was  extreme  in  character,  but  at  no  time 
were  the  usual  accompaniments  of  rupture — rapid  pulse,  cold 
sweat,  anxious  countenance,  and  collapse — present.  The  two 
periods  of  greatest  suffering  were  the  nights  of  January  3  and 
2G — nine  and  thirteen  weeks  after  the  last  regular  menstrua- 
tion. The  primary  rupture  occurred  on  the  first  date,  for  it 
was  from  this  time  that  the  pains  and  suffering  began.  It  is 
an  interesting  question  if  this  rupture  did  not  include  the  fetal 
envelope  as  well.  From  the  character  of  the  pain,  however, 
this  might  have  been  at  the  thirteenth  week.  After  that  date 
there  was  no  one  seizureof  pain  which  would  have  marked  the 
accident. 

If  the  size  of  the  rupture  in  the  tube  has  any  relation  to  the 
size  of  the  escaping  fetus,  the  photograph  of  the  placenta  will 
clearly  prove  that  the  fetus  was  between  two  and  three 
months.  The  cavity  of  the  placenta  and  its  opening  did  not 
exceed  two  inches  in  diameter.  The  occurrence  of  the  pain 
and  the  size  of  the  rupture  plainly  fix  the  date  of  the  primary 
tubal  rupture  as  the  ninth  week. 

Was  there  a  sac  at  all  after  the  escape  of  the  fetus  from  the 
tube?  I  believe  there  was  not.  Had  a  sac  existed  there  must 
have  been  adhesions  and  evidence  of  some  supporting  mem- 
brane. Excepting  the  attachments  of  the  placental  mass, 
there  was  no  trace  of  adhesions  or  adventitious  membrane  of 
any  kind.  It  is  inconceivable  that  a  thin  amniotic  sac,  spring- 
ing from  the  edge  of  the  placenta  and  with  an  origin  no  larger 
than  a  silver  dollar,  could  long  support  an  active  fetus.  In 
this  connection  also  the  location  of  the  placenta,  its  opening 
resting  against  the  lateral  bony  wall  of  the  pelvis,  in  its  im- 
pacted condition  would  not  favor  the  expansion  of  a  sac  with- 
out material  support. 

The  grounds  supporting  Price's  assertion,  as  well  as  the  argu- 
ments of  Taylor,  do  not  apply  to  my  case.  The  adhesions 
necessary  to  the  presence  of  a  sac  were  wanting.     The  trans- 
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parent  membrane  connecting  the  coils  of  the  intestine,  of 
Taylor's  case,  were  wanting.  The  "  few  bands  of  unorganized 
lymph  lying  upon  the  peritoneum"  and  the  "  definite  amount 
of  serum  suggestive  of  some  unrecognized  limiting  sac,"  in 
Jessop's  case,  were  wanting.  The  pocket  formed  by  false 
membranes,  of  Bandl's  case,  were  wanting.  "  The  dull 
white  membrane  immediately  covering  the  fetus  "and  "the 
patch  of  thin,  sodden  membrane  on  the  child's  vertex,"  of 
Champneys'  case,  were  wanting.  Every  possible  indication 
pointing  to  the  presence  at  any  time  during  the  pregnancy  of  a 
limiting  membrane  or  sac  outside  of  the  placental  mass  was  in 
this  case  absent. 

My  conclusion  is  that  this  was  a  case  of  free  intraperitoneal 
pregnancy  from  not  later  than  the  third  month. 

Present  at  the  operation  were  Drs.  H.  C.  Aldrich  and  D.  R. 
Matchan,  of  Minneapolis;  Drs.  W.  S.  Briggs,  B.  H.  Ogden, 
L.  E.  Penny,  Comstock,  and  J.  L.  Rothrock,  of  St.  Paul. 
I  am  indebted  to  Drs.  Briggs,  Matchan,  and  Aldrich  for 
valuable  assistance. 

50  Germania  Life  Building. 
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ROUND-LIGAMENT  VENTROSUSPENSION  OF  THE   UTERUS 
a  new  method. 


D.   tod   GILLIAM,   M  D., 
Columbus,  Ohio. 


(With  four  illustrations.) 


On  the  evening  of  Saturday,  November  18,  1899,  I  received 
a  copy  of  TJie  Journal  of  the  Americaii  Medical  Association, 
giving  a  description  of  Ferguson's  method  of  suspending  the 
uterus  by  the  round  ligaments.     Thirty-six  hours  later  I  did 
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my  first  case,  and  it  was  during  the  performance  of  this  opera- 
tion that  I  formulated  and  in  part  carried  into  effect  the  tech- 
nique described  below. 

To  facilitate  this  operation  I  had  Tiemann  &  Co.  construct 
for  me  a  forceps  which  in  general  outline  resembled  the  Senn 
compression  forceps,  but  with  sharp  end  and  edges  so  that  it 
might  be  thrust  through  the  tissues.  This  forceps  is  six  inches 
in  length,  the  blade  being  one  and  three-quarter  inches  long. 
For  convenience  of  description  I  will  call  this  the  perforating 


Fig  1.— Perforating  forceps. 

forceps.  I  also  had  two  other  forceps  constructed,  which  will 
be  described  further  on. 

The  basic  principle  of  this  operation  is  that  of  invagination 
of  the  proximal  portion  of  the  round  ligaments  in  the  abdom- 
inal wall,  as  evolved  by  Ferguson.  The  successive  steps  of  the 
operation  modified  by  me  are: 

1.  A  median  abdominal  section.     This  section  is  from  three 


Fig.  2.— Button  forceps. 


to  four  inches  long  and  at  the  usual  site  between  the  umbilicus 
and  pubis. 

2.  Break  up  adhesions  and  bring  the  fundus  forward. 

3.  Seize  the  Fallopian  tube  and  bring  it  to  the  opening. 
For  this  purpose  I  have  had  constructed  two  long,  slender  for- 
ceps, something  after  the  style  of  the  bullet  forceps,  but  with 
blunt  ends  instead  of  sharp  teeth,  in  order  to  avoid  wounding 
the  delicate  tissues.  These  are  called  button  forceps.  Guided 
by  the  finger,  one  of  the  forceps  is  introduced  through  the  ab- 
dominal incision,  and  the  tube  seized  at  its  most  convenient 
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point  and  drawn  into  the  opening.  While  thus  held  the  round 
ligament  of  the  same  side  is  seized  about  one  and  a  half  inches 
from  its  uterine  extremity  and  lifted  up. 

4.  Carry  a  heavy  silk  thread  under  the  ligament  close  to 
the  forceps  in  such  a  manner  as  to  include  a  little  of  the 
tissue  of  the  broad  ligament.     This  may  be  most  conveniently 


Fig.  3—1.  A  thread  has  been  thrown  around  the  round  ligament  on  either  side,  and  the 
ends  secured  by  clamp  forceps. 

2.  The  skin  and  fat  is  Iretracted  and  the  perforating  forceps  applied  to  the  surface  of 
the  rectus  muscle,  through  which  it  is  thrust  into  the  cavity. 


done  with  an  aneurism  needle  or  ligature  carrier.  This  forms 
a  loop  under  the  ligament,  which  is  not  to  be  tied,  but  after 
withdrawing  the  needle  the  two  ends  of  the  thread  are  brought 
out  of  the  abdomen  and  secured  in  the  bite  of  a  snap  forceps. 

5.  TJie  forceps  holding  the  tube  [and  round  ligament  are 
now  removed. 
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6.  The  other  round  Jiijanieut  is  secured  in  the  same  ivay, 
and  the  e)ids  of  the  thread  brour/Jtt  out  of  the  abdomen  and 
tield  in  the  bite  of  another  clamp  forceps. 

7.  Retract  the  skin  and  superficial  fat  on  one  side  until 
an  inch  or  more  of  the  rectus  muscle  is  exposed.  For  this 
purpose  a  retractor  may  be  used,  but,  as  the  tissues  glide  easily- 
over  each  other,  I  prefer  to  push  them  back  with  the  thumb, 
with  two  fingers  within  the  cavity  and  applied  to  the  peritoneal 
surface.     The  object  of  this  retraction  is  to  expose  a  point 


Fig.  4.— The  perforating  forceps  is  withdrawn,  bringing  after  it  the  round  ligament, 
through  the  base  of  which  a  suture  is  being  passed. 

through  which  the  forceps  may  be  thrust  into  the  peritoneal  cav- 
ity. This  point  should  be  one  inch  external  to  the  margin  of 
the  wound  and  an  inch  and  a  half  or  two  inches  above  the  pubis. 

8.  Thrust  the  perforating  forceps  through  into  the  perito- 
neal cavity  and  seize  the  thread  which  holds  the  round  liga- 
ment. The  two  fingers  already  within  the  cavity  guard  the 
instrument  in  its  passage  and  place  the  thread  within  its  jaws. 

9.  Remove  the  clamp  forceps  from  the  thread.  These  are 
lying  on  the  surface  of  the  abdomen. 

10.  Withdraw  the  perforating  forceps.     This  brings  with 
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it  the  thread,  and  the  thread  in  turn   brings  the  ligament 
through  the  perforated  wound  in  the  abdominal  wall. 

11.  While  the  ligament  is  held  taut,  fasten  it  into  the 
wound.  This  is  done  by  a  few  catgut  sutures  passed  through 
its  base  and  including  the  tissues  on  either  side  the  entire 
thickness  of  the  wall. 

12.  The  exposed  free  looj)  of  the  ligament  is  note  spread 
out  on  either  side  of  its  point  of  emergence  and  tacked  doivn 

,ivith  catgut  so  as  to  form  a  button  or  bar.     This  is  intended 
to  prevent  retraction. 

13.  Treat  the  opposite  side  in  the  same  manner. 

14.  Close  the  median  abdominal  incision. 
50  North  Fourth  street. 


PRELIMINARY    NOTE    ON    AN    OPERATION     FOR    SUSPENSION 
OF   THE   UTERUS. 


ROBERT  T.  MORRIS,  M.D.. 
New  York. 


An  operation  which  I  have  now  done  in  some  twenty  cases 
has  proved  practicable  as  far  as  the  operative  partis  concerned. 
It  remains  to  be  seen  what  the  results  will  be  during  and  after 
pregnancy,  and  this  note  is  published  at  this  time  in  order  to 
fix  the  responsibility  for  the  operation. 

The  abdomen  is  opened  in  the  middle  line.  A  hook  is  in- 
serted through  the  round  ligament  at  a  point  midway  between 
the  uterus  and  the  inner  inguinal  ring. 

The  round  ligament  is  angulated  by  strong  traction  upon  the 
hook.  The  peritoneum  is  stripped  away  from  the  ectad  face 
of  the  angulated  ligament,  but  remains  attached  at  the  base  of 
the  angle. 

Two  parts  of  the  bared  round  ligament  are  approximated 
at  the  base  of  the  angle  with  a  suture  of  chromicized  catgut. 
This  throws  two  or  more  inches  of  the  round  ligament  out  of 
function.  The  bared  face  of  the  loop  of  ligament  that  is  thrown 
out  of  function  is  re-covered  with  the  flap  of  peritoneum  that 
previously  belonged  to  it. 

The  other  round  ligament  is  treated  in  the  same  way. 

The  oparatioa  forces  the  retroverted  uterus  to  ride  easily  in 
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a  normal  position.  It  is  freely  movable.  Enough  round  liga- 
ment remains  for  the  normal  function  of  round  ligament. 

In  early  operations  I  sometimes  threw  nearly  three  inches 
of  round  ligament  out  of  function.  In  later  experiments  it 
was  discovered  that  if  only  an  inch  of  round  ligament  is  thrown 
out  of  function  the  uterus  often  cannot  again  be  placed  in 
a  position  of  retroversion.  One  soon  learns  by  experience 
about  the  amount  of  shortening  to  be  made  in  any  such  case. 

58  West  Fifty-sixth  street. 


THE  PERNICIOUS  NAUSEA  AND    VOMITING    OF    PREGNANCY: 
with  the  report  of  a  case.' 


BY 

EDWARD  P.  DAVIS,  A.M.,  M.D., 

Professor  of  Obstetrics  in  the  Jefferson  Medical  College;  Professor  of  Obstetrics  and 

Diseases  of  Infancy  in  the  Philadelphia  Polyclinic;  Visiting  Obstetrician  to  the 

Jeflferson,  Philadelphia,  and  Polyclinic  Hospitals,  etc., 

Philadelphia,  Pa. 


Among  the  many  complications  of  the  pregnant  condition 
none  is  more  complex  in  its  causation  than  pernicious  nausea 
and  vomiting.  The  many  causes  which  have  been  assigned 
for  this  condition  indicate  the  number  of  factors  entering  into 
the  case  and  the  difficulty  in  detecting  that  which  is  most  in- 
fluential.    The  following  may  serve  as  an  illustration. 

The  patient,  age  40,  gave  a  good  family  history.  When  2 
years  old  she  had  abscess  of  the  liver  and  at  15  a  severe  pneu- 
monia. Menstruation  began  at  12,  was  regular  but  very  pain- 
ful. She  had  been  married  twelve  years  and  had  had  four 
pregnancies.     In  each  of  these  nausea  had  been  pronounced. 

The  patient  had  borne  three  children,  two  of  whom  lived. 
In  the  third  pregnancy  nausea  became  so  severe  that  the 
patient's  life  was  despaired  of,  and  at  five  months'  gestation 
the  uterus  was  emptied.  At  this  time  the  patient  suffered 
from  contractures  of  the  limbs  and  was  in  an  exceedingly 
weak  condition.  She  recovered  from  this,  and  three  years 
afterward  gave  birth  to  a  living  child  without  much  suffering. 
In  the  third  pregnancy,  which  terminated  disastrously,  twin 
fetuses  were  removed  from  the  womb. 

When  the  patient  was  first  seen  she  was  found  to  be  ema- 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia, January  18,  1900. 
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ciated  and  weak,  although  not  especially  excited.  Her  last 
menstruation  had  been  eight  weeks  previously.  For  a  year 
before  that  time  she  had  been  irregular.  She  had  recently  had 
a  considerable  strain  upon  her  strength,  and  had  fainted  with 
pain  referred  to  the  pelvis.  There  was  no  vaginal  discharge, 
but  constipation  was  present  and  the  bladder  was  irritable. 
The  patient  was  constantly  nauseated. 

On  vaginal  examination  the  pelvic  floor  was  in  good  condi- 
tion, the  uterus  sharply  anteflexed,  freely  movable,  and  the 
cervix  much  enlarged  and  very  dense.  The  pulse  was  nor- 
mal and  the  tongue  clean.  On  palpating  the  abdomen  an 
indefinite  area  of  tenderness  was  found  over  the  region  of  the 
appendix. 

The  patient  was  first  seen  at  some  distance  from  the  city, 
and  was  brought  to  Philadelphia  as  soon  as  possible  by  her 
husband.  She  was  at  once  placed  in  bed  under  the  care  of  an 
eflficient  nurse.  Her  vomiting  slightly  decreased  and  she  re- 
tained a  small  quantity  of  albumen  water.  The  urine  was 
amber  in  color,  acid  in  reaction,  specific  gravity  1030.  A 
trace  of  albumin  was  present,  there  was  no  sugar,  and  the 
urea  was  1.89  per  cent.  The  examination  of  the  blood  showed 
the  red  cells  to  be  4,936,000,  the  white  cells  1-4.500.  The  blood 
was  pale  and  watery  in  appearance.  The  corpuscles  stained 
unevenly,  differed  greatly  in  size,  and  poikilocytosis  was 
present.  A  count  of  the  white  cells  showed  an  increase  in  the 
polymorphous  forms  to  80  per  cent. 

The  patient  was  at  once  nourished  exclusively  by  the  bowel, 
and  remedies  were  used  to  procure  sleep.  The  patient  was 
anxious  to  prolong  the  pregnancy,  and  both  she  and  her  hus- 
band desired  earnestly  the  birth  of  another  child.  Mentally 
she  was  extraordinarily  calm  and  hopeful,  and  co-operated  in 
every  way  in  her  treatment.  For  one  week  a  thorough  and 
patient  effort  was  made  to  sustain  the  patient  in  every  way 
and  to  avoid  the  interruption  of  pregnancy.  Consulta- 
tion was  held  with  Dr.  Edward  L.  Duer  and  the  patient 
thoroughly  examined.  At  the  end  of  this  time  the  patient 
was  found  to  be  distinctly  worse.  The  urine  was  reddish- 
yellow  in  color,  neutral  in  reaction,  specific  gravity  1020, 
albumin  decidedly  present,  sugar  absent,  urea  0.64  of  one  per 
cent.  A  small  quantity  of  coffee-ground  material  was  detected 
in  the  patient's  vomit.  The  patient  and  her  husband  were 
warned  that  pregnancy  should  not  continue,  and  consented  to 
its  interruption.  Through  the  courtesy  of  Dr.  Keen  a  vacant 
20 
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room  iu  liis  private  hospital  was  obtained  aud  the  patient  was 
transferred  as  soon  as  possible. 

For  operation,  ox3'2:en  and  chloroform  was  most  skilfully 
administered  by  Dr.  William  L,  Taylor.  The  patient's  condi- 
tion was  so  grave  that  at  ni}'  request  Dr.  Keen  performed  intra- 
venous transfusion  of  saline  fluid  during  the  operation.  I  ope- 
rated by  rapidly  dilating  the  womb  by  solid  metal  bougies  and 
thoroughh'  curetting  it.     Dr.  Duer  very  kindly  assisted  me. 

When  the  interior  of  the  uterus  was  examined  no  ovum 
could  at  first  be  found.  Further  search,  however,  revealed  the 
ovum  attached  to  the  anterior  wall  of  the  uterus  just  above  the 
cervix,  the  sharp  anteflexion  present  making  its  detection  diffi- 
cult. When  the  sac  of  the  embrj'o  was  opened  twin  embryos 
were  found  present.  The  uterus  was  thoroughly  emptied  and 
douched  by  the  douche-curette  and  packed  with  iodoform 
gauze.  Examination  failed  to  reveal  a  considerable  enlarge- 
ment of  the  right  Fallopian  tube  or  appendix.  The  anes- 
thetic was  most  successful  in  relaxing  the  womb  and  in  its 
rapid  and  agreeable  effect. 

The  patient  began  to  recover  immediately.  When  she  awoke 
from  the  anesthetic  she  was  entirely  free  from  nausea.  Her 
further  convalescence  was  uninterrupted,  and  she  has  since 
reported  in  excellent  health. 

The  twin  embryos  removed  from  this  patient  correspond  to 
less  than  eight  weeks  of  development,  and  fully  coincide  with 
the  history  given  by  the  patient.  They  are  extraordinary  spec- 
imens in  the  early  stage  of  twin  pregnancy,  and  are  exhibited 
herewith. 

In  accordance  with  my  experience  the  salient  features  of 
this  subject  may  be  summarized  as  follows.  In  a  considerable 
number  of  cases  of  the  pernicious  nausea  of  pregnancy  the 
womb  is  sharply  anteflexed  and  the  cervix  extraordinarily 
thickened.  The  pelvic  organs  are  forced  strongly  downward 
and  forward,  and  a  contracted  condition  of  the  pelvic  fascia 
and  muscular  tissue  is  present,  which  may  be  termed  "  pelvic 
tenesmus."  In  other  cases  the  womb  is  retroflexed  or  retro- 
verted.  These  patients  are  much  relieved  by  raising  the  uterus 
as  far  as  possible  in  the  pelvis  and  by  stretching  the  cervix. 
The  latter  is  done  at  the  risk  of  bringing  on  abortion,  but  is 
sometimes  effective  in  stopping  the  nausea  and  in  enabling  the 
patient  to  go  to  term. 

The  salient  feature  in  the  symptoms  of  these  cases  is  nausea 
g,nd  not  vomiting.     Many  of  the  worst  cases  vomit  but  once  or 
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twice  in  twenty-four  hours,  but  are  nauseated  while  awake. 
Coupled  with  this,  and  resulting  from  it,  is  the  profound  mental 
and  physical  depression  from  which  these  patients  suffer. 

Especially  significant  in  the  symptomatology  of  these  cases 
is  the  obstinate,  boring,  burning  pain  beneath  the  sternum,  and 
the  discharge  in  the  vomit  or  bowel  movements  of  coffee-ground 
material,  which  is  recognized  as  decomposed  hemoglobin.  I 
have  found  no  adequate  explanation  for  the  substernal  pain, 
although  it  has  been  noted  in  other  patients,  not  pregnant,  who 
suffer  from  pernicious  anemia.  Coffee-ground  vomit  has  been 
observed  repeatedly  in  nephritic  patients  and  in  those  suffering 
from  extensive  degenerative  disease. 

In  cases  of  pernicious  nausea  the  patient  is  not  invariably 
emaciated.  In  two  fatal  cases  under  my  observation  emacia- 
tion was  not  present,  nor  could  any  appreciable  diminution  in 
the  bulk  of  the  patient's  body  be  observed. 

Death  comes  to  these  patients  through  exhaustion,  and  the 
downward  progress  of  the  patient  is  marked  by  the  persistence 
of  the  nausea,  the  occurrence  of  coffee-ground  vomit,  the  rapid 
failure  in  the  metabolism  of  the  body,  as  shown  by  the  lessened 
discharge  of  solids  in  the  urine,  and  the  occurrence  of  albumin- 
uria. In  order,  then,  to  appreciate  the  gravity  of  a  case,  it 
must  be  viewed  in  the  light  of  the  degree  of  exhaustion  present, 
the  condition  of  anemia  present  as  shown  by  an  examination  of 
the  blood,  the  degree  of  excretion  maintained  by  the  patient, 
and  the  evidences  that  the  blood  is  undergoing  rapid  disinte- 
gration as  shown  by  coffee-ground  discharges. 

As  regards  treatment,  I  know  of  no  narcotic  or  sedative 
which  can  absolutely  control  the  distressing  sense  of  nausea. 
If  the  patient  can  be  fed,  put  at  absolute  rest,  and  her  strength 
so  recruited  that  her  nausea  gradually  ceases,  she  can  go  on  to 
reoovery.  The  replacement  of  the  uterus  to  a  better  position 
and  the  stretching  of  the  pelvic  and  cervical  tissues  is  an  im- 
portant aid. 

Unless  the  patient  can  be  promptly  supported  and  made  bet- 
ter by  these  means,  in  my  experience,  after  careful  considera- 
tion and  consultation,  the  pregnancy  must  be  ended, 
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REPORT  :0F   A  CASE  OF    NEPHRECTOMY  FOR  PYONEPHROSIS 
DUE  TO   IMPACTION  OF   A   STONE    IN   THE  URETER: 

WITH  REMARKS  ON  THE  IMPORTANCE  OF  THE  EARLY  DIAGNOSIS  AND 
TREATMENT  OF  RENAL  CALCULI.' 


CHARLES  P.  NOBLE,  M.D., 

Surgeon-in-Chief .  Kensington  Hospital  for  Women, 

Philadelphia,  Pa. 


(With  plate.) 


The  following  case  is  reported  as  a  typical  example  of  the 
bad  results  of  temporizing  •when  a  stone  in  the  kidney  is  seri- 
ously interfering  with  its  functions  or  is  serving  as  a  source  of 
irritation  and  focus  of  infection. 

Mrs.  W.,  age  42,  primipara,  was  admitted  to  the  Kensington 
Hospital  for  Women  August  31,  1899.  She  gave  the  following 
history:  Her  general  health  has  been  poor  for  a  number  of 
years  and  has  been  gradually  becoming  worse  for  the  past 
three  years,  until  at  the  present  time  she  is  quite  an  invalid. 
She  is  the  mother  of  one  child,  now  grown,  and  has  not  suf- 
fered from  disease  of  the  pelvic  organs.  In  1895  she  had  a 
sharp  attack  of  renal  colic,  but  passed  no  stone,  and  none  has 
passed  since  that  date.  She  has  been  continuously  under  treat- 
ment for  supposed  cystitis  from  1895  until  the  present  time. 
Her  chief  complaint  has  been  an  irritable  bladder,  with  some 
discomfort  and  sense  of  weight  in  the  left  renal  region.  Her 
family  history  does  not  throw  much  light  upon  the  case.  Her 
mother's  family  was  gouty,  but  no  member  of  the  family  has 
suffered  from  gravel  or  from  renal  calculi. 

Examination  showed  her  to  be  well  nourished,  but  sallow. 
The  tongue  was  coated,  but  otherwise  the  general  examination 
showed  nothing  of  interest.  A  tumor  of  considerable  size  was 
present  in  the  left  half  of  the  abdomen,  apparently  a  much- 
enlarged  kidney.  Examinations  of  the  urine  showed  constant- 
ly the   presence  of   large  quantities  of  pus.     The  urine  was 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia, January  18,  1900. 


AMERICAN  JOURN.OF  OBSTETRICS 

AND 

DISEASES  OF  WOMEN  &  CHILDREN 
MARCH    1900. 


KIDNEY  DESTROYED  FROM  STONE  BLOCKING  URETER.-WoWe. 


noble:  nephrectomy  for  pyonephrosis.  309 

generally  alkaline,  with  a  specific  gravity  of  1016.  On  Septem- 
ber 4  both  ureters  were  catheterized,  and  the  catheters  were 
allowed  to  remain  one  hour  and  a  half,  with  the  following 
result:  from  the  right  kidney  were  obtained  six  and  a  half 
drachms  of  urine  having  a  reddish-yellow  color,  acid  reaction, 
and  containing  some  albumin  and  considerable  blood,  also 
quite  numerous  hyaline  and  coarse  granular  casts;  from  the 
left  kidney  were  obtained  two  and  a  half  drachms  of  pale-yel- 
low, cloudy  fluid,  of  which  pus  composed  the  entire  sediment 
This  urine  was  alkaline  and  contained  much  albumin. 

During  the  first  ten  days  she  was  under  observation  the 
amount  of  urine  increased  from  twenty  ounces  to  fifty  ounces 
per  day.  The  evening  temperature  during  this  period  was 
usually  100"  F.;  once  it  reached  100.8°  F.     The  pulse  was  100. 

A  careful  consideration  of  the  facts  developed  by  the  exami- 
nation of  the  case  forced  me  to  the  conclusion  that  the  left 
kidney  was  destroyed  by  suppuration,  and  owing  to  the  history 
of  renal  cohc  it  was  thought  likely  that  renal  stone  was  the 
cause  of  the  trouble.  It  was  equally  evident  that  the  right 
kidney  was  not  perfectly  normal,  but  it  was  doing  practi- 
cally all  of  the  work  in  the  elimination  of  urine.  As  the 
patient  was  septic  as  a  result  of  the  presence  of  the  left  kidney, 
nephrectomy  was  advised.  Previous  experience  in  somewhat 
similar  cases  had  shown  that  when  the  system  was  relieved 
of  the  presence  of  one  suppurating  kidney,  the  other,  even 
though  not  perfectly  normal,  did  its  work  better.  It  was 
hoped  that  the  right  kidney  would  recover  itself  after  ope- 
ration. 

Nephrectomy  was  performed  through  a  lumbar  incision  Sep- 
tember 11,  and  a  very  large,  suppurating  kidney  was  removed 
intact.  The  kidney  measured  6  by  3  by  3i  inches.  Mrs.  W. 
made  a  very  smooth  recovery.  Her  temperature  was  normal 
after  the  third  day,  but  rose  to  103°  F.  on  the  second  day, 
largely  through  nervous  infiuences.  The  wound  healed  by 
primary  union. 

After  operation  the  quantity  of  urine  excreted  in  twenty- 
four  hours  increased  from  ten  ounces  to  forty  ounces  per  day. 
The  pus  disappeared  from  the  urine,  which  became  entirely 
normal  and  is  so  at  the  present  time,  four  months  after  opera- 
tion. 

On  section  of  the  kidney  it  was  found  to  be  riddled  with  ab- 
scesses and  the  kidney  substance  practically  entirely  destroyed, 
the  kidney  having  become   the  sac  of  an  immense  abscess. 
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The  source  of  the  trouble  was  found  to  be  a  calculus,  about  half 
an  inch  in  length,  impacted  in  the  upper  end  of  the  ureter. 

Dr.  AV.  Wayne  Babcock,  Jr.,  pathologist  to  the  hospital, 
reports  upon  the  specimen  as  follows: 

"Specimen  of  kidney  with  upper  portion  of  ureter 
attached,  hardened  in  formaldehyde. — The  kidney  shows  a 
slightly  lobulated  contour  and  measures  5  by  2^  by  2^  inches. 
The  capsule  is  adherent,  and  when  stripped  ofif  leaves  a  rough, 
granular  surface. 

"  Upon  opening  the  kidney  the  interior  is  found  to  be  occu- 
pied by  a  large  number  of  rounded  cavities  from  one-half  to 
one  inch  or  more  in  diameter.  The  cavities  communicate  by 
narrowed  openings  with  a  dilated  renal  pelvis.  The  entire 
inner  surface  is  lined  by  a  soft  tissue  having  a  very  granular 
surface.  Externally  the  cavities  are  bounded  by  a  narrow 
rind  of  kidney  substance  measuring  from  one-eighth  to  one- 
half  inch  in  thickness.  These  cavities  of  the  kidney  corre- 
spond to  the  surface  convolutions  of  the  kidney  and  are  sepa- 
rated from  each  other  by  rather  narrow  walls  of  tissue.  The 
walls  of  the  pelvis  are  much  thickened,  and  its  enlarged  cavity 
merges  imperceptibly  into  the  dilated  orifice  of  the  ureter.  At 
a  point  opposite  the  lower  half-inch  of  the  kidney  the  ureter 
abruptly  assumes  its  normal  size. 

"  Sections  were  taken  from  some  of  the  thicker  portions  of 
the  outer  walls  of  the  renal  cavities,  were  stained  and  exam- 
ined microscopically,  and  show  obliteration  of  many  of  the 
glomerules  by  a  fibroid  process,  dilatation  of  many  of  the  uri- 
nary tubules,  and  a  marked  putrefactive  and  inflammatory  pro- 
cess in  the  interstitial  tissue.  The  convoluted  tubules  have 
lost  their  lining  epithelium  in  places,  or  show  the  epithelium  in 
varying  stages  of  parenchymatous  degeneration  and  destruc- 
tion. The  interstitial  tissue  is  much  increased  in  amount,  has 
apparently  crowded  many  of  the  tubules  out  of  existence,  and 
is  filled  with  formative  and  leucocj^tic  cells.  There  are  many 
areas  of  round-cell  infiltration,  indicative  of  forming  abscesses. 
In  deeper  portions  of  the  sections  the  evidences  of  kidney 
structure  are  largely  obliterated  and  the  picture  resembles 
that  of  granulation  tissue. 

"The  stone,  which  was  found  near  the  entrance  of  the  ure- 
ter, is  a  flattened  ovoid  measuring  ^  by  f  by  i  inches  and 
weighing  about  11  grains.  Its  surface  is  irregular  and  of  a 
mottled  grayish  or  yellowish-brown  color.  It  consists  of  a 
brittle,  thick,  and  friable  outer  shell  enclosing  a  firmer,  irreg- 
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ular  central  portion  which  has  a  deeper,  more  translucent 
color  and  a  firmer,  more  compact  structure  than  that  of  the 
outer  layer. 

"  The  stone  was  composed  largely  of  oxalate  of  lime/' 
The  most  valuable  practical  deduction  to  be  drawn  from  this 
case  is  the  necessity  for  the  early  employment  of  modern 
means  of  investigating  stone  in  the  kidney.  Had  a  presump- 
tive diagnosis  been  made  three  years  earlier,  by  nephrotomy 
the  stone  could  have  been  removed  before  the  kidney  was 
destroyed  by  suppuration.  Mrs.  W.  had  been  in  the  hands  of 
several  intelligent  physicians,  two  of  them  professors  in  our 
medical  schools,  who  had  treated  her  for  lithiasis,  and  who  had 
failed  to  recognize  the  importance  of  careful  instrumental 
examination.  I  have  reported  this  case  in  the  hope  that  it  may 
stimulate  interest  in  careful  examination  of  the  urinary  organs 
by  cystoscopy  and  catheterization  of  the  ureters  and  at  times 
by  the  Rontgen  ray  in  all  cases  in  which  pus  or  blood  is  per- 
sistent in  the  urine. 
1509  Locust  street. 


SOME  NOTES  ON  THE  CARE  OF  THE  INTESTINE  DURING  AND 
AFTER   ABDOMINAL  SECTION.' 


L.  GRANT  BALDWIN,  M  D., 

Gynecologist  to  St.  Peter's  Hospital,  Brooklyn,  N.  Y.;  Consulting  Gynecologist, 

St.  Francis'  Hospital,  Jersey  City,  N.  J. 


After  the  high  standard  set  for  our  papers  at  a  recent 
meeting,  I  tremble  to  come  before  you  with  what  I  must  at  the 
very  outset  tell  you  has  no  claim  to  originality;  but  if  I  can 
succeed  in  starting  a  discussion  on  this  subject  I  will  have 
succeeded  in  my  main  object — namely,  to  find  out  how  the 
Fellows  of  this  Society  deal  with  this  subject. 

I  may  be  allowed,  perhaps,  to  make  one  or  two  points  in  the 
care  of  the  intestine  prior  to  the  section.  It  has  been  my  cus- 
tom for  a  long  time,  in  all  cases  in  which  ether  is  to  be  given, 
to  administer,  fifteen  minutes  previously,  morphine  and  atro- 
pine. The  dose  is  usually  from  one-sixth  to  one-fourth  of  a 
grain  of  the  former  and  from  one-one-hundred-and-twentieth 
to  one-one-hundred-and-fif  tieth  of  a  grain  of  the  latter.  Who 
'  Read  before  the  Woman's  Hospital  Society,  January  16,  1900. 
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was  the  originator  of  this  procedure  I  am  totally  unaware;  cer- 
tainly it  is  an  old  but  very  valuable  aid  to  ether  anesthesia. 
Its  value  is,  first,  to  lessen  the  amount  of  ether  required  for 
complete  anesthesia,  and,  secondly,  the  almost  complete  free- 
dom from  mucus  in  the  throat  and  bronchial  tubes  that  it 
secures  during  its  administration.  I  am  also  confident  that 
nausea  and  vomiting  following  the  administration  of  ether  is 
very  much  lessened  by  it,  on  account,  first,  of  the  smaller 
amount  of  ether  required,  and,  second,  the  effect  of  the  drugs 
per  se. 

Having  experienced,  as  we  all  have,  the  greatest  difficulty 
in  securing  an  action  from  the  bowels  in  cases  of  local  or  gen- 
eral peritonitis,  and  having  lost  cases  from  this  cause  alone, 
entirely  independent  of  any  inflammatory  condition,  it  occurred 
to  me,  about  two  and  a  half  years  ago,  that  it  would  be  a  good 
thing  if  we  could  anticipate  intestinal  paralysis  by  the  admin- 
istration of  a  laxative  or  cathartic  prior  to  the  anesthesia. 
With  this  point  in  view  I  determined  that  in  the  next  case 
that  came  under  my  care  where  I  had  reason  to  believe  we 
would  have  a  considerable  extent  of  raw  surface  left  in  the 
abdomen  which  could  not  be  covered  with  peritoneum,  I  should 
try  the  administration  of  Epsom  salts  just  prior  to  the  admin- 
istration of  the  ether.  The  first  case  that  came  under  obser- 
vation was  one  of  a  general  peritonitis — I  scarcely  dare  say 
septic  peritonitis;  however,  I  believe  that  it  was  such  a  case. 
When  she  entered  the  hospital  she  was  practically  moribund; 
cold  to  the  knees  and  elbows;  face  and  cheeks  clammy;  an  im- 
perceptible pulse  at  the  wrist  and  a  subnormal  temperature; 
and  a  black  vomit  escaping  from  the  mouth  and  nostrils,  and 
she  was  without  sufficient  life  to  make  an  effort  to  clear  the 
throat.  The  abdomen  was  distended,  and  there  was  every 
reason  to  believe  that  death  would  ensue  within  a  few  hours. 
Under  vigorous  stimulation  reaction  occurred,  and  the  follow- 
ing day  an  abdominal  section  was  done,  one  ounce  of  Epsom 
salts  having  been  administered  prior  to  the  giving  of  ether. 
The  abdomen  was  found  full  of  thin,  serous  pus  filled  with  a 
large  amount  of  flocculent  material.  No  point  of  infection 
could  be  found.  The  appendix,  tubes,  and  ovaries  were  per- 
fectly normal  and  no  intestinal  perforations  could  be  found. 
N"othing  whatever  was  removed  from  the  abdomen  except  the 
pus.  The  abdomen  was  washed  out  with  large  quantities  of 
normal  salt  solution  and  closed  without  drainage,  six  pints  of 
normal  salt  solution  being  allowed  to  remain  in  the  abdomen. 
Except  for  a  slight  bronchial  pneumonia,  the  patient  made 
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an  uninterrupted  recovery,  and  one  year  later  gave  birth  to  a 
child  at  full  term  after  a  normal  labor. 

The  point  which  I  wish  to  bring  out  in  this  case  is  the  fact 
that  large  and  copious  movements  occurred  from  the  bowels 
within  four  hours  after  the  operation,  and  to  this  and  the  effect 
of  the  saline  left  within  the  abdomen  I  attribute  the  patient's 
recovery.  I  should  also  add  that  this  treatment  was  supple- 
mented by  rectal  enemas  of  one  pint  of  salt  solution  every  two 
hours  for  the  first  two  days. 

Encouraged  by  this  result,  I  at  that  time  commenced  the 
routine  administration  of  Epsom  salts  in  all  cases  where  I 
had  reason  to  fear  subsequent  trouble  with  the  intestine.  The 
time  of  administration  has  always  been  just  prior  to  the  begin- 
ning of  the  anesthetic,  not  even  a  few  minutes  before,  and 
they  have  always  been  given  dissolved  in  as  small  an  amount 
of  hot  water  as  possible.  The  observation  has  been  universal 
in  all  these  cases  that  the  kidneys  acted  more  freely  and  earlier 
than  without  their  administration.  The  vomiting  after  ether 
has  not  been  increased.  The  early  passage  of  gas  has  also 
been  noted,  almost  invariably  within  the  first  twelve  hours. 

It  will  be  acknowledged  by  all  that  the  less  the  intestines 
are  manipulated  the  smoother  will  be  the  recovery  of  our  pa. 
tients.  To  avoid  this  there  are  several  points  which  I  think 
will  bear  discussion.  It  is  the  custom  at  the  present  time  to 
disregard  the  length  of  the  abdominal  incision.  To  my  mind 
this  is  a  great  mistake.  Whereas  I  would  not  advocate  work- 
ing through  an  incision  the  length  of  which  in  any  way 
hampered  the  operator,  I  would  encourage  making  as  small  an 
incision  as  is  possible.  How  often  have  we  seen  the  abdomen 
cut  from  symphysis  to  umbilicus,  or  even  further,  and  then  the 
cavity  filled  up  with  yards  upon  yards  of  iodoform  or  other 
gauze  to  keep  the  intestines  within  the  cavity,  leaving  the 
operator  no  more  room  than  he  would  have  had  with  a  three 
and  a  half  inch  incision  without  the  packing!  It  is  my  prac- 
tice to  use  as  little  gauze  within  the  abdomen  as  possible,  be- 
lieving, as  I  do,  that  by  gauze  packed  against  the  intestines  and 
allowed  to  remain  for  from  half  an  hour  to  an  hour  irreparable 
injury  may  be  done  to  their  peritoneal  covering,  so  increas- 
ing the  chances  of  infection;  for  it  will  scarcely  be  argued  that 
any  abdominal  section  was  ever  done  without  more  or  less 
infection,  it  being  in  any  particular  case  simply  a  matter  of 
dosage,  and  if  the  peritoneal  covering  of  the  intestine  is  not 
injured  it  will  take  care  of  a  larger  dose  than  where  it  is  in- 
jured. 
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We  frequently  hear  the  remark  that  the  abscess  cavity  was 
thoroup:hly  walled  off.  I  do  not  believe  that  with  any  amount 
of  gauze  packing  a  water-tight  or  pus-tight  cavity  can  be  made 
in  the  abdominal  cavity.  We  may  to  a  certain  extent  keep 
the  intestines  out  of  the  way  by  gauze  packing,  but  I  do  not 
believe  that  the  pus  can  be  prevented  from  spreading  to  any 
practical  extent  by  its  use.  For  my  part,  I  have  given  up  any 
attempt  at  walling  off  uninfected  parts  of  the  abdomen  with 
gauze,  my  feeling  being  that  the  amount  of  manipulation  and 
irritation  from  the  gauze  does  more  harm  than  good.  I  rarely 
use  more  than  one  piece  of  gauze,  and  that  to  keep  the  intes- 
tines out  of  harm's  way  from  manipulation.  By  this  means — 
that  is,  not  allowing  but  one  piece  of  gauze  to  enter  the  abdo- 
men at  once,  and  when  a  second  is  required,  the  first  one  being 
always  removed — there  is  no  possibility  of  either  gauze  or 
sponges  being  sewed  up  in  the  abdomen.  Of  course,  as  far  as 
possible,  all  raw  surfaces  will  be  covered  with  peritoneum. 

The  next  important  point  in  the  care  of  the  intestine  is  the 
cleansing  of  the  abdominal  cavity.  So  far  as  my  observation 
goes  in  witnessing  operations  in  different  hospitals  in  this  city, 
the  favorite  method  is  to  pour  in  large  quantities  of  salt  solution 
or  other  sterile  fluid  from  a  pitcher  held  at  various  heights 
above  the  abdomen.  This  is  not  the  best  way  of  cleansing  the 
abdominal  cavity,  as  it  will  be  impossible  by  this  method  to 
wash  out  clots  and  other  infected  material  situated  deep  down 
in  the  pelvis  and  among  the  coils  of  intestine.  The  better  and 
only  satisfactory  and  thorough  way  to  wasH  out  the  pelvic  and 
abdominal  cavities  is  by  means  of  a  large  funnel  with  rubber 
tube  attached,  the  tube  to  be  passed  completely  to  the  bottom 
of  the  pelvis  before  allowing  the  water  to  run,  thus  causing  an 
upward  carrent  instead  of  one  in  the  opposite  direction,  and  so 
floating  out  all  debris  from  the  bottom  of  the  cavity.  This 
should  be  done  thoroughly,  and  the  tube  should  be  carried 
around  among  the  intestines  at  the  bottom  of  the  pelvis,  in  the 
lower  abdomen,  in  front  of  the  bladder,  and  in  fact  in  every 
part  of  the  abdomen  that  can  be  reached,  and  in  that  way  the 
cleansing  can  be  rendered  almost  perfect.  Having  been  satis- 
fied that  the  washing  is  complete,  the  funnel  should  be  lowered 
and  any  residual  water  siphoned  off.  This  tube  can  be  left  in 
place  at  the  bottom  of  the  pelvis  and  the  abdomen  partially 
closed  around  it.  Before  final  closing,  the  abdomen  can  then 
be  filled  with  fresh  salt  solution,  the  patient  being  slightly  in 
the  Trendelenburg  position  and  thereby  floating  the  intestines 
out  of  the  pelvis.     This  will  also  be  an  index  as  to  the  perfect 
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control  of  hemorrhage,  by  means  of  separating  the  wound 
around  the  tube  by  a  pair  of  forceps  or  other  instrument  and 
allowing  some  of  the  water  to  escape.  Various  antiseptic  solu- 
tions have  been  used  to  wash  out  the  abdomen,  as  Thiersch's, 
weak  solutions  of  bichloride  of  mercury,  peroxide  of  hydrogen, 
and  kindred  solutions.  These  are  no  doubt  valuable  in  certain 
cases,  but  I  have  never  had  occasion  to  employ  them.  The 
amount  of  salt  water  to  be  left  in  the  abdomen  will,  of  course, 
vary  in  different  cases,  and  has  very  beneficial  effects  other- 
wise than  keeping  the  intestines  out  of  the  pelvis  and  prevent- 
ing adhesions. 

Every  case  of  abdominal  section,  before  being  removed  from 
the  table,  receives  an  enema  consisting  of  one  quart  of  normal 
salt  solution,  one  ounce  of  whiskey,  and  twelve  minims  of 
Squibb's  compound  solution  of  opium.  This  injection,  minus 
the  whiskey  and  opium,  in  half  the  amount,  is  repeated  every 
two  to  three  hours  until  the  patient  is  able  to  take  fluid  by  the 
mouth.  To  facilitate  the  keeping  of  the  intestines  out  of  the 
pelvis,  Clark's  position  is  employed  in  all  cases  of  abdominal 
section.  Taking  of  fluids  by  mouth  is  encouraged  as  early  as 
possible,  instead  of  being  interdicted  for  twenty-four  hours. 

The  most  important  point,  perhaps,  for  consideration  is  the 
length  of  time  after  an  abdominal  section  that  the  bowels 
should  be  allowed  to  remain  unmoved.  When  I  commenced 
to  do  abdominal  surgery  I  was  taught  to  leave  them  undis- 
turbed until  from  the  third  to  the  fifth  day.  By  some  inquiry 
among  my  friends  I  find  that  it  is  still  the  custom  with  many 
not  to  give  a  laxative  until  the  third  day.  The  following-out 
of  this  method  has,  I  believe,  directly  increased  my  mortality. 
I  now,  in  practically  all  my  abdominal  cases,  secure  a  free 
action  of  the  bowels  at  the  end  of  the  first  twenty-four  hours. 
This  I  accomplish  by  the  administration  of  the  Epsom  salts 
prior  to  anesthesia,  the  saline  enemas,  and  the  administration 
of  from  ten  to  fifteen  grains  of  calomel  in  a  capsule  twelve 
hours  after  the  operation.  I  am  thoroughly  opposed  to  giving 
calomel  in  these  cases  either  in  triturates  or  in  small  powders, 
for  the  reason  that  I  believe  it  is  more  apt  to  upset  the  stomach 
when  given  in  that  form.  The  calomel  is  followed,  about  six 
hours  later,  by  teaspoonf  ul  doses  of  Epsom  salts  dissolved  in 
hot  water,  and  this  is  given  regardless  of  nausea  or  vomiting. 
Many  times  have  I  seen  a  dose  of  hot  salts  retained  when  the 
stomach  had  been  rejecting  teaspoonful  doses  of  champagne. 

At  the  first  evidence  of  distension  of  the  large  intestine,  even 
though  it  be  but  a  few  hours  after  operation,  high  enemas  are 
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commenced  and  are  not  discontinued  until  gaseous  or  fecal 
movements  have  been  secured.  By  this  method  I  am  sure 
that  I  have  saved  a  class  of  severe  pus  cases  that  I  used  to 
lose.  By  severe  cases  I  mean  those  cases  of  pelvic  abscess 
where  large  areas  of  intestines  are  involved;  where  the  tubes 
and  ovaries,  filled  with  pus,  are  surrounded  by  inflammatory 
deposit,  intestines,  omentum,  and  other  neighboring  viscera, 
requiring  the  most  extensive  and  difficult  dissection  for  a  com- 
plete operation;  and  where  enucleation  without  rupture  is  im- 
possible, and  where  extensive  raw  surfaces  exist  that  can  by  no 
care  be  covered. 

Attention  has  also  been  called  to  the  early  movement  of  the 
bowels  by  Henry  T.  Byford,  of  Chicago.  In  a  paper  read  be- 
fore the  Illinois  State  Medical  Society,  May  18,  1898,  and  pub- 
lished in  The  American  Journal  of  Obstetrics,  vol.  xxxviii., 
p.  18,  he  recommends  the  administration  of  some  mild  but 
efficient  cathartic,  such  as  two  teaspoonfuls  of  fluid  extract  of 
cascara  sagrada,  given  two  hours  before  the  time  set  for  the 
operation;  and  as  soon  as  the  patient  awakes  from  the  anes- 
thetic a  drachm  of  sulphate  of  magnesia  in  an  ounce  of  water, 
or  an  equivalent  dose  of  some  mineral  water,  is  given  every 
hour,  and  repeated  immediately  whenever  vomited.  About 
six  hours  after  the  operation  is  completed  he  gives  a  stimulat- 
ing enema,  and  this  he  repeats  every  two  or  three  hours  until 
flatus  passes  freely  between  enemas.  He  wisely  lays  great 
stress  on  this  point:  that  we  should  not  feel  satisfied  with  the 
passing  of  gas  at  the  time  of  the  discharge  of  the  enema,  but 
that  we  should  only  be  satisfied  when  gas  passes  independently 
of  the  enema;  for  in  this  way  alone  can  we  be  sure  that  we 
have  more  than  the  return  of  the  air  injected  with  the  enema. 

I  should  rather  be  inclined  not  to  make  any  hard-and-fast 
rule  as  to  the  time  to  begin  the  stimulating  enemas,  but  rather 
be  guided  by  an  attempted  movement  of  the  bowels  or  by  col- 
lection of  gas  in  the  large  intestine. 

One  of  the  most  valuable  enemas  for  this  purpose  is  that 
suggested  by  T.  J.  Watkins,  and  which  consists  of  two  ounces 
of  Epsom  salts,  one  ounce  of  glycerin,  and  three  ounces  of 
water.  I  have  had  this  produce  results  when  everything  else 
had  failed.  It  should  be  given  through  a  long  tube,  well  above 
the  sigmoid  flexure.  In  severe  cases,  when  once  the  bowels 
have  acted,  a  movement  should  be  secured  every  twenty-four 
hours. 
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Early  in  the  development  of  the  embryos  of  all  the  verte- 
brates higher  than  the  jawless  fishes,  a  pair  of  thread-like  tubes 
appear  by  the  side  of  the  primitive  kidney  or  Wolffian  ducts. 
It  is  not  positively  known  just  how  these  tubes  originate,  but 
it  is  probable  that  they  arise  from  the  primitive  kidney  duct  by 
fission.  This  second  pair  are  called,  from  their  discoverer,  the 
ducts  of  Midler,  and  are  of  great  interest  and  importance  to 
our  present  consideration,  as  from  them  arise,  in  the  females 
of  all  the  mammalia,  the  oviducts,  the  uterus,  and  the  vagina. 
In  the  male  the  AVolffian  ducts  become  the  sperm  ducts,  while 
in  the  female  their  remains  form  the  vestigial  canals  of  Gartner 
and  the  parovarium.  Conversely,  in  the  male  mammal,  vestiges 
of  the  Miillerian  ducts  are  sometimes  found  as  the  canals  of 
Rathke,  and  in  man  as  the  uterus  masculinus  and  verumon- 
tanum.  The  upper  portion  of  the  Miillerian  tubes  forms  the 
oviducts,  the  middle  and  lower  a  fusiform  muscular  pouch,  the 
uterus  and,  in  the  higher  mammals,  the  vagina.  In  the  lowest 
order  of  living  mammals,  the  monotremes,  the  two  uteri  are 
perfectly  distinct  and  open  on  either  side  of  the  bladder  into 
the  cloaca.  In  marsupials  the  Miillerian  ducts  are  connected 
and  we  have  a  duplicated  vagina  formed,  which  in  the  more 
highly  specialized  placental  animals  gradually  coalesces  from 
below  upward.  In  certain  of  the  rodents  two  separate  uteri  open 
into  a  single  vagina;  in  others  and  in  the  carnivora,  cetacea, 
and  ungulata,  while  the  cervix  has  become  single,  the  cornua 
are  still  separate.  In  the  lemurs  the  horns  become  very  short, 
while  in  the  apes  and  in  man  the  union  is  complete  and  we  find 
the  familiar  pear-shaped  uterus. 

In  the  human  female  the  normally  complete  development  or 
fusion  of  these  ducts  is  occasionally  arrested,  and  we  may  then 
'  Read  before  the  New  York  Obstetrical  Society,  February  13,  1900. 
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have  a  reversion  to  certain  of  the  more  primitive  types,  or  a  mal- 
development  which  may  lead  to  serious  interference  with  the 
genital  functions  and  welfare  of  the  individual.  These  mal- 
formations,, while  comparatively  rare,  occur  frequently  enough 
to  make  it  necessary  for  us  to  always  have  their  possibility  in 
mind,  and  the  object  of  this  paper  is  to  draw  attention  to  some 
of  their  clinical  manifestations. 

Probably  the  most  common  mark  of  an  imperfect  fusion  of 
the  Miillerian  ducts  is  a  hymeneal  opening  divided  into  two  by 
a  perpendicular  band  of  tissue  in  the  median  line  and  extend- 
ing up  as  a  slight  sickle-shaped  suggestion  of  a  septum  in  the 
vagina.  This  condition,  with  more  or  less  of  a  vaginal  septum, 
we  have  probably  all  seen.  Next  in  frequency  comes  a  more 
complete  vaginal  septum;  then  a  partition  extending  partly  or 
entirely  through  the  cavity  of  the  uterus,  attended  by  a  broad- 
ening of  the  fundus  and  by  the  more  and  more  complete  sepa- 
ration of  the  cornua  until  we  reach  the  extreme  of  two  entirely 
separate  uteri  and  vaginae.  With  all  the  more  marked  of  these 
deformities  one  side  of  the  genital  canal  is  apt  to  be  less  de- 
veloped than  the  other,  and  there  is  always  the  possibility  of 
an  atresia  at  some  point  in  the  less  developed  side  which  may 
produce  the  various  accidents  of  retention  in  the  tube,  uterus, 
and  vagina,  all  of  which  conditions  are  exemplified  in  certain 
of  the  cases  quoted  below.  The  presence  of  these  malforma- 
tions, except  where  the  genital  canal  is  completely  occluded  at 
some  point,  does  not  seem  to  materially  lessen  the  chance  for 
impregnation,  and  deliver}^  usually  occurs  without  special  dan- 
ger or  difficulty,  except  when  the  fetus  is  held  in  the  rudi- 
mentary horn  of  a  markedly  double  uterus.  In  this  instance 
we  may  have  the  danger  of  rupture  of  the  uterine  wall,  no 
dilatation  of  the  imperfectly  developed  cervical  canal,  or  power- 
less labor  from  want  of  contractile  force  in  the  uterus  itself, 
either  of  which  conditions  may  necessitate  surgical  interfer- 
ence. 

Out  of  a  number  of  cases  showing  in  a  greater  or  less  degree 
the  malformations  under  discussion,  I  have  selected  four  which 
seem  to  me  to  possess  enough  of  value  and  interest  to  make 
them  worthy  of  presentation  to  your  Society. 

Case  I.  Pregnancy  in  Both  Cavities  of  a  Bilocular 
Uterus;  Abortion. — This  case  was  seen  by  me  shortly  after 
graduation.  Mrs.  X.,  mother  of  several  children  and  about 
three  months  pregnant,  was  examined  by  a  prominent  spe- 
cialist at  his  office  because  of  uterine  cramps  and  bleeding, 
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He  found  an  ovum  protruding  from  the  dilated  os,  which  he 
removed,  and  packed  the  empty  uterine  cavity  with  gauze  to 
control  a  rather  free  bleeding.  He  asked  me  to  see  the  case 
the  next  day  and  remove  the  gauze,  stating  that  he  had  re- 
moved the  entire  ovum,  but  that  the  uterus  was  much  larger 
than  it  should  be,  probably  from  the  presence  of  a  soft  myoma. 
On  calling  the  next  day  I  was  surprised  to  find  the  woman 
having  quite  severe  pains  with  some  hemorrhage,  and  on  re- 
moving the  gauze  an  ovum  presented  itself.  Rather  surprised 
by  this  unexpected  event,  I  removed  the  ovum  with  the  finger 
and  the  curette,  and  found  by  digital  examination  what  seemed 
a  hole,  the  diameter  of  a  finger,  in  the  right  side  of  the  cervical 
canal.  A  sound  passed  into  this  showed  that  the  patient  had 
a  septum  dividing  her  uterus  into  two  cavities. 

Case  II.  Pregnancy  in  the  Bight  Cavity  of  a  Bilocular 
Uterus;  Abortion. — Mrs.  B.  S.,  German,  stout,  and  a  multi- 
para, consulted  me  in  June,  1890,  for  the  relief  of  bleeding  and 
uterine  pains,  and  stated  that  she  thought  she  was  pregnant  and 
aborting.  Examination  disclosed  a  uterus  enlarged  and  soft, 
as  if  from  a  pregnancy  of  eight  or  ten  weeks.  The  cervix  was 
soft  and  patulous,  and  there  was  a  slight  bloody  discharge. 
I  decided  that  the  uterus  should  be  cleaned  out,  but,  on  passing 
in  a  small  curette  and  ovum  forceps,  found  only  an  empty 
cavity.  Somewhat  puzzled,  I  packed  this  cavity  with  a  strip 
of  sterile  iodoform  gauze  and  sent  the  patient  home.  Her 
pains  continued,  and  the  next  day  I  examined  her  under  anes- 
thesia and  found  an  ovum  protruding  through  an  apparent 
hole  in  the  right  upper  part  of  the  cervical  canal.  This  ovum 
was  removed  with  some  difficulty,  and  her  pains  and  hemor- 
rhage ceased. 

Both  of  these  cases  were  of  pregnancy  in  the  more  rudimen- 
tary horns  of  bilocular  uteri,  and  are  interesting  because  of 
the  diagnostic  difficulties  they  presented  and  also  as  suggesting 
a  possible  explanation  of  certain  reported  cases  of  superfeta- 
tion. 

Case  III.  Double  Uterus,  Double  Vagina,  Retrohyme- 
neal  Atresia,  Bilateral  Hematometra  and  Hematocolpos. 
— E.  O.,  a  somewhat  anemic,  sallow,  slightly  built  girl  of  14^ 
years,  came  to  my  clinic  at  the  Polyclinic  on  November  3, 
1899,  complaining  of  pain  in  the  rectum  and  lower  abdomen. 
She  had  never  menstruated.  The  pain  had  begun  as  a  feeling 
of  distension  about  the  lower  pelvis,  which  had  been  felt  at  in- 
tervals for  several  months.     Five  weeks  before  she  had  had 


320  wells:  developmental  duplications  of 

severe  pain,  referred  to  the  rectum,  which  had  lasted  for  over 
two  weeks  and  then  gradually  disappeared.  She  then  had  no 
pain  for  a  week  and  a  half,  when  it  began  again  suddenly,  be- 
came more  severe,  and  was  felt  over  the  whole  of  the  lower 
abdomen.  The  interval  from  the  beginning  of  one  attack  to 
the  other  was  nearly  four  weeks.  Besides  the  pains  the  girl  had 
suffered  for  several  months  from  dizziness  and  general  malaise. 

She  was  at  once  anesthetized  with  nitrous  oxide  gas  and  ex- 
amined. Her  general  configuration  was  that  of  a  boy  and  the 
arms  and  legs  were  unusually  hairy.  The  breasts  were  small 
but  feminine.  The  lower  abdomen  was  somewhat  distended 
by  a  solid  mass  whose  upper  border  was  flat  rather  than 
rounded.  The  percussion  note  over  the  tumor  was  flat.  On 
vaginal  examination  it  was  seen  that  there  was  a  hymen  with 
a  small  opening  on  either  side  of  a  central  perpendicular  sep- 
tum. Behind  the  hymen  and  closely  applied  to  it  was  a  thick 
layer  of  tissue  which  occluded  the  vaginal  openings.  It  was 
noticed  that  there  was  a  prominent  fluctuating  area  extending 
from  the  centre  laterally  well  under  the  labium  ma  jus  on  either 
side.  These  conditions  made  it  fairly  certain  that  we  had  to 
deal  with  a  vagina  and  uterus  distended  with  retained  men- 
strual blood  and  with  more  or  less  of  a  vaginal  septum.  A 
crucial  incision  was  made  through  the  distended  hymeneal 
membrane  on  either  side,  the  flaps  removed,  and  the  vaginal 
mucosa  and  hymeneal  edges  united  with  catgut  sutures. 
Over  a  quart  of  reddish-brown  fluid  like  thick,  smooth  choco- 
late was  evacuated  at  once.  This  fluid  continued  to  drain 
away  for  the  following  twelve  hours,  and  there  was  a  slight 
pinkish  flow  for  a  week.  Digital  examination  showed  that 
there  were  two  apparently  distinct  uteri,  both  widely  dilated, 
and  two  vaginal  canals  separated  by  a  thick,  fleshy  septum. 
After  this  the  vagina  was  irrigated  and  the  patient  put  to  bed. 
There  was  but  little  reaction,  only  moderate  cramp-like  pains 
for  about  twenty-four  hours,  and  a  rise  of  temperature  to 
99^°  F.  for  several  days.  Treatment  consisted  only  in  irriga- 
tion four  times  daily  with  hot  normal  salt  solution,  and  the 
administration  of  moderate  doses  of  strychnia  and  ergot  to 
hasten  the  somewhat  tardy  contraction  of  the  over  distended 
uteri. 

Examination  two  months  later  showed  that  the  vaginte  had 
contracted  to  half  of  their  previous  diameter.  The  uterine 
horns  were  small  but  distinct,  the  cervices  small  and  united  to 
each  other  by  a  transverse  band  at  the  vagino-cervical  junc- 
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tion.  The  girl  had  menstruated  twice,  having  no  pain  and 
losing  a  normal  amount  of  blood.  Her  general  condition  was 
much  improved. 

A  double  atresia  with  double  vagina  and  double  uterus  like 
the  above  is  extremely  rare,  and  I  have  been  able  to  find  only 
one  other  recorded  case,  that  reported  by  Neudorfer  in  an  in- 
augural dissertation  at  Tiibingen  in  1873. 


Fig.  1. — Section  through  both  horns  ia  author's  case  of  pregnancy  in  the  rudimentary 
horn  of  a  bicornate  uterus,  showing  location  of  placenta,  position  of  fetus,  and  rela- 
tive thickness  of  pedicle  and  walls  of  pregnant  and  non-pregnant  horns.  In  the  specimen 
itself  the  cervical  canal  was  only  the  size  of  a  small  bristle  and  could  not  be  seen  macro- 
scopically. 

Case  IV.  Pregnancy  in  the  Right  Horn  of  a  Completely 
Bicornate  Uterus;  Supravaginal  Hysterectomy  of  the 
Pregnant  Side. — Mrs.  C.  I.,  a  well-built  Italian  woman,  mar- 
ried at  20,  now  28  years  of  age,  came  into  my  service  at  the 
New  York  Polyclinic  March  17,  1899.  She  had  menstruated 
regularly  since  the  age  of  15,  the  flow  coming  on  every  four 
weeks,  lasting  for  three  or  four  days,  being  moderate  in  quan- 
tity and  not  accompanied  by  any  unusual  pain.  Four  years 
21 
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after  marriage  her  first  child  was  born.  Two  other  pregnan- 
cies succeeded  this  in  rapid  succession,  the  youngest  child 
being  now  2  years  of  age.  Her  labors  were  easy  and,  so  far  as 
she  knows,  normal.  She  had  last  menstruated  in  the  early 
part  of  September,  1898,  and  now  supposed  herself  to  be  preg- 
nant about  six  months.  She  came  to  the  clinic  because  of 
unusual  cramp-like  pains  in  the  right  side  of  her  pelvis.  A 
little  questioning  elicited  the  fact  that  she  had  had  slight 
bleeding  from  the  vagina  at  irregular  intervals  for  the  preced- 
ing three  months.  She  had  felt  the  movements  of  the  child  up 
to  a  week  before  coming  to  the  clinic.  Since  that  time  she  had 
felt  no   movement,  but  the  cramp-like  pains  had  been  more 


Fig.  2.— Posterior  view  of  pregnant  horn  retracted  after  being  incised  along  its  inner 
border,  showing  membranes  intact  over  fetus. 

severe  and  there  had  been  an  intermittent  discharge  of  blood 
from  the  vagina.  She  was  a  well- developed,  fairly  well-nour- 
ished woman,  with  no  abnormality  outside  of  her  pelvis.  The 
breasts  were  of  fair  size  and  contained  milk.  The  abdomen 
was  distended  by  what  was  apparently  a  five  and  a  half 
months'  pregnancy.  Fetal  parts  could  be  felt,  but  no  move- 
ment was  detected  and  the  fetal  heart  could  not  be  heard.  The 
pelvic  floor  was  in  good  condition,  the  vagina  capacious.  The 
cervix  presented  a  large  laceration  and  was  much  less  soft 
than  was  expected  from  the  calculated  time  of  the  gestation. 
A  careful  palpation  determined  that  the  body  of  the  uterus, 
slightly  enlarged,  lay  to  the  left  side  and  in  front  of  the  gesta- 
tion  sac.     The  appendages  from   the   left  side  of  the  uterus 


THE   UTERUS   AND   VAGINA. 


823 


could  be  indistinctly  palpated,  but  on  searching  what  would 
normally  be  the  region  of  the  right  cornu  it  was  found  that 
there  was  a  deep  sulcus  between  it  and  the  pregnancy.  This 
sulcus  extended  nearly  down  to  the  vaginal  junction,  where  a 
pedicle,  not  over  three-fourths  of  an  inch  in  thickness  and  an 
inch  broad,  branched  off  from  the  uterus  and  could  be  palpated 
for  an  inch  or  more  until  it  expanded  into  the  pregnant  mass* 
The  recognition  of  this  deep  sulcus  dividing  the  tumor  from  the 
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Fig.  3.— Microscopic  section  through  the  apparently  imperforate  pedicle  of  the  preg 
nant  horn,  showing  the  minute  cervical  canal  with  its  plicated  walls  lined  with  columnar 
epithelia.    x  200  diameters. 

uterus  made  the  diagnosis  clear,  audit  was  evident  that  we  had 
a  pregnancy  in  the  less  well-developed  horn  of  a  uterus  bicornis 
unicollis.  The  sound  showed  the  depth  of  the  unimpregnated 
horn  to  be  about  three  and  a  half  inches,  and  no  opening  into 
the  right  uterus  could  be  found.  Believing  it  impossible  that 
the  woman  could  be  delivered  safely  through  the  narrow  pedi- 
cle, I  thought  it  best  to  remove  the  right  uterus  by  abdominal 
section.  The  diagnosis  and  the  indication  for  operative  inter- 
ference were  strongly  doubted   by  several  medical  men  who 
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were  present,  but  the  patient  was  admitted  to  the  hospital,  and 
three  days  later  I  removed  the  right  uterus  and  confirmed  both 
the  diagnosis  and  the  indication. 

The  tumor  was  exposed  by  a  median  incision,  lifted  out  of 
the  abdomen,  the  tissues  of  the  right  broad  ligament  tied  off 
with  kangaroo  tendon,  the  slender  cervical  pedicle  ligated  and 
divided,  the  small  stump  covered  over  with  peritoneum,  and 
the  abdomen  closed.  The  succulence  and  softness  of  the  tis- 
sues made  the  whole  procedure  very  easy.  The  left  uterus, 
ovary,  and  tube  were  normal  and  were  not  disturbed.  Con- 
valescence was  rapid  and  absolutely  uneventful.  The  horn 
removed  was  a  rounded,  ovoid  mass  5^  inches  in  diameter  and 
7  inches  in  length. 

An  examination  of  the  specimen  shows  a  thick- walled,  mus- 
cular uterus  with  an  ovary  and  tube  attached  to  its  right  upper 
portion  and  a  very  slender,  apparently  imperforate  pedicle 
connecting  it  with  the  cervix  of  the  left  horn.  This  uterus 
contained  a  small  male  fetus  of  five  and  a  half  months'  devel- 
opment, with  normal  placenta  and  cord  and  nine  and  a  half 
ounces  of  liquor  amnii.  As  no  cervical  canal  could  be  seen, 
a  section  was  cut  from  the  cervical  pedicle,  stained,  and  exam- 
ined under  the  microscope.  After  some  searching  the  cervical 
canal  was  found,  it  having  a  diameter  only  equal  to  that  of  a 
large  bristle,  and  being  distinguished  from  a  lymph  space  or 
blood  vessel  by  a  lining  of  columnar  epithelium  and  by  the 
plication  of  its  walls  (Fig.  3). 


A  review  of  the  literature  of  the  past  decade  shows  many  re- 
ported cases  of  the  anomalies  we  are  considering,  but  many  are 
described  so  loosely  that  the  exact  extent  of  the  deformity  is 
left  in  doubt. 

Th3  appended  cases  have  been  divided  into  four  categories: 

(1)  Cases  of  double  uterus  or  vagina  without  complications; 

(2)  cases  of  retention  accidents;  (8)  cases  of  pregnancy  deliv- 
ered through  the  natural  passages;  (4)  cases  of  pregnancy  de- 
livered by  abdominal  section.  In  abstracting  these  cases  par- 
ticular attention  has  been  given  to  any  points  of  clinical 
interest,  and,  so  far  as  possible,  the  following  definitions  have 
been  adhered  to.  Uterus  Septus  means  a  uterine  body  with  a 
fundus  of  normal  shape  or  somewhat  broadened,  but  with  an 
antero-posterior  septum  dividing  its  cavity  into  two;  this 
uterus  usually  has  one  cervical  opening,  but  may   have  two 
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(Fig.  8).  uterus  Arcuatus  has  the  middle  of  the  fundus 
depressed  and  more  or  less  of  a  septum  (Fig.  5).  In  Uterus 
Bicornis  the  two  horns  are  more  or  less  perfectly  separated, 
but  are  joined  to  one  cervix  (Fig.  6).  In  Uterus  Duplex  the 
two  horns  are  completely  separated,  and  there  are  two  sepa- 
rate cervices,  united  at  the  vaginal  junction  only  by  a  band  of 
connective  tissue  (Fig.  7).  In  Uterus  Didelphys  the  separa- 
tion is  complete;  this  last  form  is  extremely  rare. 

CASES    OF    DOUBLE     UTERUS    AND   DOUBLE   VAGINA  WITHOUT 
COMPLICATIONS. 

5.  Tannen,  A.     Uterus  Duplex. — Mrs.  E.,  age  26,  married 
two   years;    menstruated  for  the  first  time  in   her  twentieth 


Fig.  4, — Diagram  of  normal  uterus. 

year,  profusely  and  at  intervals  of  four  and  five  weeks. 
Menstruation  became  still  more  profuse  after  marriage,  since 
which  time  she  has  had  an  intermenstrual  discharge  and  pain 
in  back  and  abdomen. 

Examination  showed  a  wide  vagina  with  no  apparent  cer- 
vix, but  in  the  vaginal  vault  were  two  dimpled  openings  2 
centimetres  apart.  A  sound  in  the  right  os  entered  a  sharply 
retroverted  soft  uterine  body.  The  sound  in  the  left  os  passed 
into  a  smaller,  harder  body  lying  in  an  anteverted  position. 
Right  ovary  smaller  than  normal;  left,  size  of  a  plum.     Men- 
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struationljoccurred  only  from  the  left  uterus.     (Centralblatt 
fur^Oyndkologie,  Leipzig,  1892,  xvi.,p.  51.) 

6.  Bombard,  O.  Uterus  Duplex,  Vagina  Duplex. — Patient 
26  yearSiTold;  menstruated  regularly  from  fourteenth  year. 
Came  under  observation  because  of  sterility.  She  had  a  double 
vagina,  with  a  small  cervix  in  each  fornix.  The  uterine  bodies 
weretseparated^from  each  other  and  infantile  in  development. 
{Centralblatt  filr  Gynakologie,  1897,  xxi.,p.  IJfilt-.) 

7.  Francaviglia,  Mario  Condorelli.  Uterus  Duplex. — Patient 
18  years ^old; 'menstruated  at  15;  menses  normal.  Coitus  in 
instances  painful  and  accompanied  by  loss  of  blood.  Never 
pregnant.     Two  vaginae  found.     Two  cervices,  double  fundus. 


Fig.  5.— Diasrram  of  uterus  arcuatus.    Septum  may  extend  a  variable  distance  toward 
cervix. 

No    symptoms  given.     {Giotmale    Italiano    delle   Malattie 
Veneree,  1889,  p.  J^6.) 

8.  Prof.  Cuzzi's  clinic,  A.  Cioja,  assistant.  Uterus  Duplex, 
Vagina  Duplex,  in  a  Fetus. — Patient  46,  peasant;  Xllpara; 
pregnant  and  under  observation  in  hospital  because  of  neph- 
ritis with  cardiac  complication.  Labor  began  eighth  month; 
more  tedious  than  usual  in  premature  labor.  Much  loss  of 
blood  observed  between  contractions.  Presenting  head  ap- 
peared to  be  carried  back  by  some  elastic  force  between  con- 
tractions. Fetus  extracted,  dead.  Cause  of  dystocia  found 
to  be  an  abnormal  distension  of  the  fetal  abdomen,  which  was 
35   centimetres  in  circumference.     Further  excessive  hemor- 
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rhage.  Adherent  placenta  removed  by  physician.  Found  to 
be  seat  of  serious  degeneration  process.  Fetus  found  to  have 
double  uterus  and  vagina.  ( Gazzetta  Aegti  Orpedati,  1891, 
p.  670.) 

9.  Scialdoni,  Alessandro.  Uterus  Duplex,  Vagina  Duplex. — 
Patient  23,  prostitute.  Treated  for  blenorrhagia.  Menstrua- 
tion regular.  Double  vagina,  double  uterus  and  cervix.  No 
clinical  symptoms.  {Giornale  Inter nazionale  delle  Scienze 
Mediche,  1891,  p.  534.) 
10.  Dr.    Nitot.      Uterus  and  Vagina  Duplex. — Patient  34 


Fig.  6.— Diagram  ofjuterus^bicornis.    One  horn,  usually  the  right,  is  often  rudinnentary. 


years;  married;  has  never  been  sick,  never  pregnant.  Has 
had  leucorrhea  for  a  few  weeks,  pain  over  the  lower  abdomen, 
and  pain  on  urination.  Her  attending  physician  found  a  pain- 
ful mass  on  left  side,  which  he  supposed  to  be  cystic  salpingitis. 
Nitot,  called  in  consultation,  found  a  double  vagina  and  uterus. 
There  was  also  some  catarrhal  salpingitis.  Patient  menstru- 
ated from  both  sides.  {Sociefe  Obstetrique  de  Paris,  Bull,  et 
Mem.,  1891,  p.  218.) 

11.  Swope,  Samuel  D.  Double  Uterus  and  Vagina. — Patient 
was  37  years  old  and  had  been  married  six  years.  She  was 
sterile  and  applied  for  treatment  for  metrorrhagia.  She  had 
a  divided  vagina  and  double  uterus.     Curetting  the  left  uterus 
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relieved  the  patient.     No  other  symptoms  given.     {Medical 
News,  Ixvi. ,  p.  391. ) 

12.  Sibert,  M.  Double  Vagina  and  Uterus. — Patient  a 
prostitute  of  17^  years.  External  genitalia  normal.  Menses 
occurred  from  both  sides  simultaneously.  {La  France  Medi- 
cale,  Januarii  S,  .1897.) 

13.  Sprigg,  William  M.  Bicornate  Uterus. — Patient  white, 
unmarried,  30  years  old.  Came  for  treatment  for  incontinence 
of  urine,  which  has  existed  almost  continuously  since  child- 
hood. Otherwise  health  good.  First  menstruation  at  13. 
Patient's    physical    development    good;    figure    symmetrical. 


Fig.  7.— Diagram  of  uterus  duplex  and  vagina  duplex. 

with  no  disposition  to  lateral  broadening  of  the  body,  as  is  said 
to  sometimes  occur  with  uterus  bicornis.  External  genitals 
normal.  Double  vagina  and  uterus.  Left  horn  of  fundus  a 
little  to  left  of  median  line  and  smaller  than  its  fellow.  Right 
horn  of  fundus  united  to  its  fellow  throughout  the  greater 
part  of  its  length,  and  then  fundus  deflected  at  an  obtuse  angle 
to  right  side.  The  fact  that  incontinence  of  urine  was  most 
distressing  for  a  week  prior  to  and  week  following  menstrua- 
tion led  Sprigg  to  believe  that  there  must  be  some  association 
between  the  two  conditions.  The  anterior  attachment  of  the 
vaginal  septum  extended  from  between  the  double  cervix  to  a 
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point  in  the  anterior  vaginal  wall  just  under  the  sphincter 
muscle  of  the  bladder.  Patient  menstruated  one  month  from 
one  side  and  the  next  from  the  other.  (The  American  Jour- 
nal OF  Obstetrics,  1895,  p.  78.) 

14.  Heitzmann.  Uterus  and  Vagina  Duplex. — In  a  girl 
of  23,  treated  for  leucorrhea,  a  septum  divided  the  vagina  into 
two  unequal  parts,  each  of  which  contained  a  normal  though 
small  cervix,  left  one  measuring  5  centimetres,  right  one  4|^ 
centimetres  with  its  respective  uterine  body.  Small,  bridge- 
like mass  united  these  two  uteri  at  the  level  of  the  internal  os. 
Both  ovaries  normal,  though  small.  {Dos  Santos,  Zeitsclirift 
fiir  Gehurtsliitlfe  und  Oynakologie,  No.  H,  p.  IJfi.) 


Fig.  8. — Diagram  of  uterus  septus  and  vagina  duplex. 


15.  Schlutius,  K.  Uterus  Septus,  Double  Vagina. — A.  H., 
21  years  old;  has  always  menstruated  irregularly  and  pain- 
fully since  her  fifteenth  year.  At  the  introitus  vaginae  a  pro- 
truding vertical  septum  2  millimetres  thick  separated  two 
vaginae,  each  with  its  perforate  hymen.  Though  narrow,  each 
vagina  contained  a  conical  cervix  with  os.  The  left  cervix 
was  the  smaller  and  convergent  toward  the  right.  Sounds 
demonstrated  a  septum  between  the  cervices  reaching  to  about 
the  middle  of  the  uterus,  where  there  was  a  defect  or  opening. 
Above  this  opening  the  septum  was  perfect  again.  Left  uterus 
measured  6  centimetres,  the  right  8  centimetres.  The  sound, 
entering  the  left  uterus,  passed  to  the  left;  on  the  right  it 
turned  toward  the  right.     Bimanually  the  uterus  was  found 
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to  be  anteverted,  with  a  saddle-like  depression  at  the  fundus. 
Right  tube  and  ovary  were  normal;  the  left  were  under-de- 
veloped. Menstrual  pain  was  felt  on  the  left  side.  {Central- 
blatt  fur  Gijniikologie,  1S98,  xx..,p.  ^36.) 

16.  Munde,  Paul.  Uterus  Septus,  Vagina  Duplex . — A  girl 
of  23  complained  of  intense  dysmenorrhea,  from  which  she  had 
suffered  for  twelve  years.  Had  been  treated  by  a  gynecolo- 
gist by  dilatation  and  faradism  without  benefit.  Her  family 
physician  accidentally  discovered  that  there  were  two  vaginae, 
two  cervices,  two  distinct  cavities  in  the  uterus,  all  less  well 
developed  on  the  left  side.  She  menstruated  from  both  uteri; 
the  flow  was  not  excessive.  Munde  excised  the  septum  in  the 
vagina,  divided  the  uterine  septum,  dilated  and  packed  the 
uterus  with  gauze.  Patient  was  entirely  relieved  from  her 
pains.  (The  American  Journal  of  Obstetrics,  xxvii., 
No.  S,  189.) 

17-18-19.  Edebohls,  George.  Three  Cases  of  Uterus  Sep- 
tus.— I.  Cirrhosis  of  left  ovary.  Movable  right  kidney.  Neph- 
rorrhaphy,  curettement,  removal  of  left  ovary  and  tube,  and 
ventrofixation  of  uterus  performed  at  one  sitting.  Double 
uterus  discovered  during  curettement.     Uneventful  recovery. 

II.  Patient  26,  married.  Patient  has  never  been  ill  in  her 
life.  Menstruation  at  14,  regular  and  painless.  One  child. 
Miscarriage  at  eight  to  ten  weeks,  followed  by  free  bleeding, 
fever,  and  mild  sepsis.  Patient  etherized  for  emptying  and 
cleansing  of  uterus.     Double  uterus  discovered. 

III.  Patient  26,  married  a  year;  well  up  to  two  years  ago, 
when  she  had  leucorrhea,  metrorrhagia,  and  bearing-down 
pains.  Had  uterus  curetted,  and  symptoms  disappeared.  Six 
months  ago  reappeared  with  pain  in  back  and  both  inguinal 
regions.  Diagnosis  of  double  uterus  made  by  palpation. 
Curetting  confirmed  the  diagnosis.  Celiotomy  was  performed 
to  lift  the  heavy,  retroverted  uterus  out  of  the  pelvis  and 
attach  its  fundus  to  the  anterior  abdominal  wall.  Perito- 
neum found  to  be  studded  with  fresh  miliary  tubercles  and 
some  in  degeneration.  Tubercles  on  tubes,  ovaries,  and  ute- 
rus. Total  extirpation  of  uterus  and  adnexa  done.  Patient 
left  hospital  on  twenty-eighth  day  after  operation.  {Medical 
Press  and  Circular,  1895,  ii. ,  p.  155. ) 

20.  Currier,  Andrew  F.  Bicornate  Uterus. — Patient  mar- 
ried woman  of  25;  thin  and  poorly  nourished.  Consulted  be- 
cause of  hemorrhoids.  Has  had  five  children.  Her  labors  were 
tedious  and  last  three  breech  presentations.     No  miscarriages. 
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Menses  began  at  16,  painless,  scanty,  regular,  last  two  days. 
At  an  abdominal  section  for  releasing  retroflexed  and  adherent 
uterus  the  right  ovary  and  tube  were  removed.  Examining 
what  was  supposed  to  be  the  distended  rectum,  a  tube  and 
ovary  were  found  proceeding  from  its  outer  side,  and  it  was 
seen  that  there  was  a  bicornate  uterus.  The  structures  were 
drawn  upward  into  the  wound  and  the  diagnosis  verified.  The 
two  uteri  were  symmetrical,  pear-shaped,  2^  inches  from  top 
of  fundus  to  the  bottom  of  the  wide  sulcus  separating  them, 
and  each  in  all  respects  like  a  well-developed  uterine  body,  ex- 
cept that  the  inner  side  of  each  was  perfectly  smooth,  without 
a  projection  or  appendage.  The  round  ligaments  were  short- 
ened according  to  Wylie's  method.  Patient  made  a  good  re- 
covery; health  now  much  better  than  it  has  been  for  a  long 
time.  (Annals  of  Gynecology  and  Pediatrics,  1889-90,  Hi,, 
p.  SSI.) 

21.  Meyer.  Uterus  Bicornis. — In  this  case  the  rudimentary 
horn  was  on  the  right  side.  {Centralblatt  filr  Gyndkologie, 
1898,  XX.,  p.  566.) 

22.  Doleris.  Uterus  Bicornis. — Patient  had  total  hysterec- 
tomy. Uterus  found  to  be  double.  Symptoms  for  which 
removed,  double  sciatica  and  paraplegia  with  pain  and  dys- 
pareunia.  No  symptoms  given.  (Nouvelles  Archives  d'Ob- 
stetrique  et  de  Gynecologie,  1880,  p.  687.) 

23.  Munde,  Paul.  Uterus  Bicollis,  Unicorporeus. — Patient 
middle  age;  married  ten  years.  In  third  year  of  marriage  had 
premature  labor  at  sixth  month.  Two  miscarriages  since  from 
accidental  causes.  Had  erosion  of  os  and  leucorrhea,  for 
which  Munde  treated  her  when  he  discovered  the  abnormality. 
(The  American  Journal  of  Obstetrics,  1878,  ii.,p.  575.) 

CASES   OP  retention  ACCIDENTS    IN   DOUBLE   UTERI   AND 
DOUBLE  VAGINA. 

24.  Gusserow.  Pyocolpos  Lateralis  and  Pregnancy;  Ute- 
rus Duplex. — Miss  B.,  age  21;  menstruated  painfully  and 
irregularly  from  her  nineteenth  year.  The  last  menses  were 
on  March  17,  1889;  since  then  she  has  had  a  profuse  discharge, 
which  has  become  very  offensive  during  the  last  three  weeks. 
There  is  a  history  of  a  previous  amenorrhea  lasting  three 
months,  in  which  the  menses  were  replaced  by  a  mucous  flow. 
The  vagina  is  narrow,  the  uterus  enlarged,  the  cervix  small 
and  turned  toward  the  back,  the  os  elliptical,  discharging  fetid 
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pus.  The  finger  can  be  passed  into  the  uterine  cavity,  which 
is  empty  and  turned  toward  the  left.  The  pus  escapes  from  a 
small  opening  which  was  probably  made  by  the  point  of  the 
forceps  in  the  right  wall  of  the  cervix,  as  what  is  probably  the 
original  opening  is  found  higher  up.  As  the  uterine  enlarge- 
ment was  toward  the  right,  and  the  empty  cavity  found  was 
toward  the  left,  the  diagnosis  of  double  uterus  with  closure  of 
the  right  side  was  made.  The  cervix  was  split  laterally. 
After  escape  of  much  foul  pus,  although  not  in  the  quantity 
expected,  the  size  of  the  uterus  remained  about  the  same.  The 
finger  could  not  reach  the  fundus,  and  received  the  sensation 
of  meeting  a  foreign  body.  Pus  continued  to  flow,  and  there 
was  fever  and  hemorrhage.  The  uterus  was  curetted  eleven 
daj^s  later,  bringing  to  light  a  three  months'  fetus.  The  origin 
of  the  pus  was  inexplicable.  Early  in  the  case  a  protrusion  of 
the  right  side  of  the  vaginal  wall  had  been  noticed;  on  press- 
ing this,  pus  welled  from  the  cervix.  Passing  the  finger  into 
the  cervix,  and  from  thence  into  the  uterus  on  the  right  side, 
there  was  found  in  the  vicinity  of  the  internal  os  a  smooth- 
walled  cavity  leading  downward  toward  the  labium  minus. 
This  cavity  was  filled  with  pus  and  proved  to  be  the  right  va- 
gina. The  septum  when  excised  was  smooth  and  pale  on  one 
side,  red  and  redundant  on  the  other,  corresponding  to  the 
closed  vagina. 

The  patient  on  discharge  had  a  wide  vagina  with  some  rem- 
nants of  excised  septum,  a  voluminous,  widely  cleft  cervix, 
on  entering  which  the  finger  impinged  on  the  septum  dividing 
the  uterus.     (Charite  Annalen,  Berlin,  1890,  xv.,  p.  618.) 

?.5.  Halter,  G.  Uterus  Didelphys;  Hematocolpos,  Hemato- 
metra,  Hematosalpinx. — M.  A.,  age  24,  married  six  months; 
menses  first  at  16,  every  four  weeks,  always  painful,  lasting 
two  days.  For  ten  days  the  patient  has  noticed  a  swelling  of 
the  abdomen,  with  pain. 

Examination  shows  a  smooth  tumor,  painless  on  pressure, 
reaching  to  umbilicus  on  the  right  side.  From  this  a  smaller 
tumor,  round,  somewhat  movable,  diverges,  producing  itself  a 
prominence  in  the  abdomen.  A  fluctuating  tumor  the  size  of 
a  small  Qg<g  protrudes  from  the  right  vaginal  wall,  pushing 
back  the  labia  minora.  An  unruptured  hymen  encircles  this 
tumor.  The  vagina  is  very  narrow,  passes  toward  the  left, 
and  contains  a  small,  round  cervix  discharging  purulent 
matter.  Incision  into  the  vaginal  tumor  reveals  a  double 
genital  system  with  atresia  of  the  right  vagina,  causing  hema- 
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tocolpos,  hematometra,  and  hematosalpinx  of  that  side.  The 
operation  was  followed  by  a  sanguineous  flow  lasting  for 
fourteen  days.  Examination  when  discharged  shows  vaginae 
to  be  separated  by  a  thick  and  fleshy  septum  just  reaching  the 
hymen.  Both  uteri  are  about  the  same  size;  cervix  of  diseased 
side  is  still  patulous;  the  hematosalpinx  has  disappeared. 
The  uterine  bodies  are  widely  divergent  from  one  another, 
but  the  cervices  are  intimately  connected.  All  abdominal 
pressure  was  carefully  avoided  during  and  after  the  operation. 
To  avoid  vomiting,  no  ether  was  given.  {Wiener  Medi- 
zinische  Presse,  1892,  xxxi.,p.  Jf9.) 

36.  Sicherer,  O.  v.  Uterus  Bicornis,  Bicollis;  Pyometra 
and  PyoGolpos  Lateralis. — S.  P.,  18^^  years  old;  menses  first 
at  14  years  and  9  months,  appearing  every  two  weeks  the  first 
year,  but  now  at  intervals  of  five  to  six  weeks.  From  lasting 
three  to  four  days  in  the  beginning,  last  from  two  to  fourteen 
now,  but  never  profuse.  With  each  period  there  is  severe 
abdominal  pain,  not  entirely  ceasing  in  the  intermenstrual 
period.  A  tumefaction  at  right  side  of  perineum,  first  ob- 
served some  years  ago,  has  gradually  increased  in  size.  This 
tumor,  after  a  puncture  had  discharged  a  large  quantity  of 
blood,  had  refilled  after  some  months  and  then  ruptured  spon- 
taneously with  same  result,  to  which  was  added  a  purulent 
discharge,  which  later  became  fetid.  Examination  showed  a 
narrow  vagina,  the  os  and  cervix  normally  placed,  uterus 
leaning  toward  the  left;  tumor  in  right  side  of  vagina,  which 
near  the  cervix  reaches  size  of  a  man's  fist.  An  incision  of 
the  bulging  vaginal  wall  made  a  permanent  opening.  At  next 
menstruation  blood  was  seen  to  flow  from  both  vaginae.  The 
septum  was  very  fleshy,  the  uterine  bodies  widely  separated. 
The  cervix  in  atresic  vagina  cannot  be  seen,  but  can  be 
palpated.  The  uterine  bodies  turn,  one  toward  the  right,  the 
other  toward  the  left.  {Arcliiv.  fur  Gyndkologie,  Berlin, 
1892,  xl,  p.  339.) 

27.  Lochlein,  H.  Uterus  Didelpliys;  Hematometra  et 
Hematosalpinx. — K.  D.,  18  years  old;  first  menstruated  at 
16,  and  since  then  painlessly  and  fairly  regularly.  For  one 
year  she  has  had  pain  in  abdomen  during  periods  of  two  to 
three  days.  Lower  part  of  abdomen  has  also  increased  in  size. 
On  examination  a  cystic  tumor  is  found,  reaching  from  pelvis  to 
utnbiliciis.  A  uterus,  turned  toward  the  left,  is  united  by  a 
baud  of  the  thickaess  of  a  thumb  to  the  general  mass.  At  the 
side  of  the  cervix  on  the  right  side  is  a  sausage-shaped  tumor 
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reaching  to  below  the  middle  of  the  vaginal  wall.  The  left 
ovary,  somewhat  thickened,  can  be  felt  near  the  left  border  of 
the  uterus. 

An  abdominal  section  showed  the  right  tube  filled  with  al- 
tered blood  and  distended  to  the  size  of  a  child's  head.  This 
tube,  intimately  connected  by  adhesions  to  surrounding  tis- 
sues and  also  to  the  vermiform  appendix,  was  removed,  to- 
gether with  the  distended  uterine  body  to  which  it  led,  as  there 
was  no  communication  between  this  uterus  and  the  single 
vagina,  it  ending  in  a  bed  of  connective  tissue  more  than 
a  finger's  breadth  removed  from  the  vagina.  This  isolated 
uterus  was  better  developed  than  its  neighbor  with  a  va- 
gina. {Centralblatt  fur  Oynakologie,  Leipzig,  189 J/.,  xvi,, 
p.  997.) 

28.  Martens.  Uterus  Bicollis,  Unicorporeus;  Atresia  of 
One  Cervix. — Patient  is  26  years  old;  first  menstruated  at  14, 
at  first  every  two  weeks,  later  every  six  to  eight  weeks.  Has 
been  married  one  and  a  quarter  years,  and  has  only  men- 
struated three  or  four  times  within  that  period.  The  upper 
part  of  the  vagina  is  separated  into  two  pockets  by  a  septum 
one-quarter  centimetre  thick.  In  each  pocket  is  a  cervix,  the 
one  on  the  left  being  the  larger.  Through  the  rectum  a  long, 
narrow  body  can  be  felt  with  ovaries  and  tubes  on  each  side. 
A  sound  enters  uterus  from  left  cervix,  reaching  an  anteverted 
uterus  6  J  centimetres  long.  Sound  could  not  be  passed  through 
smaller  cervix.  Removal  of  septum  would  facilitate  concep- 
tion. {Centralblatt  fur  Gyndkologie,  Leipzig,  1894,  xvii., 
p.  1001.) 

29.  Mackenrodt.  Uterus  Duplex,  Atresia  Colli. — The  spe- 
cimen shown  was  a  left  uterus  which  was  embedded  in  connec- 
tive tissue  without  any  connection  with  the  normal  uterus  of 
the  right  side.  This  uterus  is  remarkable  because  of  its  fetal 
development,  long  cervix,  short  body. 

Muscular  layers  are  well  developed;  cavity  contained  a 
hematometra.  This  organ  was  removed  because  there  was  no 
outlet  for  its  contents  and  because  of  the  severe  and  almost 
continuous  suffering  of  the  patient.  {Zeitschrift  fur  Geburts- 
hiilfe  und  Gyndkologie,  Stuttgart,  1896,  xxxv.,  p.  302.) 

30.  Winter.  Hematometra  in  Rudimentary  Horn  of  Ute- 
rus Bicomis. — A  patient  23  years  old  had  menstruated  pain- 
fully since  her  sixteenth  year.  Since  the  nineteenth  year  the 
pain  had  increased.  A  rudimentary  uterine  horn  was  mistaken 
for  a  dermoid  growth  and  removed.     The  tube  of  that  side  had 
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an  open  end,  but  was  not  well  developed.  {C entralhlatt  filr 
Gyndkologie,  1898,  xxi.,p.  508.) 

31.  Galabin,  Alfred.  Double  Uterus;  Hematocolpos  Lat- 
eralis; Death. — An  unmarried  patient  of  15  had  severe  dys- 
menorrhea. Menses  had  appeared  the  year  before,  were  fairly 
regular,  but  a  little  over-time.  They  lasted  three  to  seven 
days,  were  rather  profuse,  but  no  clots  or  pieces  of  membrane 
were  passed.  There  was  pain  before  flow,  but  more  severe 
during  flow;  central,  and  felt  in  hypogastrium  and  back;  in- 
termittent and  agonizing.  Nausea  and  retching  with  nervous 
or  hysterical  symptoms.  No  enlargement  of  abdomen.  For 
several  months  slight  pain  between  periods. 

Under  anesthesia  a  double  uterus  was  found.  The  right 
side  admitted  probe  freely.     A  puncture  was  made  to  left  of  os. 


Fig.  9.— Mund6's  case  of  right  hematometra    and  hematocolpos  with  vagina  duplex 
and  uterus  septus. 

and  after  the  trocar  had  punctured  a  thick  wall  ten  ounces  of 
treacly  fluid  escaped.  Did  not  wash  out  cavity  for  fear  of  ex- 
citing spasmodic  contractions.  Patient  was  relieved  after  ope- 
ration, but  remained  too  hyperesthetic  to  allow  of  syringing  out 
the  cavity.  Temperature  rose.  Parent  and  friends  refused 
anesthesia  to  wash  out  cavity  until  seventh  day.  Semi-puru- 
lent matter  found.  Temperature  high.  On  twelfth  day  patient 
complained  of  severe  pain;  vomited  everything  she  took. 
Collapse.  Death.  {Transactions  of  the  Obstetrical  Society 
of  London,  1882,  xxiv.,  p.  21.) 

32.  Munde,  Paul.  Uterus  Septus,  Vagina  Duplex;  Right 
Hematocolpos  and  Hematometra. — Well-formed  woman  of 
23  complained  of  abdominal  pain  at  intervals  for  several  years. 
Menstruation  began  in  her  seventeenth  year  and  had  been 
normal  in  amount.     A  bluish  tumor  was  found  on  right  side 
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of  vagina,  which  pushed  the  intact  hymen  to  the  left.  This 
tumor  extended  above  the  pubes,  where  it  appeared  the  size  of 
a  clenched  fist.  There  was  an  indistinct  fluctuation.  The 
septum  was  excised  from  vulva  to  fundus  and  the  bleeding 
edg^s  of  the  vaginal  walls  united  with  catgut.  Serious  hem- 
orrhage from  vaginal  wound  occurred  on  fifth  day,  but  fur- 
ther recovery  was  uneventful.  (The  American  Journal  of 
Obstetrics,  xxvii.,  Xo.  S,  isus.) 

33.  Blanc,  Edmund.  Bilocular  Uterus;  Hematometra. — A 
girl  IS  years  old  applied  for  treatment  for  dysmenorrhea  and 
pelvic  tumor.  Had  had  only  three  menstrual  periods.  Symp- 
toms appeared  with  first  menses.  There  was  anal  tenesmus, 
with  agonizing  pain  like  pelvic  peritonitis,  syncope,  nausea, 
and  vomiting.  Diagnosis  of  hematometra  and  bilocular  ute- 
rus. Operation  through  vagina  with  a  ''trocar-sonde"  al- 
lowed dark,  viscid  blood  to  escape  and  resulted  in  complete 
relief  of  patient,  whose  menstruation  became  regular  and 
painless.     {La  Loire  Medicale,  1895,  p.  3. ) 

34.  Berlin,  Fanny.  Uterus  Didelphijs;  Atresia  of  Right 
Cervical  Canal,  and  Retention  Cyst;  Death. — A  girl  of  15, 
who  had  begun  to  menstruate  at  12  years,  was  always  regular, 
flowing  for  five  days.  She  had  much  pain,  beginning  with 
the  appearance  of  the  flow  and  lasting  for  two  or  three  days. 
Her  general  health  was  good.  She  came  to  hospital  for  three 
menstrual  periods,  when  her  pain  was  found  to  be  agonizing 
and  controllable  only  by  morphine.  After  a  consultation  of 
physicians,  the  majority  held  that  there  was  a  tumor  of  the 
right  ovary.  Dr.  Berlin  felt  per  vaginam  a  small  tumor,  the  size 
of  a  tangerine  orange,  lying  in  the  right  cul-de-sac,  apparently 
distinctly  separate  from  the  body  of  the  uterus,  which  was 
pushed  to  the  left.  A  small  virginal  cervix,  which  moved  with 
the  uteras  in  the  left  cul-de-sac,  was  felt  per  vaginam.  The 
tumor  seemed  movable,  not  very  sensitive  to  the  touch,  and  lay 
so  low  that  it  seemed  as  if  it  might  easily  be  enucleated  per 
vaginam.  Several  months  later  patient  came  for  operation. 
She  was  nervous,  took  anesthetic  badly;  her  pulse  went  to  120 
and  never  came  down.  The  abdomen  was  opened  and  the 
supposed  tumor  found  deep  in  the  pelvis,  flexed  laterally  upon 
itself.  From  the  top  of  it  ran  a  Fallopian  tube,  and  under  the 
tube  in  the  folds  of  the  broad  ligament  lay  an  enlarged  ovary; 
to  the  left  of  this  body  was  another  similar  to  it,  only  normally 
anteverted,  with  a  tube  and  ovary  on  its  own  side.  A  probe 
passed  the  cervix  into  the  left  uterus.     Xo  cervix  belonging  to 
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the  right  uterus  could  be  felt  in  vagina,  but,  as  all  pain  was  lo- 
cated on  that  side  and  probably  due  to  the  enlarged  left  ovary, 
this  ovary  and  tube  were  removed,  the  uterus  straightened  on 
its  axis,  and  the  abdomen  closed.  Patient  died  on  third  day, 
apparently  of  heart  failure.  Autopsy  showed  two  completely 
separated  uteri.  {Annals  of  Gynecology  and  Pediatrics, 
1892,  v.,  p.  193.) 

35.  Lewers,  Arthur  H.  K".  Double  Uterus;  Hematometraj 
No  Vagina. — Reports  the  case  of  a  girl  of  17  who  had  never 
menstruated.  She  sought  advice  on  account  of  severe  pain  in 
hypogastric  region  and  lower  part  of  back.  Operation  showed 
total  absence  of  vagina  and  a  double  uterus,  each  half  of 
which  was  distended  by  retained  menstrual  blood.  An  arti- 
ficial vagina  was  created  and  kept  open  by  bougies  and  a  pes- 
sary. {Transactions  of  the  Obstetrical  Society  of  London, 
1896,  p.  327.) 

36.  Lebedew.  Uterus  and  Vagina  Duplex;  Hematome- 
tra  and  Heniatocolpos. — One  half  of  genital  canal  atresic,  with 
hematometra,  hematocolpos,  etc.  Patient  21  years  old;  has 
abdominal  pain,  recurring  every  three  weeks,  increasing  in 
severity,  finally  becoming  continuous.  Rectal  examination 
shows  fluctuating  mass  filling  vagina,  dividing  into  two  swell- 
ings above  the  pubes.  Incision  of  hymen  with  discharge  of 
blood.  Later  examination  shows  vagina  to  be  divided,  about 
one-half  inch  above  hymen,  into  two  vaginae,  each  containing 
a  cervix  with  uterine  bodies,  sound  measuring  4  and  4^  inches 
respectively.  Fingers  could  be  pressed  in  between  cervices  as 
well  as  uterine  bodies. 

37.  Freudenberg.  Single  Vagina,  Uterus  Duplex;  Right 
Hematometra;  Death. — Girl  of  15;  single  vagina  with  hema- 
tometra of  one  uterine  body.  Blood  withdrawn  by  puncture, 
canal  closing.  A  piece  of  tissue  was  removed  two  years  later 
to  make  a  permanent  opening.  Patient  died  of  peritonitis 
caused  by  rupture  of  tubal  cyst.  Uteri  were  entirely  separated . 
The  rectum  lay  between  them,  united  to  them  by  adhesions. 
Right  horn  had  contained  the  blood.  The  cervices  were  united 
by  triangular  plate  only,  bringing  the  lower  part  of  the  cervices 
close  together.  {Dos  Santos,  Zeitschrift  fiir  Geburtshulfe 
und  Gyndkologie,  No.  H,  p.  IJfi.) 

38.  Cullingworth,  Charles  J.  Uterus  Bicornis;  Hematome- 
tra.— Patient  28,  married  eight  years,  no  pregnancy.  Five 
years  ago  she  began  to  have  an  inoffensive  purulent  vaginal  dis- 
charge, which  would  cease  for  a  few  weeks  and  then  reappear. 
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A  year  later  this  discbarge  became  offensive.  Recently,  if  the 
discbarge  ceased  for  a  few  days,  sbe  became  very  ill  and  suf- 
fered from  beadacbe,  sickness,  faintness,  and  pains  in  tbe 
back  and  pelvis.  These  symptoms  were  relieved  when  the 
discharge  reappeared.  A  vaginal  examination  under  ether 
showed  very  offensive  pus  and  blood  issuing  from  the  cervix. 
The  sound  passed  a  normal  distance,  but  toward  the  left. 
Bimanually  a  mass  the  size  of  a  closed  fist  was  felt  extending 
upward,  behind  and  to  the  right  of  the  uterus.     It  was  at  first 


Fig.  10. — Cullingworth's  case  of  hematometra  in  uterus  duplex.  The  right  cervical 
opening  had  become  occluded  and  the  retained  fluid  broke  through  the  septum  between 
the  cervical  canals. 


thought  to  be  a  sloughing  fibroid  in  the  right  posterior  wall  of 
the  cervix,  but  indistinct  fluctuation  was  made  out  and  it  was 
determined  to  be  a  suppurating  cyst.  Abdominal  section 
showed  a  bicornate  uterus  with  each  horn  well  developed,  the 
right  being  larger,  more  globular  in  shape,  and  further  back 
in  the  pelvis  than  the  left.  A  soft  swelling  could  be  felt  below 
the  peritoneum  and  below  the  convergence  of  the  two  horns. 
The  abdomen  was  closed  and  the  swelling  opened  per  vaginam, 
when  it  was  found  to  be  the  expanded  right  half  of  the  cervix, 
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as  shown  in  Fig.  10,  Later  the  cervical  septum  was  divided. 
Patient  was  relieved  of  her  symptoms  and  made  a  good  re- 
covery. {Transactions  of  the  American  Gynecological  So- 
ciety, xviii.,  1893,  p.  4S4..) 

39-40.  After  discussing  his  own  case,  Cullingworth  gives 
rather  full  abstracts  of  the  following  cases  not  already  men- 
tioned above:  Breisky.  Pyometra  and  Pyocolpos  Lateralis; 
tivo  cases,  in  both  of  which,  after  a  period  of  pain,  there  had 
been  a  sudden  discharge  of  thick,  treacly  blood,  and  relief. 
Later  a  purulent  discharge  led  to  examination  and  the  finding 
of  a  double  uterus  and  vagina.  Permanent  relief  followed  the 
slitting  of  the  septum  in  each  case.  {Archiv.  filr  Gynakologie, 
1871,  pp.  848  and  451.) 

41.  Deces.  Heniatometra  and  Hematocolpos ;  Death. — A 
girl  of  16  had  menstruated  for  one  year.  For  eight  months 
she  had  observed  swelling  in  left  iliac  region,  more  pronounced 
during  menstruation.  There  was  double  uterus  and  vagina, 
the  right  normal,  the  left  ending  blindly  below.  Left  vagina 
was  punctured  and  decomposed  blood  escaped.  Patient  died 
from  peritonitis.  Autopsy  revealed  ruptured  sacculated  cyst 
from  left  tube.  {Bulletin  de  la  Societe  Anatomique,  July, 
1854.) 

43.  Leroy.  Heniatometra;  Death. — Patient  19.  Great 
pain  at  each  menstrual  period.  Double  uterus  with  retention 
of  menstrual  fluid  in  right  horn,  forming  a  fluctuating  swelling 
which  filled  th"e  true  pelvis  and  reached  almost  to  the  umbili- 
cus. Death  occurred  from  peritonitis  following  a  vaginal 
puncture  and  evacuation  of  the  fluid.  {Journal  de  Connais- 
sance  Medicate,  1835.) 

43.  Santesson.  Double  Uterus  and  Vagina;  Unilateral 
Hematometra;  Death. — A  girl  aged  18;  had  never  menstru- 
ated. The  vagina  was  double  and  very  small.  At  upper  part 
of  left  vagina  a  bulky,  spherical  tumor  could  be  felt.  The  tu- 
mor was  continuous  with  a  swelling  in  the  abdomen,  of  the 
form  of  the  uterus  and  reaching  to  the  umbilicus,  which  had 
been  gradually  increasing  for  three  years.  The  vaginal  septum 
was  slit  and  an  incision  half  an  inch  long  made  in  the  most  pro- 
jecting part  of  the  swelling.  As  no  cavity  was  reached,  a 
sound  was  passed  through  the  incision  and  felt  to  enter  a  cav- 
ity without  touching  the  opposite  wall.  Death  on  seventh  day 
from  peritonitis.     {Pr.  Medizinische  Zeit.,  1857.) 

44.     Besorius.     Double  Uterus  and  Vagina;  Right  Hema- 
tometra and  Hematocolpos;    Death. — Single  woman  of  21. 
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Severe  pain  and  pressure  in  the  pudenda  for  three  weeks.  On 
the  right  a  cylindrical  swelling  extended  the  whole  length  of 
the  vagina.  This  was  incised  and  blood  escaped.  Death  from 
peritonitis  in  six  days.  Autopsy  showed  double  uterus  and 
vagina;  right  tube  had  ruptured  and  permitted  escape  of  in- 
fected blood  into  peritoneal  cavity.  {Monatschrift  fiir  Ge- 
hurtskunde,  1862,  p.  JfSl.) 

45.  Simon.  Hematometra  and  Hematocolpos. — Girl  of  15; 
double  uterus  and  vagina.  After  three  apparently  normal 
menstrual  periods,  began  to  complain  of  pain  in  back  and  pel- 
vis, which  increased  from  month  to  month.  Examination  and 
incision  of  occluded  left  vagina  resulted  in  complete  relief. 
{Monatschrift  fiir  Gehurtskimde,  186 Jf,  p.  292.) 

46-47.  Freund.  Right  Hematometra  and  Hematocolpos, 
with  Bicornate  Uterus  and  Double  Vagina;  two  cases.' — 
I.  A  girl  of  17  ;  first  menstruated  at  13,  now  has  fulness  and 
tenderness  in  the  hypogastrium,  and  a  fixed  tumor  on  the  right 
side  of  vagina,  descending  2.5  centimetres  below  the  level  of 
the  cervix.  An  incision  opened  a  rudimentary  vagina  and 
evacuated  the  fluid. 

II.  A  girl  of  16;  first  menstruated  at  13.  Menstruation  was 
painful  and  recently  excessive.  Suffered  from  insomnia  and 
was  occasionally  delirious.  Defecation  and  micturition  were 
attended  with  tenesmus.  Hypogastrium  very  tender.  Tumor 
on  right  side  of  vagina.  Incision  relieved.  (Berliner  Bei- 
trag  fiir  Geburtshiilfe  und  Gynakologie,  ii.,p.  26.) 

48.  Nacke.  Unilateral  Hematometra  and  Hematocolpos; 
Uterus  Bicornis  and  Double  Vagina;  Death. — Patient  of 
20;  first  menstruated  at  15,  irregularly  and  with  pain  in  head, 
back,  and  right  lower  abdomen.  A  tense,  elastic,  and  fluctu- 
ating swelling  gradually  formed  in  right  iliac  region  and  was 
particularly  painful  at  menstrual  periods,  which  became  more 
regular  after  17.  Per  vaginam,  cervix  was  high  up  in  middle 
line.  Anterior  vaginal  wall  was  bulged  downward  by  the 
swelling.  Winckel  diagnosed  a  bicornate  uterus  with  hema- 
tometra in  the  right  half.  The  swelling  was  punctured  and 
some  dark  blood  escaped.  Next  day  the  puncture  was  re- 
peated. On  the  day  following  the  second  puncture  the  patient 
complained  of  sudden  pain  in  right  groin,  and  the  tumor  dis- 
appeared. Death  on  fourth  day.  Autopsy  showed  peritonitis 
and  a  ruptured  cyst  of  the  right  tube.  The  perforation  made 
by  the  trocar  led  from  one  vagina  to  the  other.  (Archiv.  fiir 
Gynakologie,  1876,  p.  Jfll.) 
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49.  Emmet,  T.  A.,  mentions  a  case  of  double  uterus  and 
vagina,  with  retention  of  menstrual  fluid  on  one  side.  The 
symptoms  were  pressure  and  bearing  down,  whi^h  had  existed 
for  several  years.  No  operation,  as  patient  did  not  return. 
{Transactions  of  the  American  Gynecological  Society,  ii.) 

50-51.  Hegar.  Hematometra  in  Rudimentary  Horn  of  Bi- 
cornate  Uterus;  two  cases,  one  26,  the  other  19;  in  each  pain- 
ful menstruation  and  pain  in  pelvis  and  back.  Per  vaginam, 
in  each  a  swelling  was  found  to  right  of  uterus,  a  furrow  being 
felt  between  it  and  the  uterus.  The  cavities  were  drained. 
Hegar  says  the  diagnosis  is  easy,  as  there  is  no  tumor  that 
springs  from  the  isthmus  uteri  with  a  round  or  half-round 
pedicle.  {Berliner  Beitrag  fiir  Geburtshiilfe  und  Gyndko- 
logie.  Hi.,  p.  14-1.) 

52-53.  Neugebauer  records  two  cases  of  Hematometra  with 
Double  Uterus,  Death,  in  girls  of  19.  In  one  the  swelling  was 
on  the  right  side,  in  the  other  on  the  left.  Usual  symptoms. 
Death  resulted  in  each  from  septic  peritonitis  after  puncture 
through  the  vagina.  He  refers  to  the  records  of  15  cases  ope- 
rated upon,  with  7  deaths.  {Archiv.  fur  Gyndkologie,  1871, 
a.,  No.  2.) 

54.  Nicolaysen.  Hematometra;  Uterus  Duplex;  Death. — A 
patient,  age  21,  suffered  for  three  years  from  pain  in  the  right 
hypogastric  region,  especially  during  her  regular  but  rather 
profuse  menstruation.  For  the  same  period  she  had  noticed  a 
slowly  increasing,  elastic,  movable  tumor,  now  three  inches 
long  and  one  inch  broad,  in  the  right  iliac  region.  Lower  down 
and  nearer  the  median  line  was  another  tumor  filling  the  pelvis 
and  rising  above  the  symphysis.  Both  were  painful  on  pres- 
sure. No  trace  of  a  cer^ax  could  be  felt  per  vaginam.  Diag- 
nosis of  tumor  of  the  ovary,  adherent  to  Douglas^  pouch  and 
pushing  the  uterus  back,  was  made.  The  tumor  was  aspirated 
through  the  vagina  and  a  small  amount  of  dark-brown  fluid 
drawn  off.  Death  from  septic  peritonitis  on  the  ninth  day. 
Autopsy  showed  the  uterus  "quite  divided  into  two,"  but  the 
right  cavity  was  atresic  and  had  been  distended  with  retained 
menstrual  blood.     {Nordsk.  Med.  Arch.,  v.) 

55.  Thomas,  T.  G.  Hematometra;  Uterus  Bicornis. — A 
married  woman  of  39  had  suffered  excessively  from  pain  at  each 
menstrual  period  for  sixteen  years.  She  had  an  abdominal 
tumor,  supposed  to  be  a  uterine  fibroid,  and  had  begged  for 
operation.  Drs.  Thomas,  Emmet,  and  Hunter  were  agreed 
that  operation  would  almost  certainly  prove  fatal,  and  inter- 
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fereuce  was  postponed.  Finallj^  the  abdomen  was  opened,  and, 
finding  that  the  apparent  fibroid  sliowed  finctuation,  it  was 
punctured  and  one  and  a  half  pints  of  menstrual  blood  evacu- 
ated. Its  true  nature  was  then  recognized  and  its  edges  were 
stitched  to  the  abdominal  wound  and  a  drainage  tube  inserted. 
{New  York  Medical  Journal,  18S2,  p.  517.) 

CASES   OF   PREGNANCY   IN   DOUBLE   UTERI  DELIVERED 
WITHOUT   SURGICAL    INTERFERENCE. 

56.  Hochstetter.  Uterus  Bicornis  Duplex;  Septum. — A 
primipara  23  years  old,  received  for  confinement,  was  taken 
with  eclampsia  soon  after  entering  the  hospital.  Uterus 
toward  right,  fundus  three  finger  lengths  below  ensiform 
cartilage,  vagina  narrow,  cervix  dilated,  head  deep  in  pelvis. 
During  the  examination  difficulty  was  experienced  in  passing 
between  head  and  os  on  left  side.  An  hour  later,  on  exam- 
ining, found  a  thick  membrane  stretched  in  front  of  head, 
preventing  finger  passing  upward.  A  little  later,  on  making 
another  examination,  head  was  much  lower  and  membrane 
gone;  assistant  had  found  this  membrane  on  making  his  first 
examination.  On  repeating  it  now  he  declared  that  the  mem- 
brane was  still  there.  This  strange  condition  was  solved  by 
discovering  two  vaginae,  one  containing  the  pregnant  uterus; 
in  the  other  no  cervix  could  be  felt,  but  the  vaginal  septum 
could  be  carried  by  exploring  finger  into  os  of  the  other  side. 
Forceps  were  applied  with  difficulty;  the  extraction  was  also 
difficult  on  account  of  the  narrowness  of  the  vagina,  but  had 
to  be  hastened  on  account  of  the  eclampsia.  After  the  delivery 
the  other  cervix  was  readily  found,  somewhat  dilated,  allowing 
finger  to  enter  the  uterine  cavity,  which  was  distinctly  separate 
from  the  puerperal  one.  Placenta  removed  by  expression; 
persistent  hemorrhage.  Convulsions  reappeared  on  first  and 
second  days,  with  death  on  third.  On  autopsy  it  was  seen 
that  the  uteri  were  entirely  separate,  a  membrane  passing 
from  above  downward  from  bladder  to  rectum;  lower  part 
of  cervices  were  united  by  connective  tissue.  {Charite  Anna- 
len,  Berlin,  189 J^^  xix., p.  538.) 

57.  Chapin,  Warren  B.  Uterus  Septus. — Patient  28;  primi- 
para; four  months  pregnant.  Had  labor  pains;  usual  treat- 
ment for  abortion  employed.  Several  days  later,  secundines 
not  having  been  expelled,  physician  proceeded  to  empty  ute- 
rus.    Pound   OS  well   dilated,   but  cavity  apparently  empty. 
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Then  found  second  cavity,  containing  the  placenta,  separated 
from  the  first  by  a  wedge-shaped  septum.  Later  delivered 
patient  of  a  six  months'  fetus  from  cavity  which  he  had  sup- 
posed to  be  unimpregnated.  {Neic  York  Medical  Journal, 
1890,  Hi.,  p.  352.) 

58.  Weist,  J.  R.  Double  Uterus  and  Vagina. — Married 
woman,  28.  Applied  for  treatment  for  dysmenorrhea.  Menses 
regular,  but  always  painful.  Health  otherwise  good.  Married 
five  years;  never  pregnant.  Double  vagina,  cervix,  and 
fundus.  No  treatment  given  except  slight  dilatation  of  both 
cervical  canals.  Patient  became  pregnant  later;  fetus  on  left 
side.  Sound  was  frequently  passed  into  the  other  side  during 
the  pregnancy.  Labor  normal,  except  that  when  the  os  was 
opened  sufficiently  for  the  head  to  pass,  the  margin  attached  to 
the  vaginal  septum  was  lower  than  its  other  portions,  having 
the  effect  of  causing  the  axis  of  the  uterine  outlet  to  deviate 
to  the  middle  line  of  the  pelvis.  At  the  same  time  the  vaginal 
septum  was  drawn  upward  and  made  tense.  Some  delay  of 
the  head  occurring  at  outlet,  forceps  were  applied.  During 
this  pregnancy  one  half  of  uterus  remained  almost  quiescent, 
while  the  other  underwent  the  changes  of  pregnancy,  but  the 
cervix  of  the  unimpregnated  uterus  was  elongated  five  or  six 
inches.     {The  American  Fi^actitiorier,  1883,  xxvii.,p.  129.) 

59.  Lane,  E.  W.  Double  Uterus,  Double  Pregnancy. — 
Double  uterus,  with  a  fetus  in  each.  Mrs.  K.,  30  years, 
primipara.  Tedious  labor;  foot  presented;  child  born  dead. 
Tedious  labor  for  second  child,  which  was  also  born  dead. 
Both  placentae  retained  and  had  to  be  removed  by  physician. 
Patient  comatose  for  hours,  but  finally  rallied  and  made  good 
recovery.  (Atlanta  Medical  and  Surgical  Journal,  1885, 
p.  275.) 

60.  Carr,  W.  P.  Uterus  Septus. — Records  a  case  where  the 
patient  had  a  dead  and  decomposing  fetus  in  uterus.  Under 
chloroform,  felt  placental  tissue  through  what  seemed  to  be  a 
thick  membrane,  which  he  could  not  break  through.  Finger 
by  accident  slipped  into  other  side  of  the  uterus  and  came  in 
contact  with  dead  fetus. 

61.  Dunning,  L.  H.  Uterus  Duplex,  Vagina  Duplex. — 
Patient  37;  married  a  few  months.  Complained  of  pain  during 
coitus  and  of  some  abnormality  of  genital  organs.  Menstrua- 
tion was  al  ways  irregular  and  scanty.  Double  vagina,  uterus, 
and  cervix  found.  Later  patient  became  pregnant  in  right 
uterus;  labor  normal.     Author  concludes  that  malformations 
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of  tho  uterus  are  more  frequent  than  is  usually  supposed. 
(BrifisJi  O ijiiecologiC((l  Journal,  iu.,  /Sd^S-SO,  p.  Jf78.  From 
the  Journal  of  the  American  Medical  Association.) 

62.  Donald.  Archibald.  Uterus  Duplex,  Vagina  Septus. — 
Patient  28  years  old.  Consulted  for  severe  metrorrhagia  and 
pain  in  lower  part  of  abdomen.  Menstruation  commenced  at 
14;  regular  and  painless  until  Christmas,  1887.  Then  had  been 
married  four  months,  and,  although  menses  had  not  ceased, 
she  fancied,  from  a  feeling  of  weight  in  pelvis  and  a  slight 
increase  in  size,  that  she  was  pregnant.  December  26,  severe 
pelvic  pain  and  flooding.  States  that  among  the  clots  expelled 
there  was  a  large  foreign  body,  and  soon  after  this  came  away 
the  flowing  ceased.  Six  weeks  later  menorrhagia  and  pain 
returned.  On  examination  found  vagina  normal  in  lower 
part;  at  upper  third  a  loose,  fleshy  septum  dividing  vagina  into 
two  equal  portions.  Each  compartment  contained  a  cervix. 
Sounds  were  introduced  into  each  cervix  and  uterus  found  to 
be  double.  Patient  given  opiates  and  rest  in  bed.  Expelled 
a  piece  of  placenta,  after  which  complete  recovery  ensued. 
{The  British  Medical  Journal,  1888,  i.,  p.  1267.) 

63.  Dodge,  L.  P.  Double  Uterus  and  Vagina  with  Preg- 
nancy.— Patient  37.  First  became  pregnant  after  eighteen 
years'  married  life.  Two  vaginae,  with  perfectly  developed 
septum;  left  larger  than  right.  Two  cervices;  two  uterine 
cavities,  with  a  perfect  septum.  Pregnancy  in  left  uterine 
cavity;  normal  except  that  menstruation  occurred  every  four 
weeks  in  the  right  cavity,  which  enlarged  as  gestation  pro- 
gressed. At  the  end  of  fourth,  fifth,  and  sixth  months  flow 
excessive,  demanding  treatment.  At  end  of  seventh  and  eighth 
not  so  profuse.  Appeared  at  ninth  month  two  days  before 
delivery.  Labor  normal.  Presentation  left  occipito- anterior. 
Labor  twenty-eight  hours.  Septum  vaginae  remained  intact 
and  right  os  did  not  dilate,  nor  was  there  the  broadness^ of 
the  person  mentioned  by  most  authors.  {Nor^thwestern  Lan- 
cet, 1890,  x.,p.  3S5.) 

64.  Tombleson,  James  B.  Bicornate  Uterus. — Called  in  to 
see  what  was  supposed  to  be  a  curious  case  of  twins.  Found 
large,  almost  symmetrical  heart-shaped  tumors  reaching  on 
each  side  nearly  up  to  the  costal  margin.  There  was  a  deep 
central  sulcus  separating  the  two  halves,  of  which  the  right 
was  rather  larger  than  the  left.  Physician  thought  that  prob- 
ably a  fetus  lay  in  each  half  of  the  tumor.  Some  hours  later, 
clerk  of  hospital  sent  for  author,  saying  that  a  child  had  been 
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born  and  that  he  thought  a  second  one  was  present,  lying 
transversely  across  the  pelvis.  On  examination,  in  place  of 
the  earlier  tumor  a  much  smaller  one  was  felt.  Uterus  found 
to  consist  of  two  horns,  which  united  only  at  the  cervix. 
Patient  had  been  confined  twice  previously;  on  each  occasion 
the  child  was  premature,  in  this  case  early  in  seventh  month, 
and  on  each  occasion  an  erroneous  diagnosis  of  twins  had  been 
made  by  the  attending  physician.  {The  London  Lancet,  July 
31,  1897,  p.  2oS.) 

65-66.  Giglio,  Giuseppe.  Uterus  Duplex,  Vagina  Duplex; 
tiuo  cases. — I.  Woman  of  25,  married.  Consulted  physician 
for  uterine  disturbances  following  abortion  at  three  months, 
consisting  of  intermittent  pain  in  the  lower  portion  of  the 
abdomen  and  pressure.  Had  had  no  previous  disturbances. 
Menstruated  for  first  time  at  17  years.  Large  vagina  divided 
by  a  septum.  A  transverse  fold  of  mucous  membrane  hid  the 
double  cervix.  Two  sounds  introduced,  one  in  each  cervix, 
showed  the  uterus  itself  to  be  double,  with  a  septum. 

II.  Patient,  26  years,  consults  for  muco-purulent  vaginitis 
with  chronic  cystitis,  for  metrorrhagia  and  endometritis. 
Vagina  high,  but  remains  of  a  torn  septum  present.  Two 
cervices,  two  fundi.  The  author  says  that  out  of  23  cases  of 
uterus  bicornis,  Schatz  found  2  pelvic  presentations  out  of  3 
cases.  Miiller  does  not  believe  that  the  anomaly  has  any  influ- 
ence on  the  presentation.  The  placenta  is  very  liable  to  be 
abnormally  situated.  Out  of  15  cases  reported  by  Grinew  in 
St.  Petersburg,  6  had  to  have  forceps  delivery ;  the  others, 
version  and  breech  extraction  or  craniotomy.  Bayard  had  14 
abortions  in  14  cases  of  pregnancy.  {La  Riforma  Medica, 
1892,  a.,  p.  185.) 

67.  Leuf,  A.  H.  P.  Uterus  Bicornis. — Patient  of  18  years. 
On  examination  a  crescentic-shaped  fringe  of  mucous  mem- 
brane was  found,  attached  to  the  entire  length  of  the  anterior 
face  of  the  cervix  on  the  median  line.  It  began  at  the  anterior 
border  of  the  os,  passed  up  to  the  cervico- vaginal  canal,  and 
became  lost  on  anterior  wall  of  vagina.  Twelve  specular  and 
four  digital  examinations  were  made,  and,  mainly  by  accident, 
it  was  found  that  patient  had  a  uterus  bicornis.  In  seeking  to 
depress  the  os  with  a  probe  this  slipped,  exposing  a  septum 
within  the  canal  a  little  back  of  the  os.  The  view  resembled 
that  of  the  nares  with  the  anterior  portion  of  the  septum 
gouged  out.  Double  vagina  was  found  later,  also  by  accident. 
One  side  was  much  larger  than  the  other.     It  took  fifteen 
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specular  and  ten  digital  examinations  to  establish  this  anomaly. 
Vaginal  septum  was  deficient  in  upper  part  for  one  to  one  and 
a  half  inches  from  the  cervix.  Patient  had  been  pregnant 
twice;  miscarried  in  both  cases  at  about  six  weeks.  {Medical 
Xews,  1S9S,  Jxui.,p.  JfOO.) 

GS.  Arnold,  E.  G.  Emerson.  Uterus  Septus. — Woman  22. 
Third  confinement.  Left  shoulder  presenting,  arm  prolapsed. 
Delivery  by  version.  Child  still-born.  Uterus  found  to  be 
double,  separated  bj"  a  septum  reaching  as  far  as  the  position 
of  the  internal  os.  Placenta  and  membranes  occupied  right 
and  larger  half  of  uterus,  were  expressed  without  difficulty; 
but  some  hemorrhage  occurring,  a  hypodermatic  of  ergotin  was 
given  and  uterus  contracted  well.  Progress  satisfactory  until 
tenth  day,  when  there  was  a  rise  of  temperature.  Intrauterine 
douche  was  given  and  a  large  quantity  of  shreds  of  decidual 
tissue  evacuated  from  the  left  cavity  and  continued  to  pass  for 
some  days.  Patient  had  had  two  previous  pregnancies,  one 
living  child  and  miscarriage  at  sixth  month.  Catamenia  had 
always  been  regular  and  somewhat  profuse.  Complete  amen- 
orrhea in  pregnancies.  Pelvis  showed  no  increase  of  width, 
such  as  has  been  noted  in  some  cases  of  double  uterus.  (Lon- 
don Lancet,  1895,  i.,  p.  988.) 

69.  Hauser,  J.  A.  Uterus  Duplex,  Vagina  Duplex. — Re- 
ports a  case  of  perfect  double  vagina  and  uterus.  Patient  23, 
married.  Had  one  child  born  at  seven  months.  Both  uteri 
have  been  gravid  at  the  same  time  and  aborted  voluntarily  at  the 
same  time.  Patient  says,  "I  have  been  pregnant  four  times, 
all  menstruation  ceasing  totally.  First  pregnancy  in  right 
side,  carried  seven  months.  A  year  later  I  lost  a  six  months' 
child  from  left  side,  and  the  next  May  miscarried  from  both 
sides.  First  my  pains  began  in  the  left  womb,  and  I  had  a 
hemorrhage  from  there  and  a  small  miscarriage  as  large  as  a 
peanut,  and  I  flowed  for  two  weeks.  Then  I  commenced  to 
suffer  from  the  right  side  and  flowed  from  that  womb  for  two 
weeks,  and  then  passed  second  miscarriage,  as  large  as  a  goose 
egg.  Last  one  three  weeks  ago  and  of  only  six  months'  duration. 
Did  not  suffer  much;  flowed  about  ten  days."  Patient  a  won- 
derfully brilliant  woman  mentally,  with  great  intuitive  powers. 
Author  thinks  that  the  double  genitals  and  the  mental  strength 
are  evidence  of  a  double  condition  of  the  organs  of  the  brain! 
{The  Medical  Brief,  St.  Louis,  1896,  p.  1330.) 

70.  Truzzi,  Ettore.  Uterus  Bicornis,  Vagina  Duplex. — 
Patient  a  woman  of  40,  peasant.    Early  history  negative  except 
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for  pain  at  menstrual  periods,  lasting  seven  to  eight  days. 
After  marriage  menstruation  became  somewhat  irregular,  and 
at  one  time  ceased  for  five  months  without  cause.  Had  four 
pregnancies,  three  of  which  went  on  to  term,  one  interrupted 
at  seven  months.  In  first  labor,  podalic  presentation,  child 
died;  second  labor,  vertex  presentation,  was  tedious,  but  child 
lived;  third,  premature  and  spontaneous,  child  died  when 
four  months  old:  the  fourth,  normal  and  easy,  child  living. 
All  puerperal  periods  except  the  third  were  accompanied  by 
fever.  Ever  since  the  first  labor  the  patient  has  had  a  sense  of 
weight  and  pressure  in  genitalia,  and  sought  medical  relief 
when  the  anomaly  was  discovered.  Vaginal  septum  has  been 
partially  destroyed  by  parturition.  The  two  sides  of  the  uterus 
are  distinct.     (La  Clinica  Moderna,  1896,  jd.  181.) 

71.  Kakels,  Sarah  Welt.  Uterus  Duplex,  Vagina  Du- 
plex.— Reports  the  case  of  a  woman  30  years  old.  Family  his- 
tory negative.  Much  leucorrhea  and  dysmenorrhea.  Had  been 
married  nine  years  and  menses  had  never  ceased  during  that 
time.  On  examination  found  a  small  uterus,  acutely  anteflexed, 
fundus  pointing  somewhat  to  left.  Small  tumor  on  right  of 
the  uterus.  Another  examination  showed  another  somewhat 
smaller  introitus  to  the  right  of  the  first  one,  which  led  to 
another  cervix,  and  the  small  tumor  was  found  to  be  another 
smaller  uterus  with  thin  walls,  slightly  anteflexed,  fundus 
pointing  to  right.  Fornices  of  both  vaginae  flattened  near  the 
septum.  Right  vagina  near  septum  measured  2i  inches  poste- 
riorly, 4  inches  in  length.  Right  uterus  1-^  inches  long.  Left 
vagina  wider.  Left  uterus  3  inches.  Adnexa  could  be  easily 
palpated  on  both  sides.  Had  pregnancy  in  left  uterus  and 
healthy  child  born  at  term.  She  had  been  subjected  to  treat- 
ment, cervical  canal  dilated,  and  faradic  current  applied  to 
develop  weak  uterine  muscle.  Intrauterine  stem  inserted  and 
dysmenorrhea  diminished.  Pregnancy  occurred  about  a  year 
later.     Child  extracted.     Delivery  of  placenta  spontaneous. 

Solschawa  reports  a  case  in  which  the  left  uterus  contained 
a  fetus  1^  months  old,  right  uterus  a  three  months'  fetus. 

Althen  reports  gravidity  in   both  uteri,    with  abortion   at 
fourth  month. 

Giles'  statistics  show  that  of  16  labors,  10  were  normal  and 
6  complicated.     Inertia  of  contraction  is  often  reported. 

In  Strauch's  case  the  septum  vaginale  had  to  be  incised. 
Often  the  septum  is  torn  completely  by  descending  part. 

Rossa  reports  a  case  in  which  one  otherwise  well-developed 
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vagina  was  occluded  at  its  lower  end.  There  was  a  communi- 
cation with  the  patent  vagina  through  a  hole  in  the  septum, 
through  which  impregnation  had  occurred  and  delivery  took 
place. 

Dr.  Welt  saj^s  that  in  1894  Pfannenstiel  tabulated  from  the 
literature  18  cases  of  uterus  didelphys  in  adults.  Twelve  of 
these  became  pregnant,  and  there  were  in  the  whole  26  preg- 
nancies. Pfannenstiel  was  ver}'  careful  in  his  selection,  ex- 
cluding all  doubtful  cases.  In  1895  Giles  reported,  from  the 
literature  of  the  last  twenty-five  years,  21  cases  of  uterus  didel- 
pliys  in  living  adults;  is  not  so  critical  in  his  selection  as 
Pfannenstiel. 

72.  Tuholske,  H.,  records  a  pregnancy  at  full  term  in  a 
woman  with  double  uterus.  Labor  was  tedious  and  child  born 
dead.  Woman  made  good  recovery.  Later  the  woman  had  a 
normal  labor  and  child  was  healthy. 

73.  Blume,  F.  Uterus  Bicornis,  Vagina  Duplex. — Reports 
a  case  in  a  woman  of  26.  Pregnancy  in  left  uterus.  Vaginal 
septum  was  so  thick  and  firm  that  it  was  excised  in  fourth 
month.  Normal  labor  at  term.  A  second  normal  labor  oc- 
curred the  following  year.  {Annals  of  Gynecology  and 
Pediatry,  Boston,  1899,  xii., p.  83.) 

74.  Kendall,  Francis  D.  Uterus  Septus. — Reports  the  case 
of  a  primipara  of  22.  When  physician  removed  a  band  of  thick 
cicatricial  tissue  which  was  growing  in  front  of  the  uterus,  he 
found  a  double  os.  On  introducing  a  uterine  sound  into  each 
OS  the  handles  diverged.  A  year  later  patient  was  delivered 
of  a  ten-pouud  child  which  had  been  in  left  side.  Began  to 
menstruate  six  weeks  after  birth  of  child  and  continued  regu- 
larly, discharge  coming  from  right  os,  but  had  not  menstru- 
ated at  all  during  pregnancy.  Second  pregnancy  four  years 
later.  Slight  menstruation  continued.  Natural  labor.  Men 
struation  as  before  and  from  right  os.  {Georgia  Journal  of 
Medicine  and  Surgery,  1898,  p.  73. ) 

Cheron,  Henri,  has  collected  reports  of  38  cases,  18  of  which 
were  discovered  during  pregnancy  or  labor  or  after  delivery, 
the  others  during  some  affection  of  the  genital  apparatus  in 
multiparao.     {UOhstetrique,  1897,  p.  116.) 

75-76-77-78.  Pruvost.  Uterus  Duplex,  Four  Pregnancies. 
— Reports  a  case  pregnant  four  times.  First  pregnancy  ter- 
minated in  a  long,  difficult  labor  with  application  of  forceps. 
Second  pregnancy,  abdomen  larger  on  left  side  than  on  right. 
Two  orifices  discovered.     Labor  normal.     On  same  day  expul- 
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sion  pains  began  in  the  other  uterus,  and  for  five  days  shreds 
of  mecabrane  were  expelled.  Third  pregnancy,  same  occur- 
rences. Fourth  pregnancy,  the  same,  but  membrane  expelled 
entire.  There  had  been  alternation  of  pregnancy  in  the  two 
sides. 

There  may  be  sometimes  an  obstruction  formed  by  the  empty 
uterus.  In  one  of  Las  Casas  dos  Santos'  cases  the  retroflexed 
empty  uterus  caused  difficulty,  while  in  Tauffler's  case  it  nar- 
rowed the  pelvic  width. 

Lohlein  refers  to  a  very  difficult  delivery  in  a  woman  with 
uterus  bicornis  duplex;  the  non-pregnant  uterus,  being  much 
enlarged,  formed  a  serious  obstacle,  which  finally  led  to  rupture 
of  the  gravid  uterus. 

In  Wendling's  case  an  impediment  arose  through  a  hemato- 
colpos  on  the  occluded  side,  and  a  dead  child  was  extracted 
after  the  vaginal  septum  was  incised  and  a  large  amount  of 
fluid  permitted  to  escape. 

Tschudy  found  a  pregnancy  in  a  right  rudimentary  uterus. 
The  woman  was  in  labor  three  days,  os  did  not  dilate,  and 
there  was  danger  of  rupture  of  the  uterus.  Abdominal  section 
was  resorted  to  and  the  uterus  amputated  supra  vaginam. 
"Woman  made  a  good  recovery.     {L'Obstetrique,  1897,  p.  231.) 

79.  Drouillard,  Louise,  of  Memphis, Tenn.  Uterus  Bicornis. 
— Reports  the  case  of  a  woman  of  35,  Vpara;  seven  abortions, 
last  one  in  July,  1898.  Attack  of  dysentery  and  then  flow  of 
blood  from  uterus  for  three  weeks,  when  a  three  months'  fetus 
was  expelled.  Uterus  was  curetted,  a  few  decidual  shreds 
found,  but  uterus  remained  as  large  as  a  three  months'  preg- 
nant uterus.  Temperature  rose  to  104°.  After  severe  pain  a 
second  fetus  was  expelled,  bearing  no  evidence  of  maceration. 
Uterus  bicornis.  {The  Woman's  Medical  Journal,  Toledo, 
March,  1899.) 

80.  Edge,  Fred.  Uterus  Septus  Completus. — A  woman  of 
34,  married  three  years,  consulted  a  physician  for  metrorrhagia 
after  abortion.  She  had  always  suffered  from  dysmenorrhea. 
She  had  been  very  sick  and  ill  during  the  whole  of  a  previous 
pregnancy,  though  her  labor  and  convalescence  were  normal. 
A  double  uterus  was  found,  with  both  sides  well  developed. 
{British  Gynecological  Journal,  1896.) 

81.  Stoll,  K.  Pregnancy  in  a  Uterus  Bicornis. — Patient  of 
24,  mirried  three  years,  but  never  pregnant,  entered  hospital, 
supposed  to  have  a  tubal  pregnancy.  Has  menstruated  nor- 
mally every  three  weeks  from  her  fourteenth  j'ear  up  to  three 
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months  ago.  Three  weeks  ago  she  had  a  hemorrhage  lasting 
thirteen  days  and  accompanied  by  labor-like  pain.  She  is  thin 
and  anemic;  has  a  swelling  in  hypogastric  region  toward  the 
right  side.  Entrance  to  vagina  is  small;  cervix  is  in  left  side 
of  vagina,  leading  to  a  body  lying  in  the  left  posterior  cul-de- 
sac  which  gives  the  impression  of  an  enlarged  uterus.  The 
riijcht  vaginal  cul-de-sac  is  occupied  by  a  cystic  swelling,  the 
upper  part  rising  above  the  pelvis,  lower  near  the  cervix;  it 
appears  to  be  attached  by  a  pedicle  to  the  middle  of  the  right 
uterine  wall;  these  bodies  move  together.  Patient  was  sup- 
posed to  have  a  pregnancy  in  the  right  tube.     Later  it  was 


Fig.  11,— 5Iund6's  case  of  pregnancy  in 
right  side  of  a  uterus  septus. 


Fig.  12. — MundS's  case  of  fibroid  in  fun- 
dus of  uterus  septus. 


found  that  a  sound  could  be  passed  into  each  side,  that  is,  into 
the  uterus  and  the  supposed  tumor,  and  the  diagnosis  of  preg- 
nancy in  one  horn  of  a  double  uterus  was  made.  The  patient 
aborted.  An  examination  ten  days  later  showed  both  horns  of 
same  size  and  consistence ;  sounds  passed  each  way  16  centi- 
metres apart,  the  separation  beginning  3  centimetres  above 
external  OS.  {Zeitsclirift  fiir  Geburtshillfe  und  Oynakologie, 
Stuttgart,  1892,  xxiv.,p.  275.) 

82.  Munde,  Paul.  Pregnancy  in  Right  Side  of  Uterus  Sep- 
tus; Abortion. — Patient  of  25,  unipara;  admitted  to  hospital 
with  diagnosis  of  extrauterine  pregnancy  of  two  and  a  half 
months.     Close  to  the  right  of  the  uterus  was  an  elliptical. 
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elastic  mass  the  size  of  a  fist.  Rhythmical  contractions  could 
be  excited  in  this  mass  which  caused  pain.  Laparatomy 
showed  the  appendages  normal  and  the  uterus  of  uneven 
contour,  as  shown  in  the  figure.  A  sound  now  passed  from 
the  vagina  five  and  a  half  inches  to  the  right  and  three  inches 
to  the  left,  making  the  diagnosis  clear.  Patient  aborted  twelve 
hours  later.  No  complications.  (The  American  Journal 
OF  Obstetrics,  xxvii.,  No.  3,  1893.) 

83.  Munde,  Paul.  Double  Uterus  and  Double  Vagina, 
Bight  Half  Parous  and  containing  a  Fibroid,  Left  Half 
Rudimentary — Patient  26;  two  children,  two  miscarriages; 
complained  of  pain  in  right  ovarian  region.  Examination 
showed  a  double  uterus  containing  a  fibroid  the  size  of  two 
fists,  a  double  vagina  longest  on  the  right  side,  and  with  a 
portion  of  the  septum  torn  away  as  shown  in  the  diagram 
(The  American  Journal  of  Obstetrics,  xxvii.,  No.  3, 1893.) 

84.  Elbing.  Lithopedion  in  Left  Horn  of  a  Double  Uterus. 
— A  healthy  peasant  woman  with  a  wide  pelvis  was  delivered 
of  her  first  child  in  1889.  During  pregnancy  the  abdomen  was 
very  large.  Fetal  movements  were  felt  in  both  sides,  but 
ceased  on  left  a  few  days  before  delivery,  after  which  the  ab- 
domen remained  quite  large.  In  the  third  week  of  the  puer- 
perium  there  was  burning  pain  in  left  side  of  abdomen,  with 
increased  temperature.  During  a  confinement  occurring  one 
and  a  half  years  later  the  midwife  diagnosed  the  presence  of 
a  second  child  presenting  sidewise.  Elbing,  on  examination, 
could  make  out  the  child's  position  and  parts  perfectly,  but 
could  detect  neither  fetal  heart  sounds  nor  movements.  En- 
tering through  a  wide  os  and  long  and  narrow  cervical  canal, 
the  finger  reached  an  empty  and  recently  pregnant  uterus. 
Along  the  left  side  of  the  cervical  canal  ran  a  cleft,  0.5  centi- 
metre long,  which  would  not  pass  the  finger  tip.  On  the  left 
of  the  uterus,  at  the  position  of  the  internal  os,  a  band  the 
thickness  of  the  little  finger  passed  toward  the  mass  containing 
the  other  fetus.  {St.  Petersburger  Medizinische  Wochen- 
schrift,  1890,  p.  299.) 

85.  Schiitz.  Uterus  Bicornis. — Gives  the  histories  of  two 
cases  of  pregnancy  of  the  right  side  in  multiparas  having  bi- 
cornate  uteri.     (Archiv.  fiir  Gyndkologie,  ii.,  p.  293.) 

86.  Handfield.  Uterus  Bicornis. — Describes  a  case  of  nor- 
mal delivery  of  a  multipara  pregnant  in  the  left  horn  of  a 
uterus  bicornis.  {Ref.  Centralblatt  fiir  Gyndkologie,  1883, 
p.  538.) 
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87.  Winter  describes  a  specimen  obtained  on  section  in  a 
case  where  the  woman  died  three  weeks  after  delivery  of  a 
pregnancy  of  the  left  horn  in  a  bicornate  uterus.  The  horn 
was  entirely  inverted  and  lacerated  from  fundus  to  internal 
OS.     {Centralblatf  fiir  Gyniikologie,  JSS7,p.  SlJf..) 

88.  Grinew  gives  the  case  of  a  peasant  woman  delivered  four 
times  of  twins,  the  bicornate  condition  being  onl)'  demonstrated 
at  the  last  delivery.  There  was  but  one  cervix;  horns  united 
at  internal  os.  {Medizinische  BericM  St.  Petershu7'ger 
GehauanstaU,  18S0.) 

80.  Litschkus  gives  historj'of  a  case  of  uterus  bicornis  with 
common  cervix  diagnosed  during  delivery.  {Zeitsch  rift  fiir 
Geburtshiilfe  unci  Gyniikologie,  iv.,  H.  2.) 

90,  Rossa.  Pregnancy  in  a  Uterus  Duplex. — A  patient  24 
years  old  and  seven  months  in  her  second  pregnancy  had  been 
in  labor  one  and  a  half  days.  The  midwife  could  find  neither 
cervix  nor  os.  The  consulting  physician  found  a  cervix  very 
high,  with  its  body  toward  the  left.  At  its  side  in  the  abdomen 
was  a  tumor  containing  the  fetus  and  supposed  to  be  a  tubal 
pregnancy.  On  examination  a  round  tumor  was  found  lying 
low  in  the  vagina  and  giving  the  impression  of  a  fetal  head 
with  thinned  cervix  stretched  over  it.  This  covering  was 
found  to  be  a  vaginal  septum.  Patient  was  delivered  normally 
and  easily.  Placenta  was  adherent  and  removed  with  diffi- 
culty. The  two  uteri  were  entirely  separate  and  distinct. 
Two  fingers  could  be  placed  between  the  cervices.  During 
the  puerperium  the  left  uterus  threw  off  a  decidua  and  dimin- 
ished in  size.  Rossa  was  able  to  find  records  of  nine  cases  of 
pure  uterus  didelphys,  three  among  parous  women.  This  is  the 
tenth  case.  Her  first  pregnancy  had  been  in  the  left  uterus. 
Both  pregnancies  ended  prematurely,  probably  because  of  want 
of  development.  There  were  never  any  menstrual  troubles. 
The  opening  in  the  septum  through  which  the  child  passed 
was  not  a  tear,  acted  as  a  dilated  os  would,  nor  was  any  scar 
found  later.  The  opening  as  finally  located  had  the  size  of  a 
lentil,  with  smooth  and  thin  edges.  [Gehurtsfall  bei  Uterus 
didelphys,  Wiener  Klinische  Wochenschrift,  1892,  v.,  p. 
501.) 

91-92.  Kiderlen,  F.  Bicornate  Uterus;  Pregnancy ;  two 
cases. — Case  I.  C.  S.,  27  years  old,  had  suffering  from  ab- 
dominal pain  for  four  months,  with  headache,  profuse  leucor- 
rhea,  and  general  distress  for  the  last  six  weeks.  Menstrua- 
tion since  twentieth  year,  always  scanty  and  at  times  painful. 
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Last  menses  three  months  ago;  two  and  a  half  months  ago 
had  a  hemorrhage  that  lasted  four  weeks.  Had  an  abortion 
two  years  ago  and  natural  labor  one  and  a  half  j-ears  ago. 
On  examination,  cervix  of  medium  size;  body  toward  the  left, 
anteverted  and  enlarged;  the  ovary  of  the  same  side  was  also 
enlarged.  A  round  tumor  the  size  of  a  fist  was  felt  in  the 
right  side  of  the  pelvis,  having  tense  walls  and  united  to  uterus 
with  wide,  flat  bridge.  Diagnosis  of  tubal  pregnancy.  In 
curetting  the  uterus  for  decidual  membranes  some  were  read- 
ily removed;  on  passing  curette  a  second  time  it  seemed  to 
pass  in  further  and  enter  a  larger  cavity,  producing  an  imme- 
diate hemorrhage.  An  opening  was  found  in  the  cervix, 
leading  into  the  right  horn,  which  was  three  months  pregnant. 
There  ,was  but  one  cervix,  and  that  of  ordinary  appearance. 
Six  months  later  history  of  one  month's  amenorrhea  with 
enlargement  of  right  horn.  December  25,  fundus  of  pregnant 
horn  at  umbilicus;  on  ehand-breadth  below,  a  round  body, 
separated  from  the  uterus  by  depression  and  becoming  slen- 
derer in  a  downward  direction.  Internal  examination  shows 
that  the  left  tumor  is  the  pregnant  uterus,  to  which  the  en- 
larged, firm  right  horn  is  attached. 

Case  II. — Patient  35  years  old;  menses  absent  three  months; 
abdominal  pain  for  six  weeks.  Has  had  five  children  and  five 
abortions.  Examination  shows  a  soft  vagina,  an  anteverted 
cervix,  uterine  body  size  of  pregnancy  of  three  months. 
Nothing  further  was  noticed  until  after  the  patient  aborted, 
when  on  examination  the  uterine  body  branched  off  to  the  right 
and  the  left  a  short  distance  above  the  cervix.  No  uniting 
band  can  be  made  out.  The  body  toward  the  left,  the  larger, 
was  the  one  that  contained  the  ovum.  The  sound  passes  from 
the  cervix  as  readily  into  one  as  the  other. 

Ruge,  in  a  somewhat  similar  case  of  uterus  septus  where 
patient  always  aborted,  divided  the  septum  and  thus  assisted 
in  bringing  about  a  normal  pregnancy.  {Zeitsclirift  fiir 
Geburtshiilfe  und  Gyncikologie,  xvi.,p.  19.) 

93.  Broome,  George  Wiley.  Ufervs  Bicoruis;  Pregnancy 
in  Left  Horn. — At  end  of  twelfth  week  from  date  of  concep- 
tion alarming  hemorrhage  per  vaginam  set  in.  A  tumor  in  left 
hypogastrium.  Extrauterine  pregnancy  suspected.  Expect- 
ant treatment.  Three  and  a  half  months  after,  a  living  child 
was  born.  Four  and  a  half  months  later  laparatomy  was  per- 
formed for  well-defined  swelling  in  left  ovarian  region.  A 
cyst  the  size  of  a  mandarin  orange  was  enucleated  from  the 
23 
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parovarium;  at  the  same  time  abicornate  uterus  was  revealed. 
Tlie  patient  left  the  hospital  on  the  seventeenth  daj^  apparently 
well.  Is  again  pregnant.  {Weeklij  3Iedical  lievieu',  ISOl, 
xxiii.,  p.  321.) 

04.  Benicke,  F.  UterKS  DideJpJit/s,  Vaijina  Duplex:  Prog- 
nancy. — A  primipara,  28  years  old,  with  double  vagina  and 
uterus,  was  pregnant  at  term.  The  pregnant  uterus  gave  the 
appearance  of  an  ordinary  pregnancy,  being  in  the  median  line 
and  apparently  the  only  body  of  that  kind  in  the  pelvis.  The 
septum,  swollen  and  edematous,  began  just  above  the  vaginal 
entrance,  extending  all  the  way  up,  dividing  the  vagina  into 
two  parts,  one  wider  than  the  other.  In  the  left  vagina  are  a 
dilated  cervix  and  fetal  head.  In  the  right  vagina  a  softened, 
swollen  cervix;  its  uterine  body  cannot  be  felt,  but  the  sound 
enters  it  posteriorly  about  11  centimetres.  Pains  were  very 
weak  and  edema  of  septum  increasing,  also  that  of  the  other 
cervix.  Labor  was  terminated  with  the  forceps  and  followed 
by  severe  hemorrhage.  While  the  patient  was  still  under 
ether  a  careful  examination  showed  that  her  uteri  were  en- 
tirely separate  and  distinct.  The  septum  was  entirely  de- 
stroyed.    Good  recovery. 

As  the  septum  is  usually  destroyed  during  the  labor,  it  is 
advisable  to  remove  it  with  scissors,  the  descending  head 
checking  the  hemorrhage. 

Kussmaul  collected  10  cases  and  Braun  and  Oldham  5  more 
in  which  the  septum  successfully  withstood  the  strain  of  par- 
turition. In  one  case  it  remained  intact  after  seventeen 
labors.  (Zeitschrift  fur  GehurtshiUfe  unci  GynakoJogie,  i., 
p.  366.) 

95-99.  Las  Casas  dos  Santos.  Bicornate  Uterus;  Preg- 
nancy.— I.  Patient  28  years  old;  aborted  once  at  six  months. 
Was  sent  to  the  hospital  b}^  midwife  because  bits  of  tissue 
passed  away.  Examination  showed  a  wide  vagina  and  a  lac- 
erated cervix  which  would  admit  two  fingers.  Fetal  head  to 
the  right;  to  the  left  the  finger  enters  a  cavity  connecting  with 
a  tumor  the  size  of  a  fist,  three  finger-breadths  above  the  exter- 
nal OS,  lying  toward  the  left.  This  cavity  discharges  decidual 
fragments.  On  raising  this  tumor  the  head  descended,  mem- 
branes ruptured,  and  the  labor  terminated  normall}".  During 
the  labor  both  horns  contracted  simultaneously, 

II.  K.,  26  years  old;  three  times  pregnant;  labor  twice  at 
seven  months,  once  at  eight,  occurring  three  and  a  half  months 
ago.     Patient  has  tvvo  cervices,  each  with  its  body,  one  to  the 
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right  and  one  to  the  left.     The  bodies  are  entirely  separate, 
but  between  the  cervices  there  is  a  decided  septum. 

OUivier. — Uterus  and  vagina  double;  in  last  confinement 
patient  had  eclampsia  and  died.  Had  been  delivered  normally 
four  times  previously  and  once  with  forceps.  On  section  two 
uteri  were  found,  separated  by  intestines.  Left  one  best  de- 
veloped, right  one  normal  but  virginal;  similar  condition  of 
cervices.  Adnexa  normal  both  sides.  The  septum  ended  in 
a  little  fold,  like  the  labia  minora,  projecting  slightly  beyond 
the  vaginae. 

Le  Fort,  given  by  Ollivier. — Patient  25  years  old;  corre- 
sponded in  every  respect  with  his  own. 

F.  Henderson  observed  his  patient  during  seventeen  years, 
and  noted  that  there  was  during  each  pregnancy  a  hemorrhage 
from  the  non-pregnant  horn  lasting  for  eight  days  and  recur- 
ring every  three  weeks  until  six  weeks  before  labor.  Her  five 
labors  were  all  normal.  {Zeitschrift  filr  Gehurtsliillfe  unci 
Gyncikologie,  No.  xiv.,p.  HO.) 

100.  Kleinwachter,  L.  Utei-us  Bicornis;  Repeated  Preg- 
nancy in  Left  Horn. — Patient  of  ^1  years,  married  nine  years, 
gave  birth  to  four  children.  Menses  ceased  four  months  ago; 
since  then  at  irregular  intervals  she  has  had  hemorrhages,  both 
slight  and  severe,  lasting  from  a  few  days  to  several  weeks. 
Since  the  first  cessation  of  menses  she  has  suffered  from  pain 
in  abdomen.  Uterus  size  of  pregnancy  of  six  weeks,  ante- 
verted,  lying  toward  the  left;  cervix  large;  at  left  top  and  side 
of  fundus  a  tumor  the  size  of  a  large  walnut,  continuous  with 
the  uterus  and  movable  with  it.  No  sulcus  between  the  uterus 
and  tumor.  This  tumor  is  tender  on  pressure  and  the  seat  of 
the  pain  of  four  months'  duration.  Fundus  not  broadened, 
right  tube  and  ovary  normal.  Could  not  find  these  organs  on 
the  left  side.  Flow  appeared  in  a  few  days,  accompanied  by 
severe  pain,  which  suddenlj^  ceased  in  the  night  with  sensa- 
tion of  great  relief.  A  fleshy  mole  was  found  in  the  vagina, 
but  no  trace  of  embryo.  The  tumor  on  uterus  had  disap- 
peared; fundus  seemed  broader.  Examination  before  dis- 
charge showed  a  uterus  larger  than  normal,  of  firmer  consist- 
ence than  on  first  examination,  with  abnormal  development 
of  left  horn,  extending  to  left.  Patient  returned  a  year  later 
with  a  similar  history.  Uterus  was  found  generally  enlarged, 
left  horn  larger  than  right,  measuring  to  right  7  centimetres, 
to  left  9  centimetres.  Curette  removed  placental  debris,  mostly 
from  left  horn.  {Zeitschrift  fiir  Geburtshillfe  unci  Gynci- 
kologie, Stuttgart,  1893,  xxvi.,p).  H4.) 
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101.  Seiift,  A.  Incarceration  of  Gravid  Bicornate  Ute- 
rus.— May  31:  Mrs.  D.,  31  years  old,  had  menstruated  since  her 
fourteenth  year.  Menses  absent  since  the  beginning  of  Febru- 
ary; had  difficulty  in  passing  urine.  Pulse  rapid,  tempera- 
ture 37°  C;  abdomen  sAvollon,  especially  right  side.  Bladder 
reaches  two  fingers  above  umbilicus;  genitals  red  and  swollen. 
After  removal  of  urine  a  tense,  elastic  tumor,  size  of  child's 
head,  was  found  on  right  side,  rising  above  the  pelvis,  quite 
immovable,  cervix  flexed,  tumor  compressing  urethra.  After 
drawing  urine  next  day,  tried  to  raise  uterus.  Could  not  enter 
through  cervix  with  the  sound,  therefore  punctured  mass  with 
trocar.  June  5:  During  narcosis,  passed  sound  readily  into 
the  uterus  lying  in  front  of  the  tumor,  but  it  showed  no  connec- 
tion with  the  tumor  and  was  empty.  Laparatomy  for  removal 
of  tumor  planned  for  the  8th.  June  7:  Severe  pain  in  abdo- 
men and  back  accompanied  severe  hemorrhage,  with  expulsion 
of  fetus  of  three  and  a  half  months  with  its  placenta.  On 
examination  it  is  now  found  that  former  tumor  was  the  preg- 
nant uterus,  which  can  be  explored  by  finger  through  the  cer- 
vix. Death  occurred  on  the  tenth  day  from  sepsis.  The  lochia 
could  not  flow  off  on  account  of  the  extreme  flexion  and  immo- 
bility of  the  uterus.  Autopsy  showed  bladder  united  with  an- 
terior horn  of  uterus  bicornis.  Posterior  surface  of  anterior 
horn  lying  close  to  the  pelvic  tumor — i.e. ,  pregnant  uterus — 
but  not  united  to  it.  The  gravid  posterior  horn  somewhat 
flattened  anteriorly,  with  rounded  fundus,  and  absolutely 
immovable.  [Zeitsclirift  fiir  Aerzt.  Landpraxis,  Frank- 
fort-a-M.,  1893,  xi.,  313.) 

102.  Knauss,  K.  Uterus  Bicornis,  Vagina  Duplex. — Pa- 
tient 31  years  old;  married  ten  years.  Bore  a  child  first  year 
and  another  four  years  later,  being  attended  by  the  same  mid- 
wife, who  noticed  nothing  unusual. 

The  two  vaginae  each  presented  a  ruptured  hymen,  the  one 
on  right  being  much  roomier  than  the  other;  at  end  of  each  a 
cervix  can  be  felt,  the  one  on  the  left  in  the  narrow  vagina 
being  small,  round,  and  smooth.  The  cervix  in  the  right  va- 
gina is  larger  and  has  an  elliptical  os,  also  some  scar  tissue  in 
vaginal  vault.  Adnexa  easily  mapped  out.  Per  rectum  a 
broad  cervix  can  be  felt;  sounds  passing  into  each  body  diverge 
to  right  and  left  from  cervices  which  are  united.  {Med. 
Correspj.  Blat.  d.  Wilrzh.  Aerzt.,  1894,  xiv.,  ]).  33.) 

103.  Dittel,  L.  v.  Pregnancy  in  a  Double  Uterus. — T.  K., 
primipara,  at  term.     Last  menses  April  15.     Pelvis  normal. 
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Examination  showed  two  vaginae,  separated  in  their  whole 
length  by  a  septum.  The  right  vagina  led  to  a  cervix  passable 
for  finger  tip.  The  cervix  and  os  in  left  vagina  were  almost 
wholly  dilated,  child  presenting  by  breech;  in  its  descent  it 
destroyed  the  septum. 

Two  weeks  later  the  septum  was  only  perfect  between  the 
cervices;  the  left  puerperal  uterus  lay  toward  the  left  and  was 
anteverted,  the  right  uterus  was  about  the  size  of  a  fig.  The 
hand  could  pass  in  between  the  cervices.  {Centralhlatt  fiir 
Gyndkologie,  Leipzig,  1894.,  xvi.,  610.) 

104.  Gardini,  P.  L.  Pregnancy  in  a  Woman  iviili  Double 
Uterus  and  Vagina. — Gardini  reports  a  case  in  which  the 
anomalous  condition  of  the  organs  was  discovered  shortly  be- 
fore the  beginning  of  labor.  The  feet  of  the  fetus  descended 
in  the  right  vagina,  while  the  nates  attempted  to  descend  into 
the  left  side,  tearing  the  septum  above.  The  septum,  being  very 
thick  and  resistant,  offered  an  obstacle  to  delivery  and  was  cut 
with  scissors,  after  which  the  fetus  was  born,  but  was  found 
to  be  anencephalic.  The  author  goes  on  to  a  consideration  of 
cases  of  uterus  bilocularis,  and,  without  dwelling  upon  the  his- 
tory, says  that  an  Italian,  Francesco  Antonio  Catti,  in  1557, 
was  the  first  to  describe  a  double  uterus.  In  the  case  described 
by  Gardini  the  pelvis  was  not  larger  than  normal.  It  is  evi- 
dent, he  says,  that  the  malformation  has  no  special  effect  upon 
menstruation,  unless  there  be  atresia  of  one  half  of  the  vagina, 
in  which  case  there  would  be  retention  of  menstrual  blood  with 
formation  of  unilateral  hematocolpos  and  hematometra.  Men- 
struation is  apt  to  be  slightly  more  profuse  than  in  normal  cases. 
The  anomaly  has  evidently  no  influence  upon  fecundation,  for 
the  patient  under  discussion  was  pregnant  three  times  in  six 
months,  having  aborted  twice.  As  to  pregnancy,  patients 
with  double  uterus  are  very  apt  to  miscarry  or  to  have  prema- 
ture delivery,  according  to  Dunning,  Tarnier,  and  Vitanza, 
while  Kussmaul,  Kaltenbach,  Miiller,  and  Raineri  consider 
that  the  condition  rarely  prevents  pregnancy  from  going  on  to 
term.  There  are  many  cases  on  record  of  simultaneous  preg- 
nancy in  both  uteri.  As  to  labor,  while  the  author  does  not 
consider  that  a  double  uterus  tends  to  produce  vicious  presenta- 
tion, he  holds  that  there  is  very  frequently  deficient  energy  in 
the  contractions.  This  is  not  to  be  wondered  at  when  we  recall 
the  fact  that  there  is  no  true  uterine  fundus  present  to  con- 
tract. The  vaginal  septum  is  very  likely  to  prove  an  obstacle 
to  delivery,  and  in  fact  is  usually  lacerated  by  the  descending 
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fetus  or  has  to  be  incised  by  the  physician.  In  the  case  re- 
ported, placental  delivery  was  normal;  but  this  is  not  usually 
the  case,  for,  as  a  rule,  it  has  to  be  detached,  either  because  it 
is  adherent  or  because  of  hemorrhage  from  its  partial  or  total 
insertion  on  the  uterine  septum,  which,  being  scantily  provided 
with  muscular  fibres,  cannot  contract  enough  for  hemostasis. 
In  the  author's  case  the  uterine  septum  had  been  ruptured 
by  the  fetus,  the  vaginal  septum  by  the  physician.  Imme- 
diately after  labor  the  patient  was  put  under  chloroform,  the 
remains  of  the  septum  were  cut  away,  surfaces  of  the  vagina 
freshened  and  united  by  stitches  in  such  a  way  as  to  make  a 
new  vagina  of  normal  size.  The  patient  is  now  practically  in 
normal  condition.     {Annali  cli  Ost.  e  Gin.,  September,  1899.) 

CASES  OF  PREGNANCY  IN  RUDIMENTARY  HORN  OF  DOUBLE 

UTERI. 

105.  Serejnikoff,  S.  Celiotomy  for  Pregnane])  in  the  Rudi- 
mentary Horn  of  a  Bicornate  Utei^us;  Viable  Fetus;  Re- 
covery.— In  the  eighth  month  of  pregnancy  the  patient  was 
taken  with  severe  pain  over  the  upper  part  of  the  abdomen. 
This  pain  lasted  for  five  days  and  was  supposed  to  be  caused 
by  fetal  movements.  Her  last  menstruation  was  in  June,  1896. 
The  abdomen  was  irregularly  enlarged,  the  greatest  enlarge- 
ment running  from  border  of  ribs  on  left  side  to  right  sacro- 
iliac fossa.  A  small  tumor  could  be  felt  on  the  left.  Fetal 
parts  were  felt  very  distinctly,  as  if  under  the  skin;  fetal  move- 
ments caused  much  pain.  Cervix  and  uterine  body  were  very 
much  compressed,  lying  toward  the  left  and  front.  Finger 
could  be  passed  into  the  cervix  and  through  its  wall,  which 
was  much  thinned ;  at  this  part  the  head  was  felt.  The  empty 
uterus  measures  13  centimetres,  contains  a  decidua,  and  has  no 
communication  with  the  fetal  tumor. 

January  '^I'i,  the  pain  had  greatly  increased;  there  was  nausea 
and  vomiting,  prostration,  distension  of  abdomen. 

February  11,  abdominal  section  revealed  serous  fluid  in 
peritoneal  cavity  and  some  vernix  caseosa.  The  fetus  was  al- 
most wholly  expelled  into  the  abdominal  cavity,  only  its  head 
and  shoulders  remaining  in  the  fetal  sac.  It  was  removed 
alive.  Left  tube  was  thickened,  left  ovary  normal.  Left  side 
of  uterus  normally  developed;  right  side  has  at  site  of  horn 
neither  tube  nor  ligament.  Fetal  sac  united  with  the  right 
side  of  the  uterus  above  the  cervix.  The  sac  rested  between 
the  folds  of  the  right  broad  ligament.     The  anterior  wall  of  the 


THE   UTERUS   AND   VAGINA.  359 

fetal  sac  was  free  from  adhesions.  Posteriorly  it  was  united  to 
colon,  rectum,  and  posterior  surface  of  the  uterus.  Part  of  the 
fetal  sac  and  attached  placenta  was  removed ;  the  remaining  part 
was  drained  by  incision  into  the  vagina,  packed  with  gauze, 
and  its  edges  united.  The  abdominal  wound  was  closed.  On 
the  fourth  day  a  decidua  was  expelled  into  the  vagina.  Patient 
recovered.  Child  lived  for  six  hours.  It  is  remarkable  in  this 
case  that  the  child  should  have  remained  alive  for  three  weeks 
after  the  rupture  of  the  uterine  horn,  which  occurred  without 
hemorrhage,  and  that  impregnation  occurred  by  emigration. 
{St.  Petershurger  Monatschrift  filr  Geburtshulfe  und  Gynd- 
kologie.  viii.,  No.  3,  p.  232.) 

106.  Hollander,  E.  Pregnancy  in  a  Uterus  Accessorius; 
Ahdominal  Section;  Recovery. — A  patient  33  years  old  had 
borne  seven  children  and  had  three  miscarriages.  Menses  were 
always  normal.  A  severe  fall  caused  an  abortion  of  twins  at 
four  months.  Since  then  she  had  irregular  menses  and  pain 
in  left  side. 

November  1  she  had  a  scant}'  period  after  missing  a  month. 
November  9,  severe  flow  with  labor  pains.  Curettement  on 
14th  only  increased  the  flow  without  turning  out  any  placental 
tissue.  On  entering  the  hospital,  os  was  somewhat  dilated, 
uterus  anteverted,  flanked  on  either  side  with  tense  tumors, 
evidently  connected  with  uterus,  leading  to  diagnosis  of  tubal- 
ovarian  cyst  of  both  sides.  Laparatomy  revealed  three  rounded 
bodies,  one  behind  the  other.  The  anterior  one  was  the  dis- 
tended bladder,  the  posterior  one  a  normal  uterus  with  its  ad- 
nexa;  the  middle  body  was  a  pregnant  uterus  without  any 
indication  of  tubes,  etc.  Its  contents  were  removed  by  fixing 
the  fundus  and  entering  per  vaginam.  The  posterior  retro- 
verted  uterus  united  with  the  uterus  lying  in  front  of  it  at  the 
internal  os.  The  anterior  uterus  was  held  in  place  by  a  liga- 
ment, a  reduplication  of  the  peritoneum  covering  the  bladder. 

Later  examination  showed  the  cervix  to  have  two  openings, 
one  situated  behind  the  other,  separated  by  a  bridge  of  tissue 
li  centimetres  thick.  During  the  pregnancy  this  bridge  was 
swollen  and  covered  up  the  posterior  os.  The  vagina  contained 
no  septum.  The  anterior  uterus  turned  to  the  left,  the  posterior 
to  the  right.  How  was  this  uterus  without  tubes  impregnated? 
[Berliner  Klinische  Woclienschrift,  189J/.,  xxxi.,  p.  Jfo2.) 

1(»7.  Landau.  Pregnancy  in  Rudimentary  Horn  of  a  Bi- 
cornate  Uterus. — Multipara,  23  years  old.  Menstruated  pain- 
fully since  twentieth  year.     On   examination,  a  swelling  the 
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size  of  a  y:oose  egg,  but  rouiul,  lay  next  to  a  small  cervix 
whose  uterine  body  was  pressed  up  against  the  symphysis,  but 
fvom  its  left  eilge  a  pedicle  united  it  to  the  tumor.  On  lapa- 
ratom3'the  swelling  proved  to  be  an  enlarged  uterus  with  solid 
muscular  stem  uniting  it  to  an  infantile  uterus.  This  swell- 
ing ruptured  during  its  removal,  uncovering  a  fetus.  The 
pedicle  was  solid.  There  must  have  been  a  migration  of  the 
spermatozoid.  {Centralblait  fiir  Gyndkologie  und  Oehurts- 
hiilfe,  Xo.Q7,p.20S.) 

108.  Sanger.  Pregnancy  in  the  Rudimentary  Hor^i  of  a 
Uterus  Duplex. — Sanger  presented  a  patient  from  whom  he 
had  removed,  on  October  2, 1882,  a  pregnant  horn  and  its  adnexa 
at  the  seventh  month.  Patient  had  borne  two  children  pre- 
viousl}'.  Menses  two  days  after  the  operation,  and  a  subse- 
quent conception  soon  after  reaching  home.  Conception  only 
occurs  in  these  cases  when  the  second  uterus  or  horn  is  amen- 
orrhoic — i.e.,  when  the  mucous  membrane  swells  at  each 
period,  but  does  not  discharge  any  blood.  In  this  case  the 
corpus  luteum  was  in  the  right  ovary  and  the  pregnancy  in 
the  left  horn.  Hematometra,  of  course,  excludes  pregnancy. 
Whether  both  ovum  and  spermatozoa  travel  to  opposite  side  is 
still  a  question. 

Sanger  in  this  paper  has  collected  27  cases,  in  which  20  ended 
in  rupture  and  death,  3  in  formation  of  lithopedion;  4  were 
treated  by  laparatomy,  as  follows:  1.  His  own  case,  recovered. 
2.  Koeberle  (18G4),  Cesarean  section  twenty-two  months  after 
death  of  fetus;  recovery.  3.  Salin  (1880),  Porro  operation; 
tedious  recovery.     4-.  Litzman-Werth  (1883  [?]  ),  died. 

Operation  should  take  place  as  early  as  possible,  between 
two  and  six  months,  to  avoid  rupture.  At  that  time  the  preg- 
nant horn  should  be  removed  to  facilitate  a  normal  delivery  at 
a  future  time. 

The  regressive  metamorphosis  of  the  fetus  in  Sanger's  case 
was  most  remarkable.  There  was  no  trace  of  putrefaction. 
{Centralblatt  fiir  Gyndkologie  und  Geburtshiilfe,  1883,  p. 
32 J,) 

109.  Winter.  Uterus  Bicornis;  Pregnancy  in  Rudimen- 
tary Horn. — April,  1892,  specimen  of  pregnancy  in  a  closed 
rudimentary  horn  which  had  been  removed  by  operation  on  ac- 
count of  rupture.  Z .  S. ,  25  years  old.  Normal  delivery  two  and 
a  half  years  ago.  Last  period  November  24;  well  until  four 
weeks  ago,  when  she  felt  abdominal  pain,  especially  on  left 
side,  which  increased  until  one  week  ago,  when  peritonitic 
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symptoms  with  hemorrhage  set  in.  Examination  showed  the 
uterus  to  be  somewhat  enlarged  and  turned  toward  the  right. 
At  its  left  was  a  tumor  the  size  of  a  child's  head,  from  the 
lower  part  of  which  a  pedicle  could  be  traced  passing  over  to 
the  uterus. 

Laparatomy  showed  that  the  tumor  had  ruptured,  that  its 
outer  edge  was  formed  by  the  fetal  membranes  and  loops  of 
intestines,  all  being  covered  by  a  yellow  pseudo-membrane.  In 
the  pelvic  cavity  was  a  dead  fetus  and  some  brownish,  bloody 
fluid,  but  no  blood.  Fetus  not  macerated,  but  discolored.  The 
placenta  was  still  attached  in  the  muscular  body,  the  size  of 
an  ordinary  uterus.  This  body  was  ruptured  posteriorly  and 
toward  the  left.  The  pedicle  was  an  inch  thick  and  attached 
this  horn  to  the  left  border  of  the  uterus.  Adnexa  for  each  side. 
The  wall  of  the  horn  was  thickest  near  the  uterus,  thinning  as 
the  distance  increased,  until  at  the  site  of  rupture  it  was  as  thin 
as  paper.  The  rudimentary  horn  was  entirely  closed  toward 
the  uterus;  not  the  smallest  communication  could  be  discov- 
ered.    Corpus  luteum  was  in  opposite  ovary  to  pregnant  horn. 

Winter  also  showed  a  specimen  from  the  Universitatsfrau- 
enklinik  of  a  pregnancy  in  a  rudimentary  horn  with  extreme 
thinning,  and  distension  had  taken  place  laterally  and  poste- 
riorly. Tumor  had  reached  the  size  of  an  apple.  This  horn 
was  perfectly  occluded.  There  had  been  no  rupture,  but  death 
of  the  fetus  with  subsequent  maceration.  Age  of  fetus  was 
about  three  months.  [Ceutralhlatt  f  iir  Gyndkologie  und  Ge- 
hurtshulfe,  1892,  p.  S6S.) 

110.  Wiener.  Pregnayicy  in  the  Rudimentary  Horn  of  a 
Bicornate  Uterus. — Gives  history  where  at  end  of  second 
pregnancy  severe  pains  supervened,  lasting  some  time,  with 
discharge  of  bloody  mucus.  An  extrauterine  pregnancy  was 
diagnosed,  but  on  abdominal  section  it  turned  out  to  be  a 
pregnancy  of  the  right  side  of  a  uterus  bicornis  {Archiih 
fiir  Gyndkologie,  xxiv.,p.  332.) 

ill.  Netzel,  W.  (Stockholm).  Pregnancy  in  a  Rudimen- 
tary Horn  with  Imperforate  Cervix. — Patient  23  years  old; 
menstruated  since  her  fifteenth  year  and  has  been  married  two 
years.  Last  menses  in  June.  In  August  a  two  mouths'  preg- 
nancy was  diagnosed,  with  cyst  of  the  vagina  the  size  of  a 
goose  Qg^.  In  December  she  discharged  thick,  yellow,  offen- 
sive pus;  disappearance  of  tumor.  In  January  the  discharge 
became  red  and  fetid,  followed  by  fetid  mass  the  size  of  a  hand, 
without  any  pain  or  hemorrhage.     In  February  life  ceased 


362  WELLS:    DEVELOPMENTAL   DUPLICATIONS   OF 

but  no  labor  pain.  Came  under  observation  June  10,  1885. 
Tumor,  size  of  a  man's  head,  in  pelvis  close  to  uterus  at  the 
left,  into  which  a  sound  passes  ?  centimetres.  July  15,  lapa- 
ratomy.  Tumor  without  a  pedicle;  one  was  formed  by  passing 
elastic  slini:^  about  its  base;  was  easily  enucleated  and  found 
to  contain  a  macerated  fetus. 

This  pregnancy  occurred  in  an  occluded  right  horn;  the 
corpus  luteum  was  in  the  left  ovary.  Whether  there  had  ever 
been  a  communication  it  was  impossible  to  determine;  it  must 
have  been,  if  at  all,  very  minute.  {Centralblatt  fiir  Ge- 
burtshiilfe  unci  Gijmikologie,  No.  27,  p.  JfSO,  1886.) 

112.  Ruge,  Carl.  Biconiate  Uterus  ivith  Pregnancy  in  a 
Rudimentary  Horn  with  Solid  Cervix. — Simon,  of  Quedlin- 
burg,  sent  the  specimen,  obtained  from  a  patient  who  died  of 
internal  hemorrhage  October  27. 

Much  blood  was  found  in  the  pelvic  cavity  and  there  was  a 
rupture  of  the  right  horn  of  a  uterus  bicornis.  Vagina  was 
quite  wide;  the  cervix  slender,  with  poor  development  of  ante- 
rior lip;  OS  dilated,  filled  with  mucous  plug.  Cervix,  4  centi- 
metres long,  communicated  with  a  dilated  uterine  cavity  6 
centimetres  in  length,  with  thickness  of  wall  from  1  to  1.4 
centimetres.  Left  horn  was  the  size  of  a  pregnancy  of  two 
months;  left  ovary  contained  a  corpus  luteum.  The  right  horn 
arose  from  near  the  internal  os,  extending  toward  the  right  at 
an  angle  of  G0°.  The  uniting  pedicle  has  a  breadth  of  f  inch 
and  a  thickness  of  -^  inch.  This  connecting  bridge  corresponds 
to  the  cervix  of  the  right  horn;  is  perfectly  solid.  Even  micro- 
scopical sections  proved  this.  The  uterine  body  measures  G 
centimetres  in  width  and  7  centimetres  in  length.  Its  walls 
are  profusely  covered  with  blood  vessels  and  have  a  thickness 
of  0.9  to  1.0  centimetre,  diminishing  toward  the  fundus,  where 
they  are  no  thicker  than  paper  and  are  ruptured.  Tube  and 
ovary  of  this  side  normal,  but  the  right  ovary  contains  no  cor- 
pus luteum.  The  fetus  is  of  about  three  months  and  its  pla- 
centa protruded  from  the  rupture.  {Zeitsclirift  fiir  Gehurts- 
hiilfe  und  Gyndkologie,  ii.,p.  27.) 

A  study  of  the  112  cases  recorded  above  leads  to  the  follow- 
ing conclusions: 

I.  Double  Uterus  or  Vagina  uncomplicated  by  Retention 
Accidents  or  Pregnancy. — Women  the  subjects  of  this  mal- 
formation do  not  necessarily  show  any  other  peculiarity  de- 
pendent on  imperfect  development. 
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The  condition  is  usually  accidentally  discovered  on  examina- 
tion as  to  the  cause  of  dysmenorrhea  or  monorrhagia  from 
which  these  women  frequently  suffer. 

Menstruation  may  occur  from  both  sides  simultaneously,  or 
may  alternate  on  right  and  left. 

Menstruation  is  scanty  when  both  horns  are  poorly  devel- 
oped, but  amenorrhea  is  exceptional  when  there  is  any  endo- 
metrium present. 

Uterus  septus  is  probably  the  most  common  malformation, 
but  uterus  bicornis  is  most  often  recognized. 

Double  vagina  is  easily  overlooked  in  many  instances,  and 
has  remained  undiscovered  even  after  many  years  of  married 
life. 

When  the  vagina  is  double  the  right  one  is  usually  the 
smaller,  and  the  right  uterine  horn  is  more  frequently  the  less 
well  developed. 

Uterus  septus  is  usually  discovered  by  accident  during  a 
curetting  or  examination  with  a  sound.  In  markedly  bicornate 
uteri,  or  where  there  is  a  double  cervix  or  cervical  opening, 
careful  bimanual  examination  is  sufficient  for  a  diagnosis. 

In  cases  where  a  vaginal  septum  is  recognized,  it  is  probably 
b3st,  unless  the  vaginae  are  both  well  developed,  to  incise  it,  as, 
in  case  of  subsequent  pregnancy,  it  is  apt  to  prove  an  obstacle 
to  delivery. 

II.  Retention  Accidents. — Some  curious  as  well  as  instruc- 
tive facts  may  be  gleaned  from  the  records  of  the  32  cases  that 
we  have  collected.  It  will  be  noted  that  in  a  large  proportion 
of  the  cases  of  double  uterus  or  vagina  the  less  well  devel- 
oped side  is  the  right.  Thus,  in  2G  of  the  cases  with  menstrual 
retention  where  the  side  affected  is  mentioned,  we  have  18  right- 
sided,  6  left-sided,  and  2  bilateral.  Nearly  all  of  the  cases  have 
occurred  in  young  women,  and  have  been  brought  to  notice  by 
unusual  and  increasing  pain  and  discomfort  referred  to  the 
lower  abdomen,  vagina,  and  rectum,  accompanied  by  a  slowly 
growing  pelvic  or  abdominal  swelling.  Where  from  any 
cause  the  contents  of  the  tumor  have  become  infected,  we  have 
in  addition  marked  depreciation  of  the  general  condition,  often 
a  fetid  or  purulent  discharge,  and  the  usual  symptoms  of  a  sep- 
tic process.  A  vaginal  examination  reveals  a  more  or  less  dis- 
tinctly fluctuating  tumor  to  one  side  of  the  vagina  or  in  the 
pelvic  cavity.  The  condition  is  a  serious  one,  always  demands 
surgical  interference,  and,  while  rare,  occurs  frequently  enough 
to  make  it  necessary  that  we  should  not  forget  its  possibility. 
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Of  11  deaths  here  recorded,  9  occurred  from  septic  perito- 
nitis after  puncture  of  the  sac.  In  several  of  these  cases 
autopsy  showed  the  intra-abdominal  rupture  of  a  tubal  blood 
cyst.  Cases  more  recently  treated  have  recovered.  The  lesson 
here  surely  is  to  first  be  as  certain  as  possible  of  the  condition 
present,  then,  under  strict  asepsis,  to  evacuate  the  contents  of  the 
retention  cyst  through  the  vagina  by  a  wide  incision,  and  to 
wash  out  the  cavity  with  hot  normal  salt  solution,  keep  the 
patient  quiet  in  bed,  and  on  evidence  of  aiij^  peritoneal  infection 
to  open  the  abdomen  and  remove  the  ruptured  tube  that  will 
probably  be  found. 

III.  and  IV.  Pregnancy  in  Double  Uteri. — It  is  evident 
that  fecundity  is  not  materially  diminished  in  individuals  with 
double  uterus. 

Both  sides  of  the  uterus  may  be  pregnant  at  the  same  time, 
with  the  fetus  in  each  at  the  same  or  a  dififerent  period  of  de- 
velopment. The  occurrence  of  a  double  pregnancy  of  dififerent 
periods  in  a  uterus  septus  probably  explains  the  so-called  cases 
of  superfetation. 

In  repeated  pregnancies  where  both  horns  are  equally  well 
developed,  the  two  uteri  frequently  alternate  in  function. 

Abortion  is  more  common  than  in  normal  uteri,  and  is  par- 
ticularly frequent  in  uterus  septus. 

If  the  pregnant  horn  is  well  developed  the  pregnancy  will 
usually  end  as  in  a  normal  uterus;  if  poorly  developed,  there  is 
danger  of  rupture  during  or  before  labor,  of  irregular  presen- 
tation from  encroachment  of  the  other  horn  on  the  pelvic 
space,  of  abnormal  insertion  of  the  placenta,  and  of  inefficient 
uterine  contractions — conditions  which  may  make  the  artificial 
delivery  of  the  child  and  placenta  necessary.  Where  there  is 
a  vaginal  septum  that  obstructs  labor  it  should  be  incised,  if 
recognized. 

If  the  pregnant  horn  is  rudimentary  in  its  development  there 
is  always  present  the  danger  of  rupture;  delivery  per  vaginam 
will  be  impossible,  and  it  is  always  right  to  remove  the  preg- 
nant horn  together  with  its  ovary  and  tube  by  abdominal  sec- 
tion as  soon  as  the  condition  is  definitely  ascertained.  Preg- 
nancy in  a  rudimentary  horn  is  most  often  mistaken  for  an 
extrauterine  pregnancy,  but,  as  it  demands  the  same  treatment, 
the  mistake  can  bo  pardoned.  The  most  important  differential 
point  is  the  demonstration  of  a  deep  sulcus  between  the  fundus 
of  the  uterus  and  the  pregnant  mass. 

The  mortality  of  pregnancy  in  a  rudimentary  horn,  as  given 
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by  three  authors  (Sanger,  Himmelfarb,  and  Stoll)  who  have 
most  carefully  investigated  the  subject,  ranges  from  88.  S  per 
cent  to  86.9  per  cent,  the  patients  all  dying  from  rupture  and 
the  consequent  hemorrhage. 

An  interesting  question  is,  How  do  many  of  these  cases  be- 
come pregnant?  Himmelfarb  found  that  the  cervical  pedicle 
of  the  pregnant  rudimentary  horn  was  solid  in  19  of  27  cases, 
and  Stoll  found  the  same  condition  present  in  7  of  14  cases  col- 
lected by  him.  In  only  one  of  these  cases  is  there  any  record 
of  more  than  a  macroscopic  examination.  In  the  case  that  I 
have  recorded  the  pedicle  was  apparently  perfectly  solid,  and 
it  was  only  after  a  careful  microscopical  examination  of 
numerous  sections  from  various  portions  of  the  pedicle  that  it 
was  demonstrated  that  a  canal  the  size  of  a  bristle,  with  pli- 
cated lining  covered  by  columnar  epithelium,  did  pass  into  the 
pregnant  horn. 

The  explanation  given  in  nearly  all  of  these  cases,  that  the 
pregnancy  was  the  result  of  emigration  of  the  sperm  cells 
through  the  other  uterus  and  tube  across  the  peritoneal  cavity 
and  into  the  tube  of  the  rudimentary  side,  certainly  seems  in- 
credible except  as  a  rare  accident.  Again,  if  the  cervical 
canals  of  these  uteri  were  impervious  previous  to  their  impreg- 
nation, why  did  they  not  all  form  retention  cysts?  It  is  cer- 
tainly probable  that  in  nearly  all  a  minute  cervical  canal  was 
open  at  the  time  of  impregnation. 

I  am  indebted  to  Drs.  A.  Raymond  Schroeder  and  Anna 
Hilke  for  aid  in  searching  the  literature  at  my  disposal  at  the 
New  York  Academy  of  Medicine. 

71  West  Forty-fifth  street.  '' 
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A  NEW  METHOD  OF  OPERATING  FOR  COMPLETE  TEAR 
OF  THE  FEMALE  PERINEUM. 


To  THE  Editor  of  This  Amurican  Journal  of  Obstetrics,  etc. 


Dear  Sir: — Some  weeks  past,  while  reading  the  culled  ex- 
tracts from  various  medical  journals  in  the  Philadelphia  Medical 
Journal,  my  eye  fell  upon  an  article  (condensed  for  publication 
in  this  Journal)  read  by  Dr.  Howard  A.  Kelly  before  the  Amer- 
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loan  Gynecological  Society  on  May  24,  1899,  in  which  he 
describes  a  new  operation  or  procedure  for  repair  of  complete 
laceration  of  the  perineum.  I  have  not  had  the  pleasure  of 
reading  Dr.  Kelly's  paper,  but  from  the  description  given  by 
the  Philadelphia  3h'dical  Journal  I  was  sure  I  had  per- 
formed the  same  operation  more  than  two  years  before  Dr. 
Kelly  read  his  paper.  As  some  of  my  medical  friends  had 
heard  me  speak  of  this  operation,  the  Knox  County  Medical 
Society  requested  me  to  write  an  essay  on  this  subject,  which  I 
did,  and  read  the  same  before  the  society  on  May  11,  1899. 
On  December  12,  1899,  I  addressed  a  letter  as  follows: 

Knoxville,  Tenn.,  December  12,  1899. 
Dr.  Hoivard  A.  Kelly,  Baltimore,  Md. 

Dear  Doctor: — My  attention  was  called  to  an  article  of 
yours  which  the  Philadelphia  Medical  Journal  of  September 
16,  1899,  attributes  to  the  Medical  Neivs  of  September  9  issue, 
and  refers  to  the  Philadelphia  Medical  Journal  of  June  3, 
page  1201;  here  a  very  brief  synopsis  of  the  operation  for  com- 
plete tear  of  the  perineum  is  given.  I  am  of  the  opinion  your 
procedure  is  exactly  that  which  I  have  followed  for  the  past 
two  and  a  half  years,  and  as  evidence  of  this  fact  I  enclose 
sections  of  a  paper  read  by  the  undersigned  before  the  Knox 
County  Medical  Society,  May  11,  1899. 

Very  respectfully,  etc. . 

C.    E.    RiSTINE. 

I  enclosed  with  this  letter  five  or  six  paragraphs  from  my 
paper  and  a  section  of  the  minutes  of  the  society  for  that  date, 
duly  signed  by  the  president  and  secretary,  which  referred  to 
my  paper.     Dr.  Kelly  replied  as  follows: 

1418  EuTAW  Place. 

Dear  Dr.  Ristine:— lam  deeply  interested  in  your  letter 
which  shows  that  you  have  been  using  the  same  procedure  for 
closing  complete  tears  as  that  recently  described  by  myself.  A 
paper  from  you  giving  date  of  your  communication  and  details 
of  your  case  would  be  of  great  value;  I  advise  you  to  prepare 
one  stating  such  facts  as  you  have  given  me  and  to  publish  it 
in  The  American  Journal  op  Obstetrics. 

I  add  to  the  turning  down  of  the  apron  these  important  steps: 

1.  A  dissection  and  liberation  of  the  sphincter  ends,  which  are 
then  united  by  buried  catgut  sutures  and  a  deep  silkworm-gut 
suture  transfixing  the  muscle  twice. 

2.  The  use  of  figure-of-eight  buried  catgut  sutures  in  the 
septum  to  avoid  any  dead  space. 

If  possible  illustrate  your  article. 
Use  this  note  in  any  way  you  desire. 

Very  sincerel}^  yours, 

Howard  A.  Kelly. 
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Appreciating  the  kind  request  of  Dr.  Kelly  to  prepare  a 
paper  for  publication  giving  details  of  my  cases,  I  have  con- 
cluded to  publish  only  that  part  of  my  paper  which  refers  to 
the  special  operative  procedure  for  complete  tear  of  the 
perineum : 

*'  The  operation  I  perform  for  complete  tear  of  the  perineum 
I  consider  unique,  and,  as  far  as  results  can  speak,  it  is  as  near 
perfect  as  possible.  I  have  made  three  operations  within  the 
last  two  years  for  complete  tear  of  the  perineum.  The  length 
of  lime  between  the  tear  and  repair  was  respectively  eight, 
sixteen,  and  seventeen  years.  My  first  patient,  C,  age  43, 
date  of  operation  February,  '20,  1897;  second,  B.,  age  39,  date 
of  operation  Julj'  9,  1 897;  and  third,  S.,  age  50,  date  of  opera- 
tion December  7,  1898. 

"  C.  had  been  operated  upon  twice,  B.  had  had  three  efforts 
madeto  restore  the  parts,  and  S.  had  never  submitted  to  opera- 
tion, though  frequently  urged  to  do  so.  M}-  operative  procedure 
was  practically  the  same  in  each  case.  Beginning  high  in 
the  vagina,  I  dissect  up  a  frill  of  mucous  and  cicatricial  tissue 
to  the  margin  of  the  rectal  tear,  but  do  not  disturb  its  con- 
nection h  >re,  as  the  frill,  when  released  from  its  central  and 
lateral  attachments,  is  inverted  into  the  rectum,  thereby  form- 
ing the  anterior  wall  of  this  organ. 

"  If  the  tear  extend  up  the  vagina  into  one  or  both  sulci,  I 
begin  the  incision  of  the  mucous  membrane  above  the  apex 
of  said  vaginal  tear,  correctl}*  measuring  the  distance,  that  I 
may  have  abundance  of  tissue,  so  that  the  liberated  frill,  when 
inverted  into  the  rectum,  will  reach  below  the  margin  of  the 
anus.  From  this  initial  point  I  direct  my  incisions  laterally 
outward  and  downward  to  points  I  have  selected  for  the  lower 
border  of  the  future  vagina  and  upper  of  the  perineum  (see 
incision  outline.  Fig.  1),  extending  my  incision  down  from  this 
point  on  a  line  with  the  torn  edge  of  the  perineum  to  the  out- 
side of  the  pits  marking  the  retracted  ends  of  the  sphincter  ani 
muscle. 

'^  Following  the  outline  incision,  I  begin  denuding  from  the 
highest  point  in  the  vagina  and  carefully  dissect  down  to  the 
apex  of  the  rectal  tear,  and  laterally  from  the  incisions  down 
to  the  margin  of  the  rectal  tear.  These  lateral  dissections  ex- 
pose the  ends  of  the  retracted  sphincter  muscle.  Now  invert 
the  frill  into  the  rectum,  draw  well  down  below  the  anal  orifice 
by  traction  with  tissue  forceps.  While  in  this  position  freshen 
and  draw  out  the  ends  of  the  sphincter  muscle,  through  which 
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pass  a  chromicized  catgut  suture  near  its  ends;  gentle  traction 
on  this  suture  approximates  but  will  not  place  the  ends  in  ap- 
position. Now,  while  the  traction  is  continued,  pass  a  silk- 
worm-gut suture  through  skin  and  muscle;  taking  a  more 
secure  hold  of  the  muscle,  bury   deep  in    the   pelvic  tissue, 


Fig.  1. — Showing  outline  of  incision. 

emerging  at  a  corresponding  point  on  the  opposite  side,  pass- 
ing through  like  structures  (see  Fig.  3). 

"  These  sutures  passed  first  are  tied  last. 

"  The  remaining  steps  in  the  operation  are  simple  and  corre- 
spond with  that  described  for  incomplete  laceration,  as  we  now 
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Fig.  2,— Flap  dissected  off  and  turn- 
ed down  Into  rectum.  1,1,  Catgut  su- 
ture passed  through  sphincter  ends. 
2,2,  Silkworm-gut  reinforcing  suture 
passed  deeper  through  tissue  of 
sphincter  muscle. 

have  practically  transform- 
ed a  complete  into  an  in- 
complete tear  (Fig.  3). 

"  The  advantage  of  this 
operation  is,  first,  the  rec- 
tum is  shut  off  completely 
from  the  denuded  area  by 
the  inverted  frill  with  its 
mucous  and  cicatricial  sur- 
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face  forming  the  anterior 
wall  of  the  rectum,  giving 
us  an  unbroken  rectal  mu- 
cous lining;  second,  there 
are  no  stitches  in  the  rectum 
to  carry  infection  or  require 
removal;  third,  the  frill  sup- 
plies tissue  to  the  rectum 
that  has  been  destroyed  by 
sloughing,  retraction,  and 
atrophy;  and,  fourth,  I  have 
no  failure  to  record,  each  pa- 
tient expressing  great  satis- 
faction at  the  result. 


CORRESPONDENCE. 


"  In  ni}'  first  operation  I  used  silkworm  gnt  and  silver  wire 
for  sutures,  which  tore  out  on  the  third  day;  on  the  next  fol- 
lowiuij:  day  I  removed  all  stitches,  freshened  the  denuded  area 
with  a  sharp  curette,  reintroduced  sutures,  vaginal  of  catgut 


Flu.  3  —Iteiuforcing  spliincter  suture  tied  and  otlier  sutures  in  place. 


and    silkworm  gut  for   the   recto-perineal,  with   satisfactory 
result. 

"  I  do  not  use  a  pad  or  other  dressing  over  the  external  sutured 
area.  The  nurse  is  instructed  to  throw  a  stream  of  bichloride 
solution,  1  :::iOOO  or  1  :3000,  over  the  vaginal  lips  after  urina- 
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tion,  whether  the  act  be  accomplished  with  or  without  the  aid 
of  a  catheter.  After  the  third  day  a  vaginal  douche  is  given  of 
some  mild  antiseptic,  such  as  normal  salt  solution  or  a  solu- 
tion of  boric  acid. 

"  As  soon  after  the  operation  as  the  patient's  stomach  will 
tolerate  it,  I  order  the  administration  of  a  tablespoonful  of 
compound  licorice  powder  in  half  a  tumbler  of  water,  and 
repeat  often  enough  to  insure  at  least  two  soft,  free  actions 
from  the  bowels  every  twenty- four  hours.  I  limit  the  diet  to 
such  articles  as  furnish  the  smallest  amount  of  fecal  matter, 
but  permit  these  to  be  taken  in  a  quantity  to  satisfy  the  appe  • 
tite. 

*'If  this  operation  for  complete  tear  of  the  perineum  is  not 
original,  I  beg  to  be  informed  of  the  one  who  can  lay  claim 
to  it.  I  have  not  found  such  procedure  mentioned  in  all  my 
reading,  and  this  at  least  makes  it  original  with  me." 

Addenda. — Begin  high  in  the  vagina,  corresponding  to  the 
length  of  tear  in  the  rectal  wall. 

Be  sure  you  have  enough  of  frill  to  extend  below  the  anal 
suture,  both  from  above  and  laterally;  excess  of  tissue  may 
form  a  tab  or  teat,  which  can  be  clipped  off  after  the  patient  is 
well. 

Do  not  worry  about  having  too  much  tissue  folded  into  the 
rectum;  this  will  take  care  of  itself.  You  will  be  surprised 
how  rapidly  absorption  of  the  excess  takes  place,  with  restora- 
tion of  a  perfect  rectal  and  anal  wall. 

Complete  control  over  the  sphincter  muscle  will  not  be  ob- 
tained for  some  weeks  or  months  after  the  operation,  depending 
upon  the  amount  of  atrophy  present  in  the  unused  sphincter 
muscle,  which,  as  a  rule,  is  pari  passu  with  the  time  elapsed 
between  tear  and  repair. 

C.  E.  RiSTiNE,  M.D. 

KNOXVn^LE,  Tenn. 


\ 
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TRANSACTIONS    OF    THE    SECTION    ON 

GYNECOLOGY  OF  THE  COLLEGE  OF 

PHYSICIANS  OF  PHILADELPHIA. 


Stated  Meeting,  Jamiarij  18,  1900. 
The  Chairman,  John  B.  Shober,  M.D.,  presiding. 
Dr.  Charles  P.  Noble  read  a  paper  entitled 

A  CASE  OF  nephrectomy  FOR  PYONEPHROSIS  FROM  STONE.* 

Dr.  Shober. — I  would  like  to  ask  Dr.  Noble  whether,  if  the 
diagnosis  had  been  made  before  extensive  destruction  of  the 
kidney  occurred,  the  woman  could  not  have  been  relieved 
without  nephrectomy. 

Dr.  Noble  (closes). — There  is  no  question  but  that,  if  the 
diagnosis  had  been  made  before  the  kidney  was  destroyed  by 
suppuration,  simple  nephrotomy  would  have  been  sufficient  to 
remove  the  stone,  and  the  patient  would  have  recovered  with 
a  good  kidney. 

Dr.  E.  p.  Davis  read  a  paper  entitled 

THE  pernicious  NAUSEA  AND  VOMITING  OF  PREGNANCY, 
WITH  THE  REPORT  OF  A  CASE."" 

Dr.  R.  C.  Norris. — To  any  one  practising  obstetrics  these 
cases  are  of  exceeding  interest.  Within  the  past  year  I  have 
seen  three  fatal  cases  of  pernicious  nausea  and  vomiting  of 
pregnancy  in  consultation.  These  three  patients  died  before 
there  was  an  opportunity  to  terminate  pregnancy.  I  think 
men  who  see  cases  advanced  to  an  extreme  degree  of  starva- 
tion and  grave  blood  changes  realize  the  importance  of 
promptly  treating  them  as  Dr.  Davis  treated  his  patient. 

I  have  been  impressed,  in  some  of  the  cases,  by  the  fact  that 
a  neurotic  element  is  the  most  prominent  etiological  factor. 
Of  course,  where  a  careful  and  early  analysis  of  the  blood 
shows  serious  changes,  we  must  exclude  hysteria  as  the  primary 
cause  and  consider  toxemia  the  important  cause.  I  have  had 
some  patients  with  this  neurotic  element  respond  very  rapidly 
to  isolation  and  a  modified  rest  treatment. 

The  curious  part  of  the  cases  presumably  due  to  a  toxemia  is 
that  they  should  manifest  such  profound  changes  so  early  in 
the  pregnancy,  as  in  the  case  of  Dr.  Davis.  When  the  vomit- 
ing has  persisted  for  weeks,  the  blood  changes  and  the  serious 
condition  of  the  patient  can  be  accounted  for  by  the  starvation 
that  has  ensued,  but  the  very  early  and  serious  changes  in  the 
'  See  original  article,  p.  308.  *  See  original  article,  p.  304. 
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blood  would  indicate  that  the  toxemia  is  a  factor  more  im- 
portant than  uterine  displacement  or  changes  in  the  cervix;  at 
least,  I  have  been  so  impressed  with  the  aggravated  cases,  and 
believe  that  we  should  terminate  pregnancy  as  promptly  as  for 
a  grave  toxemia  of  pregnancy  manifesting  itself  as  kidney  in- 
sufficiency. We  know  very  little  of  how  the  various  toxins 
act  upon  the  economy.  Some  appear  to  act  by  deranging  the 
function  of  the  kidney,  others  affect  the  liver,  while  others 
seem  to  attack  the  nervous  system  or  the  circulation.  It  is 
reasonable  to  believe  that  under  some  conditions  the  stomach 
or  vomiting  centre  is  especially  affected.  I  have  recently  had 
an  interesting  and  fatal  case  of  toxemia  in  a  patient  who  came 
under  my  observation  during  the  first  stage  of  labor.  She  was 
naturally  delivered,  but  immediately  afterward  fell  into  a  con- 
dition of  shock  and  heart  failure  which  alarmed  me  and  gave 
me  great  apprehension  of  internal  bleeding.  Death  ensued 
eighteen  hours  after  delivery,  and  a  careful  autopsy  by  Dr. 
Sailer  could  find  no  adequate  explanation  of  her  death.  The 
kidneys  showed  some  inflammatory  change.  No  other  lesion 
was  found.  The  results  from  cultures  made  by  Dr.  Sailer  are 
not  yet  known.  We  agreed  that  the  manner  of  her  death  war- 
ranted the  belief  that  a  toxemia,  fulminating  in  character,  had 
overpowered  her  cardio-vascular  system.  There  were  no  con- 
vulsions that  come  in  eclampsia,  the  usual  manifestation  of  a 
toxemia  sufficiently  grave  to  destroy  life.  In  most  cases  of  the 
nausea  and  vomiting  of  pregnancy  we  know  that  the  symptoms 
frequently  improve  after  the  fourth  month,  and  if  we  can  con- 
sistently carry  our  patient  along  until  that  time  we  may  expect 
relief  in  a  large  proportion  of  cases.  If,  however,  an  analysis 
of  the  blood  and  urine  reveals  serious  changes,  and  if  really 
serious  symptoms  manifest  themselves,  it  matters  not  how 
early,  the  general  practitioner  should  realize  that  no  medicines 
can  give  relief  in  such  cases  and  that  the  termination  of  the 
pregnancy  is  the  patient's  only  hope.  He  should  also  remem- 
ber not  to  send  for  his  consultant  when  the  patient  is  dying 
from  starvation  and  when  it  is  too  late  to  save  her  by  ending 
her  pregnancy.  Remembering  that  these  cases  may  be  neu- 
rotic or  toxic,  as  well  as  due  to  local  pelvic  conditions,  we  have 
the  treatment  pretty  well  in  hand  if  the  patient  is  seen  suffi- 
ciently early.  Not  long  ago  we  looked  upon  pelvic  disorders 
as  the  most  important  cause  of  excessive  vomiting  and  nausea 
of  pregnancy.  Doubtless  many  cures  following  applications, 
pessaries,  dilatation  of  the  cervix,  and  the  like,  have  been  the 
result  of  "suggestive  therapeutics"  in  neurotic  cases.  Dr. 
Davis'  paper  shows  the  necessity  for  early  and  critical  exami- 
nation to  estimate  the  gravity  of  the  patient's  condition,  and 
shows  also  the  value  of  prompt  and  bold  treatment.  Cases 
due  to  uterine  displacement  or  of  neurotic  origin  are  amenable 
to  treatment  indicated  in  individual  cases,  and  may  not  require 
the  termination  of  pregnancy.  Those  cases  which  appear  to 
be  due  to  toxemia  are  especially  dangerous,  and  in  the  early 
stages  should  be  dealt  with  bravely  and  boldly  by  terminating 
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the  pregnaucy.  Cases  due  to  other  causes  should  not  be  al- 
lowed to  progress  to  the  stage  where  grave  alterations  in  the 
blood  appear. 

Dr.  Charles  P.  Noble. — With  increasing  experience  I 
think  that  all  of  us  have  more  respect  for  these  patients.  Re- 
cently I  had  a  shocking  experience  in  reference  to  one  of  these 
cases.  I  was  called  in  to  see  a  young  woman,  illegitimately 
pregnant,  and  as  she  had  a  good  pulse,  and  evidences  of  nausea 
were  not  marked,  and  the  symptoms  had  not  persisted  over  a 
length}"  period,  and  as,  moreover,  she  had  not  been  treated 
systematically  and  had  not  been  fed  by  the  bowel,  I  felt  that 
the  case  was  not  in  a  critical  condition.  Yet  she  died  within 
twenty-four  hours  after  my  visit — showing  how  easy  it  is  to  be 
deceived  as  to  the  seriousness  of  the  condition  of  these  patients. 

I  have  seen  a  number  of  cases  within  the  last  few  years  die 
from  pernicious  vomiting  of  pregnancy,  some  without  the  uterus 
emptied  and  others  because  the  uterus  was  emptied  too  late. 

I  am  entirely  in  accord  with  the  scope  of  the  paper  of  the 
evening,  and  think  that  these  are  the  lines  upon  which  these 
cases  should  be  studied,  and  that  when  the  evidences  of  pro- 
found alterations  in  the  blood  or  kidneys  are  to  be  made  out 
we  should  not  hesitate  to  promptly  empty  the  uterus. 

I  have  also  had  a  number  of  cases  to  illustrate  the  point 
made  by  Dr.  Norris,  that  in  the  cases  occurring  in  highly  neu- 
rotic women  the  influence  of  the  sympathy  of  the  family  is 
oftentimes  a  marked  factor  in  keeping  up  the  nausea,  and  that 
if  we  can  keep  the  family  away  from  the  patient  it  will  do 
more  good  than  any  one  other  measure  of  treatment. 

Dr.  George  M.  Boyd. — I  have  had  a  case  within  the  last 
three  months  illustrating  Dr.  Noble's  remarks  in  regard  to  the 
neurotic  element  in  some  cases  of  pernicious  vomiting  of  preg- 
nancy. The  patient  was  a  little  less  than  three  months  preg- 
nant. She  vomited  incessantly  until  she  arrived  at  the  hospi- 
tal. ;0n  careful  diet,  bowel  feeding  for  a  time,  and  hot  douches, 
the  vomiting  ceased.  The  only  medication  we  used  was  a 
weak  solution  of  cocaine,  one-tenth  of  a  grain  three  or  four 
times  daily. 

The  only  case  in  which  I  found  it  essential  to  empty  the 
uterus  I  saw  in  consultation  four  or  five  years  ago,  and  in  that 
case  there  did  exist  excessive  anemia,  which  had  existed  prior 
to  preguancy.  It  seemed  to  me  that  the  probable  cause  of 
vomiting  was  the  patient's  anemic  condition.  Her  blood  was 
exceedingly  thin  and  low  in  red  blood  count.  With  the  empty- 
ing of  the  uterus  the  symptoms  disappeared  and  the  patient 
recovered. 

In  spite  of  the  fact  that  it  is  at  times  essential  to  empty  the 
uterus,  I  would  like  to  mention  the  fact  that  the  symptoms, 
vomiting  particularly,  are  exaggerated  in  some  cases,  appa- 
rently for  the  purpose  of  bringing  about  the  emptying  of  the 
uterus,  hoping  that  the  physician  will  feel  that  it  is  necessary 
to  terminate  pregnancy.  I  can  recall  two  or  three  such  cases, 
where,  with  careful  supervision  of  the  patient  and  slight  medi- 
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cation,   there   was   a  gradual  improvement  and   the   desired 
result  was  not  accomplished. 

Dr.  Davis  (closing). — I  quite  agree  with  Dr.  Norris  in  the 
importance  which  he  gives  to  the  toxemic  element  in  these 
cases.  This  was  well  illustrated  by  a  patient  coming  under 
my  observation  last  summer.  She  was  in  her  first  pregnancy 
and  suffered  much  with  nausea  and  vomiting.  Her  attending 
physician  became  so  alarmed  about  her  that  he  proposed  to 
empty  the  uterus.  This  was  declined,  and  the  patient  was  seen 
by  Dr.  Strieker  Coles,  who  advised  her  removal  to  the  Jefferson 
Hospital.  She  had  a  considerable  elevation  of  temperature 
and  was  thought  to  have  enteric  infection,  typhoidal  in  charac- 
ter. This  diagnosis  was  not  confirmed  by  further  observation, 
and  the  patient's  symptoms  disappeared  after  the  intestinal 
canal  had  been  thoroughly  emptied.  She  was  kept  under 
observation  and  found  to  be  in  a  highly  anemic  condition. 
She  was  recently  delivered  of  a  healthy  child  in  spontaneous 
labor.  Tbe  prolonged  observation  which  this  patient  received 
leaves  no  doubt  but  that  her  symptoms  were  the  result  of  tox- 
emia of  intestinal  origin. 

Cases  are  sometimes  seen  in  which  sudden  death  occurs 
either  during  or  after  labor  with  symptoms  pointing  to  a 
severe  injury  of  the  genital  tract.  Some  years  ago  1  was 
called  to  a  patient  hurriedly  who  had  been  delivered  with  some 
difficulty  by  the  use  of  forceps.  During  the  delivery  sudden 
collapse  occurred,  and  the  physician  in  attendance  feared  that 
the  lower  portion  of  the  womb  had  been  torn  by  the  descent  of 
the  shoulders.  An  autopsy  revealed  the  womb  uninjured,  but 
that  death  had  occurred  from  toxemia  with  extensive  degene- 
rative changes  in  the  excretorj"  organs.  This  patient  escaped 
eclampsia,  and  her  condition  had  given  practically  no  warning 
of  its  presence. 

The  pernicious  nausea  of  pregnancy  maj'  simulate  so  closely 
the  disease  of  the  gastro  intestinal  tract  as  to  deceive  experi- 
enced observers.  A  case  under  treatment  by  several  medical 
men  of  experience  had  been  diagnosticated  chronic  gastro- 
enteritis. A  vaginal  examination  was  finally  made,  when  I 
was  able  to  make  a  positive  diagnosis  of  early  pregnancy  with 
retroflexion  of  the  womb.  The  pregnancy  was  illegitimate 
and  the  patient  died. 

In  a  recent  case  of  ectopic  gestation  which  came  to  operation 
the  patient  suffered  severely  from  the  pernicious  nausea  and 
vomiting  of  pregnancy.  This  first  attracted  the  attention  of 
the  attending  physician  and  led  him  to  fear  ectopic  pregnancy, 
although  the  patient  especially  denied  the  possibility  of  gesta- 
tion. The  complication  of  nausea  in  ectopic  gestation  is  a 
rare  one. 

To  those  who  may  have  occasion  to  operate  upon  these  cases, 
chloroform  and  oxygen  will  prove,  I  think,  a  most  useful 
anesthetic.  Dr.  Taylor  administered  this  combination  most 
skilfully,  and  was  able  to  relax  the  cervix  by  carrying  the 
anesthesia  to  a  complete  extent,  at  the  same  time  giving  the 
patient  but  little  depression. 
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Dr.  Noble  has  spokeu  reg^arding  the  influence  of  solicitous 
relatives  in  these  cases.  This  was  recently  illustrated  by  a 
patient  surrounded  by  parents  and  friends,  who  were  urging 
her  to  take  beef  tea  and  other  forms  of  nourishment  almost 
coastantl3^  The  patient  was  retaining  practically  nothing. 
She  was  sent  away  at  once;  in  a  few  days  was  able  to  take 
quite  a  journey  during  a  rainstorm  and  to  eat  a  comfortable 
supper  afterward.  The  entire  change  in  her  surroundings 
and  freedom  from  irritation  was  followed  by  a  rapid  recovery. 

We  must  all  have  seen  cases  like  those  described  by  Dr. 
Boyd,  in  which  a  pregnant  woman  desiring  to  end  the  preg- 
nancy simulates  nausea  through  frequent  vomiting.  These 
cases  are  sometimes  very  deceptive,  and  in  some  of  them  the 
attending  physician  has  been  persuaded  by  the  patient  to  sug- 
gest that  the  pregnancy  be  ended,  while  a  consultant  is 
brought  in  simply  to  accomplish  the  patient's  desires. 

In  my  paper  the  endeavor  was  made  to  show  that  vomiting 
is  a  symptom  of  little  importance  in  comparison  with  the  con- 
stant and  distressing  nausea  which  the  physician  sees  in  these 
cases.  A  person  may  simulate  nausea  by  vomiting,  but  it 
seems  to  me  almost  impossible  for  any  patient  to  be  profound- 
ly nauseated  almost  constantly  without  giving  positive  evi- 
dence of  her  condition.  A  similar  state  is  seen  in  some  seasick 
persons  who  have  no  emesis  and  still  suffer  extremely  from 
persistent  nausea.  It  would  be  better,  I  think,  were  the  term 
"  vomiting  "  omitted  from  the  title  used  in  text  books  to  de- 
scribe this  subject  and  were  the  word  "nausea"  allowed  to 
remain  alone. 


TRANSACTIONS  OF  THE  WOMAN'S 
HOSPITAL   SOCIETY. 


Stated  Meeting,  January  16,  1900. 
The  President,   Joseph  E.  Janvrin,    M.D.,   in  the    Chair. 

HYSTERECTOMY   FOR   EPITHELIOMA   OF   THE   CERVIX. 

Dr.  Paul  F.  Munde.— The  first  specimen  is  a  uterus  which 
I  removed  a  week  ago  last  Saturday  for  epithelioma  of  the  cer- 
vix. The  patient  is  33  years  of  age,  has  been  married  four 
years  and  has  no  children.  Occasional  bleeding  had  occurred 
for  four  weeks  prior  to  my  seeing  her.  I  made  an  examination, 
which  revealed  a  tumor  which  entirely  filled  the  vagina,  so  that 
it  was  impossible  to  determine  how  much  of  the  uterus  or  peri- 
metrium was  involved.  I  therefore  decided  that  it  would  be 
best  to  remove  the  growth  with  the  galvano-cautery  and  then 
decide  whether  it  would  be  justifiable  to  remove  the  uterus. 
The  family  wishing  a  consultation,    I  called  in  Dr.  Janvrin 
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to  give  his  opinion  at  the  time  of  operation.  The  epithelioma 
was  very  easily  removed  with  the  galvano-cautery  wire. 
Both  Dr.  Janvrin  and  I  agreed  that  the  uterus  was  perfectly 
free  and  that  it  would  be  wise  to  proceed  with  its  removal. 
This  was  done,  the  bladder  being  pushed  aside,  Douglas'  pouch 
opened,  the  broad  ligaments  clamped,  and  the  uterus  cut  away. 
No  ligatures  or  sutures  were  used.  The  woman  has  made  a 
perfect  recovery,  the  temperature  at  no  time  reaching  more 
than  a  fraction  above  100°.  Whether  or  not  the  disease 
will  return  I  cannot  say.  Apparently  all  diseased  tissue  was 
removed.  The  specimen  is  a  very  pretty  one.  The  epithelioma 
was  attached  to  the  whole  of  the  cervix.  The  interior  of  the 
uterus  is  healthy.  The  ovaries  were  healthy  and  were  not  re- 
moved. 

Recently  there  was  a  discussion  at  a  meeting  of  the  New 
York  County  Medical  Society  in  which  I  expressed  my  depre- 
cation of  the  operation  of  hysterectomy  for  cancer.  I  took  the 
ground  that  it  is  only  when  the  uterus  is  perfectly  free,  and  the 
case  seen  early  enough  for  us  to  be  sure  that  the  disease  is  con- 
fined to  the  uterus  itself,  that  hysterectomy  is  justifiable,  and 
that  otherwise  it  is  not  justifiable  to  subject  a  patient  to  the 
operation,  because  the  disease  will  probably  return  at  a  point 
from  which  it  has  not  been  entirely  eradicated.  Our  friend 
Dr.  Wylie  then  took  a  stand  very  favorable  to  the  operation, 
and  claimed  that  he  could  cure  and  had  cured  many  such  cases 
by  hysterectomy.  I  regret  that  I  cannot  agree  with  him. 
Since  then,  however,  I  have  seen  two  cases  of  cancer  of  the 
uterus  in  which  I  think  hysterectomy  justifiable,  one  of  which 
is  the  case  now  reported.  The  other  was  that  of  the  wife  of  an 
Albany  physician,  who  came  to  New  York  to  get  an  opinion  as 
to  her  condition  and  was  seen  by  Dr.  Polk  and  myself.  When 
I  found  that  she  had  a  hard,  firm,  nodular  cervix,  with  no 
bleeding  from  the  cervix  but  from  the  uterine  cavity,  and  that 
she  was  a  woman  53  years  of  age  and  had  long  passed  the 
menopause,  I  gave  the  opinion  that  it  was  a  case  of  malignant 
disease  of  the  uterus.  In  this  opinion,  I  was  told,  Dr.  Polk 
concurred,  and  a  microscopical  examination  of  the  uterine 
scrapings  confirmed  our  diagnosis.  I  advised  immediate  ope- 
ration, and  presume  that  this  has  already  been  done  by  Dr.  Van- 
der  Veer,  of  Albany,  who  had  referred  her  to  me.  In  this  case 
I  think  that  hysterectomy  will  result  in  cure,  but  such  cases 
are  exceptional. 

ovarian  abscess. 

Dr.  Munde. — The  second  specimen  is  an  ovarian  abscess 
removed  from  a  woman  who  came  to  the  hospital  with  a  diag- 
nosis of  lacerated  cervix  and  perineum.  Upon  examination  I 
found  behind  the  uterus  in  Douglas'  pouch  a  hard  tumor  the 
size  of  an  orange,  which  was  tender  upon  pressure,  and  which 
seemed  to  be  attached  to  the  posterior  surface  of  the  uterus.  I 
thought  it  was  a  pedunculated  fibroid  of  the  uterus.  The 
woman  said  that  she  had  had  a  very  hard  labor,  and  I  thought  it 
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probable  that  this  tumor  had  formed  an  obstruction  to  the  birth 
of  the  child.  In  order  that  this  might  not  occur  at  a  future 
labor,  I  decided  to  remove  it  before  operation  upon  the  cervix 
and  perineum.  Vaginal  section  vras  performed,  but  when  I 
seized  the  tumor  with  volsella  forceps  pus  oozed  out,  I  was 
mistaken  in  my  diagnosis,  for  it  proved  to  be  an  abscess  of  the 
ovary,  or,  perhaps,  a  dermoid  which  had  undergone  degenera- 
tion. I  removed  it  and  closed  the  laceration  of  the  cervix,  pur- 
posely leaving  the  laceration  of  the  perineum  to  be  closed  at 
some  future  date,  fearing  that  drainage  from  above  might  in- 
terfere with  its  union, 

OVARIAN  ABSCESS  AND  RUPTURED  TUBAL  PREGNANCY. 

Dr.  Munde. — The  third  specimen  is  a  double  one.  A  single 
woman,  35  years  of  age,  was  admitted  to  the' medical  side  of 
the  hospital,  and,  as  she  had  a  temperature  which  could  not  be 
referred  to  any  but  the  pelvic  organs,  I  was  asked  to  see  her. 
Upon  examination  I  found  a  tumor  of  the  ovary,  about  the  size 
of  an  orange,  in  Douglas'  pouch.  I  aspirated,  which  was  a 
rather  risky  procedure,  as  the  tumor  was  not  adherent,  and 
the  patient's  temperature  immediately  went  up  to  104°  F.  A 
diagnosis  of  ovarian  abscess  was  made.  As  the  appendages 
on  the  opposite  side  were  somewhat  enlarged,  I  decided  to  open 
the  abdomen  instead  of  removing  the  abscess  per  vaginam; 
and  it  is  well  I  did  so,  for  upon  the  opposite  side  I  found  an  un- 
suspected tubal  abortion,  which  was  removed.  The  condition 
was  entirely  unexpected,  for  the  woman  gave  no  history  point- 
ing to  it,  made  false  statements  as  to  her  last  menstruation, 
and  denied  sexual  intercourse. 

Tubal  abortion  seems  to  me  to  be  of  much  more  common  oc- 
currence than  is  generally  supposed,  and  this  accounts  for  the 
numerous  cases  of  ectopic  gestation  which  we  see  in  which 
hemorrhage  goes  on  slowly  and  in  which  no  acute  symptoms 
appear.  There  are  certain  physical  signs,  but  they  are  not  so 
imperative  as  those  which  occur  in  cases  in  which  rupture  has 
taken  place.  Ectopic  gestation  is  not  at  all  rare— personally, 
I  have  seen  nine  cases  since  the  first  of  October.  Four  of 
them  were  operated  upon  by  abdominal  section  and  five  by  the 
vaginal  route.  In  cases  in  which  there  is  hematocele  or  en- 
cysted blood,  which  can  be  felt  bulging  into  the  vagina,  I 
operate  from  below.  In  the  four  cases  operated  upon  from 
above,  the  specimens  were  similar  to  the  one  in  this  case,  viz., 
tubal  abortion.  In  one  of  the  cases  I  opened  a  hematocele 
from  below,  drained,  and  packed.  A  week  or  so  later  a  tumor 
in  the  abdomen  developed  and  I  was  obliged  to  perform  a 
laparatomy,  and  found  an  oozing,  which  had  not  been  con- 
trolled, occurred  since  the  first  operation.  The  patient  made  a 
good  recovery. 

Dr.  CLE.MENT  Cleveland,— The  first  case  is  very  interest- 
ing and  reminds  me  of  a  similar  one  seen  by  me  some  eight 
or  nine  years   ago.     The   patient   was  a  woman  GO  years  of 
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a^e,  who  had  been  bleeding  for  months  and  was  pretty  well 
blanched.  Upon  examination  I  found  a  cauliflower  growth 
which  so  filled  the  vagina  that  I  could  not  reach  the  cervix.  I 
decided  that  something  must  be  done  at  once  and  that  removal 
of  the  uterus  might  perhaps  be  necessary.  On  the  following 
day  I  removed  the  mass  and  then  found  that  the  cervix  was 
involved.  I  therefore  removed  the  uterus.  The  patient  made 
a  good  recovery  and  lived  more  than  five  years  without  a  recur- 
rence.    The  disease  then  returned  and  she  died  within  a  year. 

Dr.  Munde  speaks  of  his  objection  to  hysterectomy  for  can- 
cer of  the  cervix.  I  am  in  favor  of  the  operation  in  cases  in 
which  the  disease  does  not  extend  up  into  the  broad  ligaments, 
for  I  have  seen  good  results  follow  it.  I  would  operate  even  if 
it  were  but  to  prolong  the  woman's  life  a  year  or  so,  as  it  cer- 
tainly does  in  many  cases.  In  another  case  of  epithelioma  of 
the  cervix,  that  of  a  woman  62  years  of  age  who  had  been  seen 
by  several  surgeons  who  advised  against  operation,  I  removed 
the  uterus  seven  years  ago  and  she  is  now  in  perfect  health.  I 
have  had  a  number  of  such  cases.  In  others  the  disease  has 
recurred  within  a  year,  but  in  many  life  has  been  prolonged 
for  a  number  of  years. 

Dr.  a.  Palmer  Dudley. — In  regard  to  the  first  case,  I  be- 
lieve that  when  cancer,  especially  epithelioma,  of  the  uterus 
occurs  in  women  so  young,  it  is  usually  of  very  rapid  growth, 
and  therefore  removal  of  the  entire  uterus  and  appendages  is 
the  only  thing  to  be  done.  I  recall  three  such  cases  seen  in 
California  some  years  ago,  and  also  one  in  this  city.  All  of  the 
patients  were  women  under  30,  and  one  who  refused  operation 
died  within  a  year. 

As  to  the  third  case,  I  agree  with  Dr.  Munde  that  these  con- 
ditions cannot  be  dealt  with  from  below.  Moreover,  in  all 
cases  in  which  there  has  been  an  acute  pelvic  inflammation, 
there  is  always  some  portion  of  the  omentum  adherent  to  the 
pelvic  organs,  or  bands  of  adhesion  reaching  across  to  the  in- 
testine, in  such  a  way  that  it  is  almost  impossible  to  diagnosti- 
cate the  condition  by  way  of  the  vagina,  unless  the  whole  hand 
is  introduced  into  the  peritoneal  cavity.  In  several  cases  I 
have  found  extensive  adhesions  high  up  in  the  pelvis,  and  I 
recently  lost  one  case  simply  because  I  did  a  hysterectomy 
from  below  instead  of  from  above.  Vaginal  hysterectomy  is 
easy  to  do,  especially  if  the  vagina  is  large;  but  I  feel  sure 
that  operators  will  gradually  abandon  the  vaginal  route  for 
the  reasons  I  have  stated,  especially  in  cases  in  which  there  is 
a  history  of  an  old  peritonitis  and  the  appendages  are  large,  for 
it  is  in  these  that  there  is  danger  of  overlooking  bands  of  adhe- 
sions which  will  later  cause  wandering  pains  in  the  abdomen. 

Dr  Clarence  R.  Hyde. — In  regard  to  the  first  case,  I 
would  like  to  ask  Dr.  Cleveland  whether  he  would  remove  the 
uterus  in  cases  of  cancer  if  there  was  infiltration  of  either  vagi- 
nal wall. 

Dr.  Cleveland. — Yes;  and  I  would  also  remove  a  portion 
of  the  anterior  or  posterior  wall  of  the  vagina. 
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Dr.  J.  E.  Janvrin. — In  regard  to  hysterectomy  in  cases  of 
epithelioma  of  the  cervix,  some  four  years  ago  I  read  a  paper 
before  the  New  York  County  Medical  Association  in  which  I 
reported  eighteen  or  twenty  cases  of  vaginal  hysterectomy  for 
cancer  in  which  the  disease  was  practically  coM_///ied  to  the  cer- 
vix. These  cases  covered  a  period  of  twelve  years  preceding 
three  3'ears  prior  to  the  reading  of  the  paper.  In  a  few  cases 
there  was  an  extension  of  the  disease  into  the  endometrium. 
Exactl}"  one-third  of  the  cases  were  still  living  without  recur- 
rence at  the  date  of  reading  my  paper.  It  is  true  that  these 
might  be  called  selected  cases,  for  there  was  no  involvement 
of  lymphatics.  I  wish  to  declare  myself  as  being  in  favor  of 
vaginal  hysterectomy,  feeling  sure  that  the  operation  is  partic- 
ularly appropriate  in  these  cases.  If  the  disease  extends  fur- 
ther up  than  the  cervix,  and  if  there  is  involvement  of  the  body 
of  the  uterus  and  infiltration  of  the  broad  ligaments,  the  ab- 
dominal operation  is  the  easier  and  more  thorough  method  of 
dealing  with  the  disease;  but  my  own  experience  and  observa- 
tion have  taught  me  that  in  such  cases  the  removal  of  the 
uterus  is  hardly  ever  justifiable.  In  such  cases  the  lymphatics 
are  so  infected  that  it  is  probably  a  certainty  that  the  disease 
will  very  shortly  recur. 

Dr.  Munde. — I  do  not  wish  to  be  understood  as  absolutely 
condemning  vaginal  hysterectomy  for  cancer  from  every 
standpoint.  The  fact  that  Dr.  Cleveland  and  many  others 
have  had  a  favorable  experience  with  the  operation  would 
show  that  it  offers  a  chance  of  cure  in  some  cases.  I  am  sorry 
to  say,  however,  that  since  my  first  hysterectomy  for  cancer, 
in  1S83,  my  experience,  even  in  the  most  promising  cases,  has 
been  such  that  I  have  yet  to  see  a  case  in  which  the  disease  has 
not  returned  after  the  operation — probably  because  all  diseased 
tissue  had  not  been  removed.  In  two  cases  I  refused  to  com- 
plete the  operation  when  I  found  the  true  condition,  and  in 
another  I  did  an  abdominal  hysterectomy,  finding  it  im- 
possible to  do  anything  radical  from  below.  In  my  first  case 
the  disease  returned  in  nine  months  at  exactly  the  spot 
where  the  pathologist  said  it  would  recur,  and  this  was  the 
most  favorable  case  I  have  ever  seen.  For  these  reasons  I 
have  not  been  and  am  not  an  advocate  of  vaginal  hysterec- 
tomy for  the  radical  cure  of  cancer  of  the  cervix.  As  to 
the  operation  prolonging  life,  I  do  not  think  it  is  justifiable 
to  do  it  merely  upon  that  ground.  Perhaps  it  has  not 
been  my  lot  to  see  favorable  cases.  I  recently  read  some 
remarks  made  by  Dr.  Halliday  Croom,  the  president  of  the 
Edinburgh  Obstetrical  Society,  in  which  he  says  that  in  his 
experience  no  patient  with  cancer  of  the  cervix  has  been  mate- 
rially benefited  by  any  surgical  procedure.  Of  course  I  think 
this  is  going  too  far;  but  I  do  think  that  the  less  a  woman  who 
is  fairly  comfortable  is  curetted,  cauterized,  and  "tinkered" 
with,  the  better  off  she  will  be,  provided,  of  course,  that  she  is 
incurable  or  there  is  no  acute  bleeding  or  offensive  discharge. 
In  the  case  reported  this  evening  the  patient  is  the  youngest 
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but  one  upon  whom  I  have  operated  for  cancer  of  the  cervix. 
Some  years  ago  I  removed  the  cervix  for  apparently  limited 
epithelioma,  from  a  girl  of  18,  with  the  galvano-cautery  wire; 
the  disease  returned  in  six  months.  I  then  removed  the 
uterus,  but  the  disease  again  reappeared  in  another  six  months 
and  the  girl  died. 

ADENOCARCINOMA   OF   THE   UTERUS. 

Dr.  Dudley. — The  first  specimen  which  I  have  to  show 
consists  of  the  body  of  the  uterus  and  most  of  the  cervix  re- 
moved by  abdominal  section  from  a  single  woman  56  years  of 
age.  She  was  well  until  a  year  ago,  at  which  time  she  began 
to  bleed  slightly  from  the  vagina.  The  bleeding  was  constant, 
but  she  paid  no  attention  to  it.  I  saw  her  four  weeks  ago  and 
examined  her  carefully.  The  vagina  was  so  small  that  I  could 
barely  reach  the  cervix.  Bimanual  examination  showed  the 
uterus  to  be  somewhat  enlarged,  but  the  woman  was  very  stout 
and  it  was  difficult  to  make  out  the  pelvic  organs.  I  advised 
curettage  for  diagnostic  purposes.  This  was  done,  and  fully 
half  a  cupful  of  soft,  grumous  material  was  removed  and  sent 
to  the  pathologist  at  the  Post-Graduate  Hospital  for  microscop- 
ical examination.  His  report  was  that  it  contained  the  typical 
structure  of  adenocarcinoma  of  the  body  of  the  uterus.  She 
then  entered  my  private  hospital,  where  she  was  seen  by  Dr. 
Janvrin,  and  operation  was  decided  upon.  The  cervix  was 
first  dragged  down  and  its  connections  with  the  vagina  sev- 
ered. The  abdomen  was  then  opened  and  the  uterus  brought 
up  in  the  incision.  I  was  just  about  to  apply  clamps  to  the 
broad  ligaments  when  the  patient  showed  signs  of  collapse. 
The  abdomen  was  immediately  filled  with  hot  saline  solution, 
and,  in  addition  to  this,  infusion  was  employed.  The  patient 
soon  rallied  sufiSciently  for  me  to  remove  the  uterus  and  intro- 
duce a  strip  of  gauze  for  the  purpose  of  drainage.  It  was  then 
found  that  a  small  portion  of  the  cervix  remained,  but,  upon 
the  advice  of  Dr.  Janvrin,  this  was  left  to  be  removed  when 
the  patient  was  in  a  better  condition.  She  was  put  to  bed  in  a 
fairly  good  condition  and  has  not  had  an  untoward  symptom 
since.  During  the  first  twelve  hours  there  was  a  profuse  action 
of  the  kidneys,  the  patient  passing  more  than  a  quart  of  urine. 
This  was  no  doubt  due  to  the  saline  solution  which  was  poured 
into  the  abdomen,  and  also  to  the  infusion.  As  will  be  seen, 
the  uterus  contains  a  mural  fibroid  besides  the  adenocar- 
cinomatous  growth. 

MULTIPLE  FIBROID   OF   THE  UTERUS. 

Dr.  Dudley. — The  second  specimen  is  one  which  I  removed 
yesterday,  and  before  operation  I  did  not  know  what  the 
condition  was.  A  gynecologist  who  saw  the  case  with  me 
thought  it  was  a  case  of  ovarian  abscess.  The  patient  was  a 
single  woman  who  had  menstruated  regularly  until  two  years 
ago.     About  a  year  ago  she  began  to  have  severe  pain  in  the 
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back  and  constant  dragajing  in  the  pelvis.  She  was  very  con- 
stipated, and  daring  the  past  j'ear  has  lost  fifteen  pounds  in 
weight.  Vaginal  examination  showed  an  anteversion  of  the 
uterus  and  a  ni)diilar  tumor,  attaclied  to  the  cervix  posteriorly, 
which  pushed  the  uterus  forward.  The  woman  also  presented 
the  pathognomonic  sign  of  gonorrheal  infection — viz.,  a  redness 
and  pouting  of  the  ducts  of  the  vulvo-vaginal  glands.  I  finally 
made  a  diagnosis  of  uterine  fibroids.  The  uterus  was  removed 
and  was  found  to  contain  nine  fibroids,  two  of  which  are  large 
and  the  others  small.  The  case  is  interesting  from  the  fact 
that  the  presence  of  the  fibroids  did  not  cause  hemorrhage. 
The  operation  was  done  to  relieve  pain,  the  patient  being  a 
working-woman  who  could  not  afford  to  be  laid  up  constantly. 
Suprapubic  hysterectomy  was  done,  a  portion  of  the  cervix 
being  left  in  situ.     The  patient  has  made  a  good  recovery. 

Dr.  Cleveland. — It  is  astonishing  how  much  trouble  these 
small  fibroids  will  give,  while  a  large  tumor  will  often  give 
rise  to  no  symptoms.  In  cases  in  which  the  symptoms  are 
severe  I  never  hesitate  to  advise  operation,  no  matter  how 
small  the  tumor  may  be. 

Dr.  Munde. — It  is  indeed  remarkable  how  large  a  fibroid 
tumor  of  the  uterus  can  exist  without  giving  rise  to  any  symp- 
toms. I  recall  a  case  seen  eight  years  ago.  The  patient  was 
a  woman  over  50  years  of  age  and  she  had  a  retroperitoneal 
pelvic  fibrous  tumor  which  crowded  the  uterus  up  so  that  it 
could  be  seen  through  the  anterior  abdominal  wall.  This 
svmptom  caused  an  examination  which  revealed  the  tumor. 
There  were  no  symptoms  and  no  discomfort.  The  tumor  was 
not  touched  and  the  woman  remains  well  to  this  day.  In  a 
case  recently  seen,  a  woman  had  a  pedunculated  fibroid,  as 
large  as  two  fists,  in  Douglas'  pouch,  which  seemed  to  give 
her  much  local  pain.  I  removed  the  tumor  by  posterior  vagi- 
nal section.  For  a  time  the  symptoms  were  relieved,  but  soon 
she  complained  of  the  old  pains,  and  I  reopened  Douglas' 
pouch  and  found  everything  right.  As  the  pains  continued, 
another  surgeon  removed  the  uterus  and  appendages.  The 
pain  persisted  and  still  another  surgeon  removed  the  appendix 
(following  his  particular  hobby).  After  this  last  operation  the 
patient  died.  I  have  always  believed  that  in  this  case  the 
pains  were  neurotic,  hysterical,  and  not  due  to  the  pressure  of 
the  tumor,  as  they  were  quite  as  severe  after  I  removed  the 
fibroid  as  before. 

MULTIPLE   FIBROID   OF   THE   UTERUS. 

Dr.  Cleveland. — This  specimen  consists  of  two  very  large 
fibroids,  probably  weighing  together  twenty  pounds,  and  yet 
they  gave  rise  to  very  few  symptoms  till  within  the  past  few 
months.  The  patient  from  whom  they  were  removed  is  38 
years  of  age.  She  has  menstruated  regularly  without  pain  till 
very  lately  and  has  never  suffered  from  hemorrhage.  She  be- 
gan to  have  pain  only  about  three  months  ago.  These  tumors 
have  evidently  been  in  her  abdominal  cavity  for  a  number  of 
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years,  though  she  had  been  entirely  unaware  of  it  till  she  first 
noticed  an  enlargement  of  the  abdomen  ten  months  ago.  At 
the  time  of  operation  the  case  presented  a  very  interesting 
point  in  diagnosis.  Two  distinct  tumors  were  felt,  one  on  the 
right,  low  down,  and  one  on  the  left,  high  up,  in  close  approx- 
imation, but  with  a  distinct  line  of  demarcation  between  them. 
The  abdominal  wall  was  so  thin  that  the  fingers  of  the  hand 
could  be  readily  passed  down  between  the  two.  and  no  apparent 
connection  between  them  was  discoverable.  The  movement  of 
either  one  from  side  to  side  apparently  had  no  effect  on  the 
other.  Bimanual  examination  made  me  quite  positive  that  I 
had  to  deal  with  two  fibroids  of  the  uterus,  connected  together. 
One  of  my  confreres  of  the  hospital,  who  examined  the  case 
with  me,  was  quite  positive  that  the  tumor  had  no  connection 
with  the  uterus,  but  took  its  origin  from  above,  probably  the 
spleen.  I  felt  the  more  positive  of  my  own  position  as  the 
general  condition  of  the  patient  was  quite  good,  with  no 
cachexia,  as  would  not  have  been  the  case  if  these  tumors  had 
originated  in  the  spleen  or  kidney.  On  opening  the  abdomen 
my  diagnosis  was  confirmed.  One  tumor  involved  the  whole 
body  of  the  uterus  and  was  undergoing  calcareous  degenera- 
tion, and  this  is  what  probablj"  caused  the  symptoms.  The 
larger  tumor  above  was  found  attached  to  the  former  by  quite 
a  thick  band,  deep  in  the  peritoneal  cavity,  close  to  the  spine; 
this  accounts  for  the  apparent  complete  separation  of  the  tu- 

>  mors.  I  succeeded  in  getting  my  finger  under  this  band  and 
clamping  securely  close  to  each  tumor,  and  severed  the  band 
between.  The  lower  tumor  was  then  lifted  through  the  open- 
ing and  drawn  forward  over  the  pubis.  The  other  tumor  was, 
with   some  difficulty,  drawn  through  the  incision.     I  should 

state  that  the  incision  extended  only  to  the  upper  border  of  the 

umbilicus.     I  made  a  supravaginal  amputation,  leaving  but  a 
small  stump  of  the  cervix.    The  patient  is  making  an  excellent 

recovery. 

Dr.  L.  Grant  Baldwix  then  read  the  paper  of  the  evening, 
entitled 

SOME   NOTES   ON   THE    CARE   OF   THE    INTESTINE   DURING    AND 
AFTER  ABDOMINAL   SECTION.' 

Dr.  George  Tucker  Harrison. — Many  important  points 
have  been  touched  upon  in  the  paper,  and  in  discussing  it  it  is 
difficult  to  know  where  to  begin.  I  agree  with  the  author  in 
the  statement  he  made  that  we  cannot  lay  down  any  hard-and- 
fast  rules  in  these  matters,  for  every  case  must  be  treated  on 
its  own  merits.  My  experience  has  been  that  I  have  not  lost 
patients  because  I  did  not  open  the  bowels  within  the  first 
twenty-four  hours.  I  am  under  the  impression  that  this  hobby 
of  opening  the  bowels  early  in  all  cases — and  which  practice 
may  be  credited  to  Lawson  Tait — I  must  say  I  never  could  see 
the  force  of.  This  was  tried  years  ago  in  cases  of  puerperal  sep- 
'  See  original  article,  p.  311. 
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sis,  and  a  great  many  men  thought  they  had  found  a  panacea 
for  these  cases  by  getting  profuse  diarrheal  stools.  Since  then 
experience  has  shown  that  this  is  not  the  case.  In  mild  cases 
of  sepsis  there  is  no  doubt  but  that  a  diarrhea  will  bring  relief, 
but  in  very  severe  forms  of  sepsis  this  will  not  have  a  similar 
effect.  I  have  seen  patients  die  notwithstanding  an  early 
movement  of  the  bowels  after  operation ;  I  have  even  seen  them 
die  of  ileus  after  the  bowels  have  moved;  therefore  I  do  not  see 
why  it  is  so  necessary  to  move  the  bowels  early  as  a  matter  of 
routine.  I  have  seen  patients  almost  purged  to  death  when 
they  had  not  recovered  from  the  shock  of  an  operation .  It 
does  not  seem  to  me  to  be  good  surgery  to  add  to  the  weakness 
of  a  patient  at  such  a  time.  We  must  exercise  some  discrimi- 
nation as  to  when  we  should  use  saline  cathartics. 

Dr.  Cleveland. — I  do  not  think  it  necessary  that  we  follow 
any  fixed  lines  in  these  matters.  We  all  have  our  own  methods 
of  relieving  the  bowels  after  operation  and  we  all  obtain  good 
results.  Abdominal  surgery  never  produced  such  results  as  it 
is  producing  in  our  time,  but  this  is  due  to  our  perfect  asepsis 
and  not  to  our  treatment  of  the  bowels  after  operation.  Per- 
sonally I  have  followed  out  one  method  for  a  number  of  years. 
I  rarely  have  the  bowels  moved  until  at  the  end  of  forty-eight 
hours,  and  my  results  have  been  such  that  I  see  no  reason  to 
make  a  change.  However,  what  Dr.  Baldwin  proposes  im- 
presses me  very  favorably.  The  suggestions  he  makes  are 
good  and  in  some  cases  may  be  followed  with  benefit,  but  I  do 
not  think  they  are  necessary  in  all  cases.  I  am  especially  in- 
terested in  what  he  says  about  the  use  of  saline  solution. 
Every  day  I  am  using  saline  solution  in  the  abdomen  early  in 
the  operation,  and  it  certainly  has  a  very  positive  effect  upon 
the  after-condition  of  the  patient  in  diminishing  shock. 

Dk.  Dudley. — It  is  true  that  morphine  and  atropine  before 
operation  are  of  great  service,  but  I  do  not  use  them  often, 
because  I  have  a  peculiar  dislike  for  morphine  under  all  circum- 
stances. I  do  not  approve  of  giving  Epsom  salts  before  opera- 
tion. Instead  I  have  the  bowels  well  emptied  by  compound 
cathartic  pills  or  calomel.  After  the  operation  I  give  Seidlitz 
powders,  for  the  reason  that  they  cause  distension  of  the  bowels 
and  Epsom  salts  do  not.  Distension  of  the  bowels  is  what  I 
want.  I  make  as  small  an  abdominal  incision  as  I  can  work 
through.  I  do  not  employ  Trendelenburg's  posture,  because  I 
have  not  found  it  necessary.  I  still  use  sponges  in  my  abdom- 
inal work  because  I  prefer  them.  I  prepare  them  myself  and 
am  sure  that  they  are  just  as  aseptic  as  gauze  pads.  I  do  not 
agree  with  the  author  in  regard  to  washing  out  the  abdomen. 
I  pour  the  solution  into  the  abdomen  from  a  pitcher.  If  a  pus 
tube  ruptures  I  do  not  touch  it  with  a  sponge,  but  pour  in 
water  and  float  out  the  pus.  I  invariably  drain  through  the 
vagina.  If  the  intestine  has  been  injured  or  if  a  stump  of  a 
tube  is  left,  I  pack  with  iodoform  gauze,  placing  one  end  over 
the  stump  and  the  other  end  in  the  vagina.  After  the  opera- 
tion I  have  the  patient  turned  upon  the  side  and  do  not  let  her 
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lie  on  her  back  much.  I  do  not  use  enemata  of  salt  solution 
unless  the  patient  has  lost  a  good  deal  of  blood.  If  the  bowels 
do  not  act  after  Seidlitz  powders  have  been  given,  I  order  an 
enema  of  turpentine,  glycerin,  and  olive  oil.  My  results  are 
good. 

Dr.  Baldwin  (in  closing). — In  regard  to  Dr.  Harrison's 
remarks,  I  would  say  that  I  have  seen  cases  in  which,  six  or 
eight  hours  after  abdominal  section,  the  abdomen  has  been  as 
tight  as  a  drumhead,  and  these  cases  have  died.  If  the  treat- 
ment which  I  advocate  had  been  employed  they  would  have 
had  increased  chances  of  living.  Of  course  I  am  speaking  of 
severe  cases  in  which  it  is  difficult  to  get  the  bowels  to  move. 

As  to  Dr.  Dudle5^'s  remarks,  I  would  remind  him  that  I 
advised  the  use  of  Epsom  salts  in  those  cases  in  which  sepsis 
existed  prior  to  operation  or  in  those  in  which  for  any  other 
cause  one  had  reason  to  fear  trouble  with  the  bowels.  As  to 
atropine  and  morphine,  I  fail  to  see  what  objection  he  can  have 
to  them.  Morphine  in  small  doses  is  an  excellent  heart  stimu- 
lant. I  do  not  think  he  can  float  out  pus  and  other  material 
with  water  from  a  pitcher  as  well  as  I  can  with  a  funnel  and 
tube,  and  there  can  be  no  possible  increased  danger  from  sep 
sis.  As  to  any  oozing  from  the  stump  of  a  tube,  there  should 
be  no  stump  left  if  the  operation  is  carefullj^  done.  The  tube 
should  be  well  dissected  out  from  the  uterine  wall  and  the  peri- 
toneum closed  over  it.  It  is  needless  to  say  that  I  would  not 
think  of  disturbing  a  patient  every  few  hours  by  giving  stimu- 
lating enemata,  unless  indicated. 

Official  Transactions. 

Clarence  R.  Hyde, 
Secretary. 
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Regular  Meeting,  held  February  13,  1000. 
The  President,  Clement  Cleveland,  M.D.,  in  the  Chair. 
Dr.  Herman  J.  Boldt  showed  a 

GANGRENOUS   DERMOID   CYST 

which  he  had  removed  from  a  woman  four  months  pregnant. 
There  had  been  torsion  of  the  pedicle.  The  patient  soon  showed 
signs  of  intestinal  paralysis,  which  had  finally  yielded  to  ene- 
mata of  asafetida,  turpentine,  and  milk.  She  soon  thereafter 
aborted,  and  died  on  the  sixth  day  after  operation.  The  stump 
of  the  pedicle  showed  the  clean,  contracted  markings  of  the 
angiotribe  which  had  been  used.  At  the  autopsy  a  collection 
of  pus  had  been  found  in  one  horn  of  the  uterus. 

Dr.  Egbert  H.  Grandin  presented  a  specimen  of  adenoma 
of  the  uterus,  mainly  to  raise  the  question  of 
35 
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THE  VALUE   OF   MICROSCOPIC   EXAMINATION   OF   UTERINE 
SCRAPINGS. 

Dr.  Grandin  said  that  he  had  seen  four  cases  of  adenoma 
uteri  in  recent  years,  in  two  of  which  the  diagnosis  had  been 
confirmed  microscopically,  and  in  two  it  had  been  negative. 
In  the  case  now  shown  the  patient  was  42  years  of  age  and 
suffered  from  menorrhagia.  At  the  operation  which  was 
undertaken  the  uterus  seemed  large,  and  there  was  a  bulging 
in  the  posterior  wall  which  suggested  adenomatous  tissue.  A 
hysterectomy  was  done  and  an  adenoma  was  found.  Dr. 
Grandin  raised  the  question  as  to  the  dependence  which  the 
operator  should  place  on  the  microscopic  findings. 

Dr.  Grandin  next  showed  a  specimen  from  an 

ECTOPIC  GESTATION 

which  he  had  removed  from  a  woman  who  had  last  menstru- 
ated in  November,  1899,  somewhat  less  than  usual.  The  fol- 
lowing month  she  flowed  a  little  more  than  usual  and  had  se- 
vere colicky  pains.  The  patient  was  curetted  a  month  later, 
and  during  the  operation  the  curette  slipped  away  and  it  was 
decided  to  open  the  abdomen.  The  tubal  gestation  was  then 
found.  Dr.  Grandin  called  attention  to  the  absence  of  the 
so-called  classical  symptoms,  especially  amenorrhea,  and  stated 
his  opinion  that  colicky  pains  are  the  most  important  symptom 
of  ectopic  pregnancy. 

In  the  discussion  Dr.  J.  E.  Janvrin  said  that  in  the  diag- 
nosis of  extrauterine  gestation  an  unusually  profuse  or  irregu- 
lar flow  is  to  be  considered  in  making  the  diagnosis,  and  agreed 
with  Dr.  Grandin  in  attributing  importance  to  the  sharp, 
colicky  pains. 

Dr.  Henry  C.  Coe  narrated  a  case  in  which  the  patient 
skipped  one  period  and  then  bled  for  several  weeks,  having 
also  colicky  pains.  After  a  curetting  by  her  physician  she 
had  a  temperature  when  seen.  A  subsequent  curetting 
brought  away  a  mass  as  large  as  a  two  months'  pregnancy. 
The  symptoms,  however,  had  been  the  classical  ones  of  tubal 
pregnancy. 

Dr.  Ralph  Waldo  reported  a  case  of  his  in  which  there 
were  no  colicky  pains,  but  profuse  hemorrhage.  A  movable 
tumor  of  small  size  proved  on  operation  to  be  a  tubal  gestation 
sac. 

Dr.  H.  N.  Vineberg  was  not  certain  of  the  infallibilit}^  of 
pathologists  in  making  diagnoses  of  malignant  uterine  disease. 
He  referred  to  a  case  of  his  in  which  he  had  submitted  uterine 
scrapings  from  a  woman  of  38,  who  had  bled  profusely,  to  a 
pathologist.  The  report  was  carcinoma.  At  the  operation  a 
polyp  was  found  to  have  been  the  source  of  the  bleeding.  Re- 
ferring to  Dr.  Grandin's  tubal  pregnancy,  he  thought  that 
irregular  hemorrhages  were  far  more  frequent  in  this  condition 
than  amenorrhea.     Dr.  Vineberg  also  called  attention  to  his 
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observation  that  women  who  are  having  intraperitoneal  hem- 
orrhages frequently  faint. 

Dr.  E.  B.  Cragix  said  that  one  reason  that  surgeons  some- 
times have  unsatisfactory  results  from  pathological  examina- 
tions was  because  they  do  not  send  him  good  specimens.  The 
curetting  for  this  purpose  must  embrace  every  part  of  the 
uterus,  and  all  the  scrapings  must  be  submitted.  Dr.  Cragin 
also  said  that  it  is  evident  that  there  is  no  single  reliable  symp- 
tom of  ectopic  gestation  on  which  to  base  a  diagnosis.  All  the 
symptoms  must  be  considered  and  each  case  judged  individu- 
ally. When  the  family  physician  states  that  the  patient  has 
had  a  miscarriage,  that  he  has  curetted  and  has  found  the 
uterus  empty,  the  diagnosis  of  ectopic  gestation  must  be  held 
in  mind. 

Dr.  Andrew  F.  Currier  spoke  of  the  abuse  of  the  curette, 
and  insisted  that  for  diagnostic  purposes  the  curettage  should 
always  be  done  by  the  gynecologist.  He  also  spoke  of  the  ab- 
sence of  pathognomonic  symptoms  in  tubal  pregnancy  until 
the  advent  of  a  rupture. 

In  closing  the  discussion  on  these  cases,  Dr.  Grandin  said 
that  he  wished  to  make  the  point  that  his  patient  with  tubal 
pregnancy  had  neither  amenorrhea  nor  hemorrhage. 

Dr.  Grandin  reported  a  case  of 

LYMPHATIC   PUERPERAL   INFECTION 

in  which  he  had  aborted  puerperal  sepsis  by  performing  a  hys- 
terectomy. The  patient  had  a  history  of  acute  metritis  and 
peritonitis  following  abortion.  The  diagnosis  seemed  doubtful, 
in  spite  of  the  t3"mpanitic  abdomen  and  the  doughy  cul-de-sac. 
A  hysterectomy  was  decided  upon,  when  the  section  disclosed 
the  peritoneal  cavity  filled  with  sero-pus,  the  intestines  and 
bladder  covered  with  a  greenish  deposit,  and  the  blood  vessels 
thrombosed.  The  tissues  were  soft,  making  ligation  difficult. 
The  patient  recovered  with  a  vesico-vaginal  fistula,  caused  by 
an  accidental  rent  in  the  bladder  during  the  operation.  Pre- 
vious to  the  operation  three  kinds  of  antistreptococcic  serum 
had  been  used  without  avail.  The  case  was  regarded  by  Dr. 
Grandin  as  one  of  undoubted  sapremia.  He  emphasized  the 
difficulty  of  making  a  diagnosis  in  these  cases  early  enough  to 
save  the  uterus,  especially  when  the  infection  is  a  mixed  one, 
as  it  was  in  this  case.  In  the  purely  sapremic  cases  antistrep- 
tococcic serum  is  useless. 

In  the  discussion  of  this  case  Dr.  H.  N".  Vineberg  took 
issue  with  Dr.  Grandin  as  to  the  indications  for  removing  the 
uterus  for  puerperal  sepsis.  He  agreed  with  German  observers 
that  if  there  are  no  streptococci  in  the  blood,  and  if  the  kidneys 
are  in  good  condition,  the  operation  may  be  performed  with 
safety. 

Dr.  E.  B.  Cragin  believed  it  safer  to  teach  that  abdominal 
or  vaginal  hysterectoiny  should  not  be  done  in  cases  of  puer- 
peral sepsis  unless  it  is  strictly  indicated. 
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Dr.  Abram  Brothers  presented  a  specimen  of 

HYSTERECTOMY    FOR   MALIGNANT   DISEASE   OF   THE   UTERUS. 

The  patient  was  'v^8  years  of  age,  had  had  one  child  and  two 
miscarriages.  Ten  weeks  before,  amputation  of  the  cervix  and 
a  curettage  had  been  performed  at  a  hospital.  The  patient  had 
for  some  time  been  menstruating  every  twelve  to  thirteen  days, 
then  ceasing  for  a  few  days,  only  to  return.  On  January  13 
she  was  subjected  to  an  intrauterine  vaporization  at  213°  F., 
but  this  did  not  stop  the  bleeding.  A  hysterectomy  was  then 
undertaken.  A  small  cyst  of  the  left  ovary  was  found. 
Hemorrhage  was  controlled  by  clamps.  The  pathologist  re- 
ported the  case  to  be  an  early  carcinoma,  the  uterine  wall 
showing  hyperplasia. 

In  the  discussion  Dr.  Grandin  said  that  he  preferred  to  re- 
move both  ovaries  and  tubes  when  doing  a  hysterectomy,  as  he 
did  not  fear  the  establishment  of  a  premature  menopause. 

Dr.  Clement  Cleveland  presented  an 

INTRALIGAMENTOUS   CYST 

which  he  had  removed.  The  cyst  and  uterus  had  formed  one 
mass  and  a  total  hysterectomy  had  been  performed.  The  upper 
part  of  the  cyst  had  first  been  removed  by  the  application  of  a 
clamp.  Dr.  Cleveland  preferred  this  method  to  that  of  empty- 
ing the  cyst  and  allowing  the  sac  to  contract. 

Dr.  Cleveland  then  showed  a  uterus  which  he  had  re- 
moved by 

SUPRAVAGINAL    HYSTERECTOMY. 

On  opening  the  cul-de-sac  many  adhesions  were  found,  and 
the  tubes,  ovaries,  and  uterus  were  enlarged,  although  there 
was  no  history  of  gonorrheal  infection.  On  each  horn  of  the 
uterus  a  mass  the  size  of  a  hen's  egg  was  felt,  which,  it  was 
thought,  might  be  distensions  by  pus.  Supravaginal  hysterec- 
tomy was  then  decided  upon.  Pus  was  discovered  in  both 
horns  of  the  uterus,  as  well  as  in  the  interstitial  portions  of  the 
tube. 

Dr.  Cleveland  next  showed  a  specimen  which  was  re- 
moved by 

MYOMECTOMY  AND   HYSTERECTOMY. 

Six  years  previously  the  patient  had  been  operated  for  lace- 
rated cervix,  having  the  fibroids  at  the  time.  She  had  reported 
from  time  to  time,  but  it  was  but  two  weeks  previously  that 
Dr.  Cleveland  had  operated  her  on  account  of  increasing  pres- 
sure symptoms  in  the  rectum  and  bladder.  Upon  opening  the 
abdomen  a  large  mass  was  found  which  filled  the  pelvis  so 
completely  that  the  ovarian  arteries  could  not  be  reached 
without  a  preliminary  myomectomy.  The  upper  mass  and 
then  a  lower  one  were  removed,  and  finally  a  supravaginal 
hysterectomy  was  performed. 
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Dr.  Henry  C.  Coe  reported 

A   CYST  DEVELOPING   FROM  AN   OVARY   AFTER   CONSERVATIVE 

OPERATION 

in  a  patient  upon  whom  three  celiotomies  had  been  done.  The 
woman  had  had  her  left  tube  and  ovary  removed  three  years 
previously.  In  March,  1S99,  she  was  admitted  for  persistent 
pain  in  the  right  side  with  dysmenorrhea.  The  right  tube  was 
found  to  be  generally  enlarged,  thickened,  and  occluded,  the 
ovary  being  apparently  normal.  The  tube  was  resected  and 
the  ovary  left  in  situ.  In  November,  1899,  she  was  readmit- 
ted, complaining  of  severe  pain  in  the  right  side,  increased  at 
the  time  of  menstruation.  A  cystic  tumor  the  size  of  a  small 
orange  was  felt  near  the  right  horn  of  the  uterus.  This  be- 
came noticeably  larger  at  the  menstrual  period,  diminishing  in 
size  afterward.  She  was  not  operated  at  this  time.  She  was 
again  admitted  February  5,  1900,  and  when  the  abdomen  was 
opened  a  few  days  later  a  simple  follicular  C3'st  of  the  right 
ovary  was  found,  the  stump  of  the  tube  being  healthy.  The 
case  was  reported  mainly  to  emphasize  some  of  the  possible 
results  of  conservative  operations  on  the  adnexa. 

In  the  discussion  Dr.  Waldo  said  that  he  had  recently  had 
a  similar  case,  in  which  a  small  cyst  had  developed  in  the  por- 
tion of  the  ovary  left  behind. 

Dr.  Bache  McE.  Emmet  said  he  had  seen  two  cases  of  a 
similar  nature.  He  said  that  in  treating  cystic  conditions  of 
the  ovary  one  must  consider  the  amount  of  disease  in  the  organ 
and  the  age  of  the  patient.  He  preferred  the  radical  operation, 
if  age  and  circumstances  permit. 

Dr.  Clement  Cleveland  showed 

A  NEW   ANGIOTRIBE 

which  had  been  devised  b}'  Dr.  J.  Dougal  Bissell  for  compress- 
ing the  tissues  of  a  pedicle  in  order  to  do  away  with  the  use  of 
ligatures.  Dr.  Cleveland  said  that  he  had  used  the  instrument 
several  times  and  had  seen  no  bleeding  follow  its  employment. 
In  reply  to  a  question  by  Dr.  Grandin,  he  said  that  in  women 
with  small  vaginae  more  difficulty  was  experienced  than  in 
those  in  whom  the  vagina  was  capacious. 

Dr.  J.  Riddle  Goffe  said  that  Dr.  Bissell  had  anticipated 
Tuffier  in  the  device  of  the  angiotribe.  He  had  used  it  in  two 
inoperable  cases  and  no  bleeding  had  followed.  He  thinks 
Dr.  Bissell's  instrument  easier  to  handle  than  the  French 
angiotribe.  In  reply  to  a  question  by  Dr.  Dickinson  as  to  the 
amount  of  sloughing  after  the  use  of  the  instrument,  Dr.  Goffe 
said  that  the  discharge  was  very  slight  and  that  the  stumps 
healed  more  promptly  than  when  ligatures  were  used.  By  com- 
pletely shutting  off  the  vessels  and  lymph  channels,  it  is  of 
value  in  vaginal  hysterectomy  for  cancer.  It  is  also  useful  in 
reaching  a  high  pyosalpinx  which  cannot  be  dragged  down. 

Dr.   Cleveland  added  that  all  adhesions  must  be  broken 
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up  before  the  instrument  is  applied,  in  order  that  the  stump 
may  not  be  dragi2:ed  ujion.  Dr.  Dickinson  asked  if  there 
was  more  dansjer  by  liandlini?  the  stumps  after  tlie  use  of  this 
instruinont  than  after  usiui?  Dr.  Skene's  electric  clamps,  to 
which  Dr.  Cleveland  i^^ave  assent.  He  believed  that  Dr.  Bis- 
sell's  instrument  would  supersede  that  of  Tuffier,  because  it  is 
more  easil}'  handled  and  is  considerably  cheaper.  Dr.  Cleve- 
land said,  in  answer  to  a  question  by  Dr.  Waldo,  that  when 
there  is  apt  to  be  a  lateral  traction  of  the  stump  he  preferred  the 
ligature,  to  avoid  a  possible  separation  of  the  tissues  of  the 
stump  and  consequent  bleeding. 

Dr.  Boldt  said  that  one  great  advantage  which  the  Bissell 
instrument  possesses  over  the  Tuffier  instrument  lies  in  the 
groove  which  runs  lengthwise  along  each  of  the  blades  and 
forms  an  additional  barrier  to  hemorrhage  from  the  stump. 

Dr.  Brooks  H.  Wells  read  the  paper  of  the  evening, 
entitled 

THE  CLINICAL  SIGNIFICANCE  OF  DEVELOPMENTAL  DUPLICA- 
TIONS OF   THE   UTERUS   AND  VAGINA.' 

In  the  discussion,  Dr.  Dickinson  said  that  an  interesting 
feature  of  cases  of  double  uterus  lay  in  the  fact  that  when  these 
patients  bear  children,  pregnancy  takes  place  alternately  in  the 
right  and  left  uterus. 

Dr.  Cragin  narrated  several  cases  in  which  the  vaginal 
septum  had  interfered  with  delivery,  rendering  its  incision,  or 
the  removal  of  the  hymen  in  one  case,  necessary. 

Dr.  Currier  told  of  a  number  of  cases  of  these  deformities 
which  had  come  under  his  notice. 

Dr.  Wells,  in  closing  the  discussion,  spoke  of  the  amusing 
errors  which  sometimes  arose  in  these  cases  because  one  physi- 
cian had  examined  through  one  vagina  and  another  through 
the  other.  An  interesting  feature  in  pregnancy  in  one  half  of 
the  uteras,  in  cases  of  double  uterus,  is  whether  the  uterus  will 
dilate  sufficiently  for  the  child  to  be  delivered.  If  it  does  not, 
the  pregnant  horn  should  be  removed,  even  at  the  sacrifice  of 
the  child,  since  the  children  of  such  pregnancies  are  usually 
weak  and  ill-developed  and  do  not  live  long. 
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OBSTETRICS. 

On  the  Etiology  of  the  Nausea  and  Vomiting  of  Preg- 
nancy.— David  James  Evans'  thus  summarizes  his  article: 
1.  There  exists  more  or  less  of  a  rhythm  in  the  paroxysms  of 
nausea  and  vomiting  in  pregnancy.  2.  There  must  also  exist 
a  rhythmical  exciting  cause  for  these  paroxysms.  3.  There  is 
a  rhythm  in  the  contractions  of  the  uterus  which  occur  through- 
'  See  original  article,  p.  317. 
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out  pregnancy.  4.  The  essential  exciting  cause  of  the  par- 
oxysms of  nausea  and  vomiting  of  pregnancy  is  frequently  the 
physiological  contraction  of  the  muscular  fibres  of  the  uterus. 
The  author  thinks  it  probable  that  the  beneficial  effects  of  nerve 
sedatives  in  the  treatment  of  this  distressing  condition  are 
obtained  not  so  much  by  inhibiting  the  uterine  contractions  as 
by  soothing  the  irritable  nervous  system  and  thus  controlling 
the  reflex. 

Dystocia  caused  by  a  Short  Cord.— Samuel  M.  Brickner" 
states  that  cords  shorter  than  ten  inches  are  very  rare.  In  two 
services  embracing  1,200  cases  he  never  saw  one.  He  briefly 
summarizes  the  diagnostic  points  in  the  order  of  their  import- 
ance, as  follows: 

1.  Recession  of  the  head  in  the  intervals  of  pains. 

2.  Arterial  bleeding  during  and  between  uterine  contractions. 

3.  Urination  in  small  quantities  in  the  intervals  of  pain  after 
the  establishment  of  the  second  stage. 

4  Paiu  over  the  placental  site,  especially  during  a  uterine 
contraction  or  during  the  application  of  forceps. 

5.  A  desire  of  the  patient  to  sit  up. 

(j.  Uterine  inertia. 

When  a  short  cord  is  suspected,  and  the  life  of  the  child  is 
thought  to  be  in  danger  from  the  objective  signs  of  an  accel- 
erated heart  or  the  passage  of  meconium,  the  labor  should  be 
terminated  as  soon  as  possible.  By  pressing  the  fetus  down 
the  placental  insertion  of  the  cord  is  brought  near  its  umbilical 
insertion  and  the  danger  of  rupture  somewhat  obviated.  But 
this  is  not  always  feasible  or  possible.  Postural  methods  may 
be  tried  by  having  the  mother  assume  a  squatting  or  kneeling 
position.  If  the  child  presents  by  the  breech  the  cord  should 
be  tied  as  soon  as  the  umbilicus  is  born.  The  use  of  the  forceps 
is  practically  contraindicated  in  these  cases;  it  would  be  almost 
certain  to  end  disastrously  to  the  child. 

He  reports  the  case  of  an  elderly  primipara  who  had  the  fol- 
lowing symptoms:  pain  over  the  placental  site,  arterial  bleed- 
ing, recession  of  the  head  between  the  pains,  frequent  urina- 
tions between  pains.  The  child  had  an  umbilical  hernia.  The 
cord  measured  10^  inches. 

Rhythmical  Intrauterine  Fetal  Movements. — Ersilio  Fer- 
roni,'  as  a  result  of  his  researches,  reaches  the  following 
conclusions:  1.  That  during  the  last  months  of  gestation  the 
majority  of  pregnant  women  become  aware  of  especial  rhythmi- 
cal motions  which  can  be  registered  graphically  and  which  are 
of  purely  fetal  origin.  2.  These  movements  are  not  connected 
with  the  ordinary  active  movements  of  the  fetus,  such  as 
extension  of  the  vertebral  column,  motion  of  the  limbs,  and  turn- 
ing or  displacement  of  the  fetus;  they  occur  with  periodicity 
several  times  during  the  twenty-four  hours,  and  vary  in  fre- 
quency and  duration.  3.  They  occur  during  labor,  and  in 
febrile  attacks  during  pregnancy,  just  as  they  do  under  normal 
conditions.  They  are  perceived  equally  in  primiparse  and 
multiparse,  and  are  usually  independent  of  any  external  cause; 
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they  occur  when  mother  and  fetus  are  in  motion  as  well  as 
when  they  are  in  repose,  o,  Tliey  can  be  divided  into  two 
types:  the  one  brusque  and  alternating  with  pauses,  the  second 
rapid,  undulatory,  continuous;  both  may  occur  in  the  same 
patient  and  simultaneously,  G.  From  the  position  of  the  fetus 
and  their  own  situation,  they  appear  to  correspond  to  the  move- 
ments of  the  thorax  of  the  fetus,  both  the  upper  thorax  and  the 
diaphragmatic  and  costo-abdoniinal  portion;  they  are  to  be 
considered  as  physiological  movements  from  their  freijuency 
and  rhythm,  and  from  the  good  condition  of  the  fetus  during 
pregnancy  and  after  birth.  7.  It  is  highly  probable  that  the 
first  type  of  movements  are  a  species  of  fetal  hiccough,  and  the 
second  superficial  intrauterine  respirator}^  movements. 

Researches  and  Observations  in  regard  to  the  Maternal 
and  the  Fetal  Blood. — Ersilio  Ferroni*  thus  summarizes  a 
long  and  detailed  account  of  his  researches:  1.  In  healthy 
pregnant  women  there  is  a  slight  diminution  in  the  number  of 
the  red  blood  corpuscles  and  in  the  amount  of  hemoglobin,  the 
first  equalling  about  half  a  million,  and  the  second  about  20 
degrees  of  FleischFs  thermometer,  this  diminution  being  more 
marked  as  term  is  approached.  3.  At  the  moment  of  birth  the 
fetus  has  a  greater  number  of  red  blood  cells  than  adults  (about 
one  and  a  half  millions)  and  more  hemoglobin  (20-25  degrees). 

3.  The  number  of  red  corpuscles  and  the  amount  of  hemoglo- 
bin in  the  fetus  are  in  inverse  ratio  to  the  age  of  the  fetus. 

4.  The  sex  of  the  child  has  no  influence  upon  cells  or  hemoglo- 
bin. 0.  The  number  of  red  cells  and  the  amount  of  hemoglobin 
in  the  fetus  at  the  time  of  birth  are  not  in  direct  proportion  with 
its  development  (weight  and  length),  but,  on  the  contrary,  there 
seems  to  be  an  inverse  ratio,  so  that  a  child  born  at  term,  but 
less  developed  than  normal,  is  in  the  same  condition  as  a  pre- 
maturely born  fetus.  6.  The  fetal  blood  is  always  richer  in 
cells  and  in  hemoglobin  than  the  maternal.  The  difference  is 
about  two  and  one-half  millions  for  the  cells  and  50  degrees 
for  the  hemoglobin,  and  is  more  marked  in  the  early  stages  of 
gestation.  7.  Diminution  in  the  number  of  cells  and  amount 
of  hemoglobin  in  the  maternal  blood  does  not  cause  a  corre- 
sponding diminution  in  the  fetal  blood;  in  such  cases  the  differ- 
ence in  richness  becomes  very  apparent.  8.  Infants  born  of 
anemic  mothers  have  fewer  red  cells  and  less  hemoglobin  than 
those  born  of  healthy  mothers.  In  these  cases,  however,  the 
difference  between  the  maternal  and  fetal  blood  is  very  marked 
in  favor  of  the  latter.  9.  There  is  no  direct  relation  between 
the  richness  of  the  maternal  blood  and  the  development  of  the 
fetus  (weight,  length).  10.  In  regard  to  the  existence  of  any 
relation  between  the  maternal  blood  and  the  sex  of  the  fetus, 
it  may  be  said  that  patients  poor  in  red  corpuscles  and  hemo- 
globin give  birth  to  more  girls  than  boys,  and  vice  versa. 

Prevention  of  Intrauterine  Asphyxiation. — In  three  cases 
Rapin  '  has  prevented  threatened  intrauterine  asphyxiation  by 
the  introduction  of  air  into  the  uterus.  This  was  done  by 
means  of  a  syringe  attached  to  a  rubber  catheter,  no  more  than 
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from  500  to  600  cubic  centimetres  being  injected  at  a  time.  He 
holds  that  bhe  danger  of  air  entering  the  uterine  sinuses  is  not 
as  great  as  might  appear,  as  the  air  enters  only  the  amniotic 
sac.  the  walls  of  which  cover  the  uterine  sinuses. 

Treatment  of  Acute  Puerperal  Sepsis. — H.  N.  Vineberg  " 
brings  out  the  following  points  in  a  paper  on  puerperal  sepsis: 

1.  Puerperal  sepsis  is  wound  fever  or  wound  infection,  and 
wound  infection  in  the  female  genital  canal,  as  elsewhere, 
calls  for  surgical  measures,  such  as  free  drainage,  irrigation, 
and  the  removal  with  a  sharp  instrument  of  any  debris  or  exu- 
date that  may  form  on  the  surface  of  the  wound.  These 
means  failing  to  accomplish  the  desired  result,  perform  abla- 
tion of  the  diseased  organ. 

2.  In  a  given  case  of  puerperal  sepsis  a  thorough  search  is 
to  be  made  of  the  whole  of  the  genital  canal,  in  order  to  deter- 
mine the  site  of  the  original  infection. 

3.  If  this  is  situated  in  the  uterus,  curettage,  drainage,  and 
irrigation  are  to  be  employed.  In  95  per  cent  of  the  cases  of 
puerperal  sepsis  nowadays  met  with,  this  plan  of  procedure 
will  be  all  that  is  necessary  to  bring  about  a  cure. 

4.  In  the  remaining  5  per  cent,  roughly  speaking,  these 
measures  fail  to  arrest  the  infection.  An  exploratory  laparat- 
omy  is  then  indicated,  the  further  course  to  be  guided  by  the 
pathological  lesions  found.  In  most  cases  total  hysterectomy 
will  be  required. 

5.  When  large  collections  of  pus  form  and  are  so  situated 
that  they  can  be  readily  reached  either  with  a  vaginal  incision 
or  with  one  above  either  of  Poupart's  ligaments,  no  time  should 
be  lost  in  resorting  to  surgical  relief.  When,  however,  they 
are  not  so  favorably  situated,  judicious  delay  is  advisable, 
with  the  hope  that  ultimately  the  pus  may  be  evacuated  with- 
out the  risk  of  soiling  the  general  peritoneum. 

Poisoning  by  Cyanide  of  Mercury. — Chaleix-Vivie "'  re- 
cords a  fatal  case  of  poisoning  by  cyanide  of  mercury  used  in 
a  vaginal  douche  just  after  labor  and  followed  soon  after  by 
an  intrauterine  douche  of  boiled  water.  Another  vaginal 
douche  containing  the  drug  was  given  a  day  later.  Marked 
salivation  began  two  days  after  delivery,  and  anuria  was  ab- 
solute for  five  days  after  parturition,  in  spite  of  subcutaneous 
injections  of  normal  saline  solution.  The  stools  were  watery 
and  bloody.  For  the  next  four  days  small  quantities  of  urine 
were  passed,  then  the  anuria  became  absolute,  and  death  oc- 
curred two  days  later.  No  mercury  was  found  in  the  scanty 
urine.  The  sudden  onset  of  the  symptoms  of  poisoning  is 
attributed  to  the  renal  insufficiency,  as  it  was  learned  that  the 
patient  had  passed  very  little  urine  before  labor  and  had  had 
a  mild  eclamptic  attack  during  delivery. 

Dystocia  from  Rigidity  of  the  Cervix, — Potocki'"  writes 
that  when,  the  cervix  being  dilated  at  least  two  entimetres,  it  is 
necessary  to  terminate  labor,  it  is  justifiable  to  make  incisions 
into  the  cervical  tissue  to  the  depth  of  two  or  three  centimetres 
before  extracting  the  child.     If  the  dilatation  is  less  than  two 
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ceutimeties,  but  the  cervix  obliterated,  there  would  be  danger 
of  tears  extendiiii:^  iuto  the  lower  segment  of  the  uterus  from 
such  incisions  when  extracting  a  child  at  term.  It  is,  how- 
ever, right  to  incise  the  cervix  up  to  the  insertion  of  the  vagina 
if  labor  is  left  to  proceed  naturally  or  if  craniotomy  is  per- 
formed. Incisions  slionld  be  made  at  the  side  of  the  cervix 
and  posteriorly  and  anteriorly.  The  last  incision  should  not 
extend  to  a  greater  depth  than  one  centimetre,  to  avoid  wound- 
ing the  bladder.  If  the  cervix  is  not  obliterated,  incisions  are 
dangerous  and  Porro's  operation  is  indicated. 

Pyelonephritis. — According  to  Lepage,"  when  a  pregnant 
woman  with  an  increase  of  temperature  and  pulse  has  abdom- 
inal pain  more  or  less  localized  in  the  lumbar  region,  all  urine 
should  be  saved  and  examined.  If  pyelonephritis  is  diagnosti- 
cated, the  treatment  is  rest  in  bed,  milk  diet,  and  mustard 
pastes  over  the  painful  renal  region.  Irrigation  of  the  bladder 
is  indicated  only  when  obvious  signs  of  cystitis  are  present. 
Interruption  of  pregnancy  may  be  demanded  at  any  time  by 
persistence  of  temperature  or  bad  general  condition  of  the  pa- 
tient, especially  when  the  treatment  indicated  above  has  been 
rigidly  followed  and  proves  ineffectual. 

Hematuria  of  Pregnancy. — Guyon  and  Albarran  "  briefly 
report  two  cases  of  hematuria  during  pregnancy.  In  the 
first  some  urinary  difficulties  were  followed,  in  the  seventh 
month  of  a  second  pregnancy,  by  hematuria.  Ureteral  cathe- 
terization showed  that  the  blood  came  from  the  right  kidney. 
The  hematuria  ceased  eleven  days  before  labor  and  had  not 
recurred  two  months  later.  The  second  patient,  six  months 
pregnant,  had  had  hematuria  for  four  months.  Examination 
showed  that  the  blood  was  of  renal  origin  and  the  veins  of  the 
bladder  were  dilated.  In  view  of  the  rarity  of  such  cases, 
Guyon  questions  the  existence  of  essential  hematuria  of  preg- 
nancy as  an  entity,  and  favors  the  idea  that  an  actual  lesion 
of  the  kidney  is  present  in  such  cases,  and  that  hematuria  is 
merely  encouraged  by  the  congestion  due  to  pregnancy. 

Abdominal  Pregnancy. — Van  Hassel"  reports  a  case  of 
abdominal  pregnancy  which  he  operated  upon  by  the  vaginal 
and  later  by  the  abdominal  route.  The  patient  was  3'<5  years 
old,  menstruated  at  16,  was  married  at  18,  had  never  been 
pregnant.  The  fetus  was  found  macerated  and  adherent  to 
the  sigmoid,  descending  colon,  and  small  intestine.  The 
uterus  and  appendages  were  normal,  and  there  were  no  evi- 
dences of  tubal  rupture  or  old  hemorrhage,  and  no  history  of 
great  pain,  shock,  or  syncope. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Intestinal  Obstruction. — P.  Clennell  Fen  wick  ^'  cites  a  case 
of  intestinal  obstruction  occurring  in  a  woman  65  years  old 
and  caused  by  a  large  gallstone.  The  stone  was  caught  low 
down  in  the  large  intestine.  The  abdomen  was  opened  and 
the  stone   removed.     The  incision  in  the  gut  was  closed   by 
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Lembert  sutures  reinforced  by  stitching  a  portion  of  the  omen- 
tum over  the  incision.     The  recovery  was  uneventful. 

Previous  to  the  operation  this  patient  had  been  under  medi- 
cal treatment  on  account  of  intense  irritability  of  the  bladder 
with  every  symptom  of  calculus  except  hematuria.  From  the 
position  of  the  stone  at  the  time  of  operation  it  was  concluded 
that  it  had  pressed  on  the  neck  of  the  bladder.  The  stone 
weighed  252  grains. 

Vaginal  Celiotomy. — J.  A.  C.  Kynoch"  states  that  the  ad- 
vantages claimed  for  vaginal  over  the  abdominal  route  are: 

(1)  shorter  convalescence;  (2)  no  abdominal  cicatrix,  therefore 
no  risk  of  hernia  or  subsequent  formation  of  intestinal  or  omen- 
tal adhesions;  (3)  less  shock,  on  account  of  the  peritoneum  be- 
ing less  exposed;  (4)  drainage,  if  necessary,  is  best  carried 
out  through  the  posterior  fornix.  Its  drawbacks  are:  (1)  on 
account  of  the  limited  space,  dense  adhesions  are  more  difficult 
to  manage,  and  consequently  greater  danger  of  wounding  vis- 
cera;   (3)  greater  difficulty  in  rendering  the  vagina  aseptic. 

Cases  suitable  for  the  vaginal  route,  other  means  of  treat- 
ment failing,  are:  (1)  mobile  retroflexion,  causing  symptoms 
at  or  about  the  menopause;  (2)  chronic  ovaritis  with  adhesions; 
(3)  prolapse  of  the  ovary  with  fixation;  (4)  ovarian  cysts,  if 
small,  whether  dermoid,  simple,  or  papillomatous;  (5)  pelvic 
hematocele;  (6)  unilateral,  mobile  tubal  swellings. 

Cases  unsuitable  for  this  treatment  are:    (1)  large  tumors; 

(2)  old-standing  tubal  disease  with  dense  adhesions,  where  the 
complete  removal  of  the  appendages  is  necessary. 

Operation  for  Acute  Appendicitis  as  for  Quiescent  Cases 
with  Complications. — Robert  F.  Weir,"  when  operating,  in- 
creases the  intermuscular  space  of  McBurney  by  incision  of  the 
rectus  sheath.  At  first  he  was  hampered  by  the  difficulty  of 
dragging  the  median  edge  of  the  divided  fascia  of  the  external 
oblique  sufficiently  far  inward  to  expose  amply  enough  the  an- 
terior sheath  of  the  rectus  muscle.  He  now  tears  off,  with  the 
finger  tips  or  with  the  end  of  a  blunt  scissors,  the  already 
denuded  fascia  of  the  external  oblique  muscle  from  the  sheath 
of  the  rectus  quite  up  to  the  median  line,  where  it  is  held  re- 
tracted by  an  assistant.  The  anterior  sheath  of  the  rectus  is 
now  divided  transversely  in  a  line  continuous  with  the  open- 
ing made  in  the  peritoneum  by  the  original  muscle-separation 
operation.  The  outer  edge  of  the  external  rectus  muscle  is 
then  lifted  up  with  a  director  or  the  end  of  blunt  scissors,  and 
carried  by  a  retractor  also  to  the  median  line  or  as  near  as 
may  be  desired.  On  the  thin  trans versalis  fascia,  with  the 
peritoneum  underneath  it,  that  here  makes  up  the  posterior 
sheath  of  the  rectus,  will  be  seen  the  epigastric  vessels,  which 
should  be  seized,  divided  and  ligatured,  and  sometimes  pulled 
outward,  and  the  sheath  and  peritoneum  cut  in  a  manner 
similar  to  the  outer  sheath.  When  blunt  retractors  are  now 
passed  into  the  peritoneal  cavity  and  the  abdominal  wall  put 
on  the  stretch,  there  is  a  very  superior  exposure  of  the  whole 
pelvis  and  of  the  right  iliac  fossa.     He  has  never  before  been 
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able  to  coiniiKind  these  parts  so  well  until  exposed  by  the  inci- 
sion, and  particularly  is  it  so  if  the  gravity  action  induced 
by  a  sand  ba^;  under  the  right  hip  or  by  a  Trendelenburg  posi- 
tion be  judiciously  used  after  the  removal  of  infecting  inllam- 
niatory  tluids. 

The  Hockey-Stick  Incision  for  Appendicitis. — Willy 
Meyer's"  usual  incision  in  most  cases  of  acute  appendicitis 
commences  at  a  spot  about  half  an  inch  above  and  midway 
between  McBurney's  point  and  the  anterior  superior  spine, 
and  ends  about  one-half  to  three-quarters  of  an  inch  from 
Poupart's  ligament.  In  making  it  he  first  ascertains  where 
the  femoral  arterj'  pulsates  on  its  passage  underneath 
Poupart's  ligament.  The  left  forefinger  of  the  assistant 
marks  this  spot,  and  he  cuts  toward  it.  The  fascia  of  the 
external  oblique  and  the  following  structures  are  split  in 
the  same  line.  After  having  entered  the  abdominal  cavity 
it  will  become  evident  whether  or  not  the  incision  is  large 
enough  to  enable  us  to  do  the  necessary  work.  If  the  ap- 
pendix is  found  to  be  situated  inward  or  downward  and  a 
wider  entrance  be  needed,  the  incision  can  first  be  lengthened 
straight  upward  as  far  as  the  surgeon  thinks  proper.  With 
reference  to  lengthening  the  lower  end,  he  now  proceeds  in  the 
following  way:  He  enters  the  peritoneal  cavity  at  the  lower 
angle  of  the  wound  with  his  left  forefinger  and  slides  it  inward 
to  the  spot  where  the  epigastric  artery  pulsates;  he  then  curves 
the  lower  end  of  the  incision  by  drawing  the  knife  in  a  hori- 
zontal line  (that  is  to  say,  perpendicular  to  the  median  line 
of  the  body),  thus  forming  a  rounded-off  angle  of  110  to  120 
degrees.  The  entire  wound  then  has  the  shape  of  a  hockey 
stick.  In  making  the  horizontal  part  of  the  incision,  care 
must  be  taken  not  to  injure  the  epigastric  plexus.  It  is 
primarily  caught  between  two  forceps,  then  cut  and  ligated. 
The  incision  ends  at  the  border  of  the  right  rectus  muscle.  If 
still  more  room  be  needed,  the  belly  of  the  rectus  can  be  easily 
drawn  inward  and  the  peritoneum  beneath  it  incised  in  the 
same  direction.  In  pulling  the  borders  of  this  wound  apart  it 
will  be  seen  that  an  easy  access  has  been  gained  to  the  organs 
situated  within  the  small  pelvis. 

Exploration  of  the  Abdominal  Cavity. — J.  Homans"  ad- 
vises the  exploration  of  the  abdomen  by  means  of  the  hand 
whenever  the  abdomen  is  opened  and  the  incision  is  large 
enough  to  admit  the  hand. 

The  Use  of  Irrigating  Fluids  in  the  Abdominal  Cavity. 
— J.  B.  Murphy"  states  that  during  operation  infection  of 
the  peritoneum  may  come  from  three  sources — principally  and 
primarily,  through  the  hands  of  the  surgeon  or  his  assistants; 
next,  from  the  skin  of  the  patient;  and  lastly,  from  the  air. 
If  the  infection  has  been  carried  in,  irrigation  will  not  remove  it. 
If  we  treat  the  peritoneum  as  a  broad  surface,  and  consider  its 
pathology  and  its  relations  to  operative  work  the  same  as  the 
skin,  we  will  rapidly  come  to  operate  in  the  peritoneal  cavity, 
the  same  as  we  do  outside  of  it^  without  irrigating  fluids  or 
antiseptic  solutions. 
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An  Improved  Method  of  treating  Prolapse  of  the 
Uterus  and  Bladder. — I.  S.  Stone '  says  that  it  has  long  been 
his  observation  that  failures  in  vaginal  plastic  work  came 
about  through  the  agency  of  the  cystocele.  Restoration  of  the 
pelvic  floor  would  not  always  prevent  the  cj^stocele  from,  to 
some  extent,  undoing  the  repair  of  the  posterior  vaginal  wall 
and  peritoneum.  Therefore,  he  says,  if  we  can  devise  some 
method  of  lifting  and  permanently  sustaining  the  anterior 
vaginal  wall  with  its  superimposed  bladder  and  other  viscera, 
it  would  seem  that  we  have  found  an  additional  means  of  sup- 
port for  a  prolapsed  bladder,  and  that  we  have  to  this  extent 
still  further  overcome  one  of  the  most  annoying  accidents  due 
to  parturition.  Anterior  colporrhaphy,  as  ordinarily  performed, 
using  merely  a  denudation,  is  not,  in  the  author's  opinion,  a 
uniformly  successful  and  permanent  operation  for  the  relief  of 
prolapse  of  the  bladder.  Nor  does  he  think  that  the  vaginal 
wall  is  over-stretched  laterally  in  every  case,  as  it  is  undoubt- 
edly as  much  elongated  antero-posteriorly  as  otherwise,  thus 
indicating  some  method  of  shortening  the  anterior  wall  and  not 
being  satisfied  with  merely  "  narrowing  "  the  canal.  The  steps 
of  his  operation  are  as  follows:  first,  incision  of  vagina  over 
cervix;  second,  separation  of  bladder  from  uterus  and  adjoin- 
ing tissues;  third,  suture  of  vagina  to  higher  point  on  anterior 
surface  of  uterus,  closure  of  space  made  by  separation;  fourth, 
opening  the  abdomen  and  further  separation  of  bladder;  fifth, 
closure  of  abdomen:  sixth,  posterior  colporrhaphy  and  perine- 
orrhaphy. 

Hernia  in  the  Adult  Female. — T.  H.  Manlej-''"  states  that, 
as  a  routine  procedure,  surgical  intervention  in  simple,  reduci- 
ble, coercible  hernia  of  any  description  should  not  be  encour- 
aged. Independent  of  the  strangulated  hernias,  the  resources 
of  surgery  may  be  generally  utilized  with  advantage  and 
safety  in  three  types  of  feminine  hernia. 

1.  In  the  inguinal  hernias  of  infancy  of  every  description, 
for  the  reason  that  they  may  contain  some  of  the  organs  of 
generation;  they  are  often  C5"stic;  unlike  the  male  inguinal 
hernias,  they  are  not  prone  to  undergo  spontaneous  reduction; 
and,  furthermore,  as  there  is  no  important  tubular  structure 
passing  through  the  inguinal  canal,  it  may  be  solidly  sealed. 

2.  In  infantile  umbilical  hernias  operation  should  be  prac- 
tised early  where  they  are  of  considerable  volume  and  inco- 
ercible. 

3.  It  is  doubtful  whether  in  the  reducible,  non-complicated, 
and  coercible  hernias  surgery  should  be  invoked  for  their  cure. 
It  remains  an  open  question  whether  femoral  or  inguinal  her- 
nias are  aggravated  by  labor  or  pregnancy. 

In  strangulated  femoral  hernia  Manley  believes  taxis  to  be 
unsurgical  except  in  the  hands  of  experienced  men  and  in  ex- 
ceptional cases.  He  believes  the  best  way  is  to  divide  all 
tissues  from  without  and  carefully  inspect  the  contents  of  the 
sac.  and  to  make  the  period  of  narcosis  as  short  as  possible. 

He  has  collected  166  cases  of  strangulated  femoral  hernia  in 
both  sexes  treated  by  colotomy.     Of  these,  150  were  females 
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and  IT)  males — a  sexual  proportion  of  nearl}''  10  to  1.  There 
were  o9  deaths — oo.o  per  cent  mortality.  The  females  gave  52 
deaths,  or  34.0  per  cent  mortality;  the  males  gave  7  deaths,  or 
43.7  per  cent  mortalitj\ 

The  average  age  at  the  time  of  operation  in  both  sexes  was 
40  years  and  7  months. 

Cervical  Flexions. — T.  J.  Bell"  believes  that  cervical 
Hexious  do  not  command  the  attention  which  their  importance 
demands;  that  they  are  often  overlooked  as  being  the  cause  of 
dysmenorrhea  and  sterility.  He  states  that  anteflexion  of  the 
uterine  corpus  is  a  very  rare  occurrence,  and  that  this,  as  well 
as  corporal  retroflexion,  is  a  mechanical  impossibility  without 
prolapse.  The  first  cause  leading  up  to  anteflexion  lies  in 
faulty  development,  and  an  elongated  cervical  canal  always 
means  faulty  development.  Dysmenorrhea  in  married  and 
unmarried  women,  with  sterility  in  those  married,  should  raise 
suspicion  of  flexion  at  the  internal  os.  He  advises  correction 
of  the  flexions  in  both  married  and  unmarried  women  at  the 
earliest  possible  moment. 

Further  Experience  with  the  Operative  Treatment  of 
Anteflexion. — N.  L.  Burrage'  advises:  1.  In  anteflexion  with- 
out ovarian  or  tubal  disease,  and  free  from  shortened  utero- 
sacral  ligaments  or  posterior  adhesions,  dilatation,  curetting, 
and  Dudley's  operation  or  amputation  of  the  cervix,  with 
a  preference  for  the  former.  2.  In  anteflexion  with  retro- 
position  and  shortened  utero-sacral  ligaments  or  posterior 
adhesions,  and  without  ovarian  or  tubal  disease,  dilatation, 
curetting,  and  division  of  the  utero-sacral  ligaments  or  ad- 
hesions by  colpotomy,  and  Dudley's  operation  or  amputation 
of  the  cervix,  with  a  preference  for  the  former.  Amputation 
of  the  cervix  is  useful  where  the  cervix  is  excessively  large, 
and  also  where  there  is  extensive  erosion  of  the  crown  of  the 
cervix.  In  married  women,  in  both  of  the  foregoing  classes, 
dilatation  and  curetting  without  other  operation  are  sufiicient, 
because  pregnancy  in  a  majority  of  instances  will  straighten 
the  uterus  and  stretch  ligaments  and  adhesions.  Should  preg- 
nancy not  supervene  within  a  number  of  months  and  the  symp- 
toms persist,  another  curetting  and  Dudley's  operation,  with  or 
without  division  of  the  ligaments,  may  be  done.  3.  In  ante- 
flexion, with  or  without  retroposition,  and  ovarian  or  tubal 
disease,  dilatation,  curetting,  Dudley's  operation,  and  suspensio 
uteri,  the  utero-sacral  ligaments  being  divided  through  the 
abdominal  wound  if  they  are  shortened,  and  whatever  ma}?-  be 
necessary  done  to  the  ovaries  and  tubes. 

Intraligamentous  Growths.— Thomas  H.  Hawkins'  thus 
describes  his  method  for  the  removal  of  an  intraligamentary 
cyst  of  sufficient  size  to  fill  the  pelvic  and  a  portion  of  the  ab- 
dominal cavity:  The  abdominal  cavity  is  opened  into  in  the 
usual  way;  if  the  tumor  is  very  tense  and  the  abdominal  wall 
rigid,  a  portion  of  the  fluid  is  drawn  from  the  cyst.  Then,  on 
the  opposite  side  from  the  growth,  he  ligates  the  Fallopian 
tube  and  the  broad  ligaments  as  in  a  hysterectomy,  follows 
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down  the  side  of  the  uterus,  cuts  and  clamps  the  uterine  artery, 
peels  the  bladder  back  from  the  uterus,  amputates  the  cervix, 
clamps  the  uterine  artery  in  the  opposite  side,  and,  before  pro- 
ceeding to  enucleate  the  growth  together  with  the  uterus, 
clamps  or  ligates  the  ovarian  artery,  if  possible,  on  the  tumor 
side,  seeks  the  point  of  cleavage,  and  rapidly  enucleates  the 
tumor.  He  then  trims  down  the  sac  and  closes  tissues  over 
the  stump  of  the  uterus  with  a  continuous  suture,  as  in  an 
abdominal  hysterectomy  for  fibroid.  The  operation  in  such  a 
case  is  exceedingly  simple,  but  in  larger  growths,  especially  of 
the  papillary  variety,  or  more  particularly  of  those  that  are  of 
the  migrating  or  retroperitoneal  form,  the  complications  are 
many  and  will  have  to  be  met  according  to  the  exigencies  of 
the  case,  but  the  general  principle  to  be  observed  in  these  cases 
is  the  same  in  all — that  is,  to  control  the  ovarian  and  uterine 
arteries.  The  author  claims  that  by  this  improved  method 
there  is  very  little  hemorrhage,  the  operation  is  simplified,  the 
patient  makes  a  quick  recovery,  there  are  no  bad  sequelae,  the 
mortality  is  reduced,  and  it  is  a  perfect  operation,  except  that 
it  does  not  overcome  all  the  difficulties  encountered  in  re- 
moving the  most  complicated  of  these  intraligamentous  neo- 
plasms. 

Two  Cases  of  Pelvic  Hematocele  and  One  of  Dysmen- 
orrhea.— G.  E.  Herman"  reports  two  cases  of  hematocele.  In 
one  case  the  peritoneal  cavity  was  full  of  blood;  in  the  other 
the  blood  was  clotted  and  confined  in  a  space  limited  by  adhe- 
sions. The  first  case  gave  a  history  of  one  missed  menstrual 
period.  She  complained  of  pain  in  the  abdomen  and  down 
the  right  leg.  On  examination  a  swelling  was  felt  bulging 
into  Douglas'  pouch.  The  abdomen  was  distended  and  tender. 
The  swelling  increased  in  size  rapidly,  and  the  abdomen  was 
opened.  The  abdomen  was  full  of  dark  fluid  blood  and  some 
clots.  A  ruptured  tube  was  found;  this  was  removed  with  the 
ovary  of  the  same  side.  The  swelling  caused  by  blood  is 
always  soft  at  the  beginning;  it  does  not  get  hard  until  the 
blood  has  had  time  to  clot,  and  until  then  there  is  no  physical 
sign. 

In  the  second  case  there  was  a  history  of  ectopic  gestation 
which  had  ruptured.  On  examination  the  abdomen  was  ten- 
der and  there  was  a  swelling  in  the  right  iliac  region.  By  the 
rectum  this  swelling  was  felt  to  be  convex.  An  incision 
was  made  in  the  vagina  behind  the  uterus,  and  the  cavity  con- 
taining the  blood  was  opened  and  the  blood  removed.  The 
right  tube  was  found  ruptured  and  contained  the  remains  of  a 
placenta.     The  placenta  was  removed  and  the  cavity  packed. 

The  reason  for  the  choice  of  the  different  operation  in  these 
two  cases  lies  in  the  difference  in  the  object  to  be  achieved. 
In  the  one  case  the  object  was  to  stop  the  hemorrhage,  and  in 
the  other  to  empty  the  cavity  so  as  to  save  the  patient  from  a 
long  illness  while  a  blood  clot  was  being  slowly  absorbed. 

The  case  of  dysmenorrhea  occurred  in  a  girl  19  years  old;  it 
has  troubled  her  only  for  the  last  three  years.     The  pain  was 
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very  severe,  paroxysmal,  of  short  duration,  and  not  relieved 
by  recumbency.  It  came  on  some  two  or  three  hours  after  the 
flow  commenced.  This  case  was  treated  by  dilating  the  os 
with  bougies.  Subsequent  menstruations  have  been  painless. 
With  dysmenorrhea  tliere  commonly  goes  sterility;  and  often 
sexual  connection  causes  pain.  This  is  not  always  so,  for  some 
patients  with  spasmodic  dysmenorrhea  become  pregnant,  and 
that  usually  cures  the  dysmenorrhea.  Pregnancy  is  Nature's 
cure  for  dysmenorrhea.  A  certain  number  of  cases  of  dys- 
menorrhea do  not  become  pregnant,  and  sexual  intercourse  is 
repugnant  to  them  and  causes  pain.  Often  the  mere  dilating 
of  the  cervix  uteri,  without  doing  anything  to  the  vagina,  will 
cure  dysmenorrhea  and  remove  the  difficulty  in  sexual  inter- 
course. In  some  cases  there  is  vaginismus — that  is  to  say, 
coition  is  not  only  disagreeable,  but  the  attempt  provokes 
spasmodic  contraction  of  the  levator  ani  muscle.  With  this 
there  sometimes  goes  a  similar  hyperesthesia  of  the  rectum,  so 
that  patients  are  unable  to  tolerate  enemata.  It  is  a  morbid 
condition  of  the  whole  pelvic  nervous  system.  The  best  treat- 
ment for  this  kind  of  dysmenorrhea  is  dilatation  of  the  cervix 
by  means  of  bougies. 

Laceration  of  the  Cervix. — A.  E.  Giles*  states  that  a 
simple  laceration  of  the  cervix  produces  no  symptoms.  When 
these  appear  they  are  due  to  complications.  Thus,  adenoma- 
tous disease  of  the  cervix  gives  rise  to  vaginal  discharge,  pain, 
and  general  weakness.  The  discharge,  commonly  known  as 
"the  whites,"  and  technically  as  "  leucorrhea,"  consists  of 
abundant  mucus  mixed  with  shed  epithelium.  Sometimes  it 
is  muco-purulent  and  acquires  a  yellowish  color  (xanthorrbea); 
it  may  then  be  very  irritating,  producing  vulvitis  and  pruritus. 
The  pain  is  nearly  always  referred  to  the  sacrum.  The  con- 
tinual discharge  weakens  the  patient  and  may  be  followed  by 
subjective  nervous  disturbances.  When  the  case  is  further 
complicated  by  retroversion,  prolapse  of  the  ovaries,  and  ovari- 
an congestion,  additional  symptoms  appear;  these  are  pain  and 
a  feeling  of  weight  and  "  bearing  down  "  in  the  lower  part  of 
the  abdomen;  dysmenorrhea,  which  takes  the  form  of  pain  in 
the  iliac  region  and  down  the  thighs;  dyspareunia,  from  pres- 
sure on  the  tender  ovaries;  and  pain  on  vaginal  examination, 
from  the  same  cause.  Bladder  disturbances  are  not  uncommon, 
especially  frequent  and  painful  micturition.  It  is  well  known 
that  chronic  pelvic  troubles  are  liable  to  be  associated  with  ir- 
ritability and  mental  depression,  and  the  condition  under  con- 
sideration is  no  exception  to  the  rule.  The  preliminary  meas- 
ures before  operation  are  regular  douching  and  the  periodical 
insertion  of  glycerin  tampons.  Where  there  is  a  muco-puru- 
lent discharge,  applications  of  iodized  phenol  should  be  made  to 
keep  the  surface  clean.  The  patient  is  anesthetized  and  placed 
in  the  lithotomy  position,  and  the  surface  well  exposed  by 
means  of  Auvard's  speculum.  The  vagina  is  thoroughly  dis- 
infected by  douching  and  swabbing;  and  dilatation  and  curet- 
ting are  then  carried  out  when  necessary.     After  this    the 
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anterior  lip  of  the  cervix  is  seized  with  a  volsella,  and  the 
reversible  tenacula-forceps  introduced,  exactly  in  the  middle 
line,  and  the  points  separated.  By  this  means  the  two  lips  of 
the  cervix  are  held  widely  apart.  The  volsella  is  then  removed. 
By  means  of  scalpel  and  forceps  two  flaps  are  now  dissected  off 
the  exposed  surface,  taking  care  to  leave  a  narrow  strip  of  mu- 
cous membrane  in  the  middle  line,  which  will  form  the  lining 
for  the  new  cervical  canal  when  the  lips  are  approximated. 

The  free  oozing  from  the  denuded  surfaces  serves  to  deplete 
the  cervix  and  diminish  its  volume.  "When  the  flaps  have  been 
dissected  off,  the  tenacula-forceps  is  removed,  the  lips  of  the 
cervix  are  allowed  to  fall  together,  and  the  forceps  is  then  re- 
applied in  such  a  waj'  as  to  hold  them  in  apposition.  Care 
must  again  be  taken  to  secure  the  cervix  in  the  middle  line. 
The  instrument  enables  the  operator  to  manipulate  the  cervix 
during  the  introduction  of  the  sutures.  For  this  purpose  a 
curved  needle  set  laterally  on  a  handle  is  very  convenient,  or 
small  curved  needles  may  be  used  with  a  needle-holder.  The 
best  material  for  the  sutures  is  silkworm  gut,  and,  if  secured 
by  means  of  the  shot  and  coil,  their  subsequent  removal  is 
greatly  faciUtated.  The  vagina  is  lightly  packed  with  gauze. 
This  gauze  is  removed  on  the  following  day,  and  the  vagina 
is  douched  with  sterilized  water  twice  daily  for  the  first  week 
and  once  daily  afterward.  The  sutures  are  removed  on  the 
tenth  or  twelfth  day.  The  patient  is  allowed  to  get  up  on  the 
tenth  day. 

Perineal  Injuries. — J.  B.  Cooke  "^  states  that  in  women 
with  justo-major  pelves  it  is  very  difficult  to  avoid  laceration 
of  the  perineum.  Notwithstanding  the  fact  that  with  an  anes- 
thetic and  careful  management  of  the  head  its  passage  through 
the  vulva  can  be  controlled  exactly,  it  is  difficult  to  avoid  this 
accident.  The  most  rational  explanation  thereof  seems  to  be 
that,  owing  to  the  abnormally  increased  calibre  of  the  justo- 
major  pelvis,  the  head  does  not  "mould,"  and  when  it  is 
delivered  it  distends  the  maternal  soft  parts  to  an  excessive 
degree.  It  has,  in  fact,  all  the  characteristics  of  a  head  in  a 
breech  delivery. 

The  Increasing  Prevalence  of  Cancer.— G.  Betton  Mas- 
sey  '°  has  had  compiled  for  him  by  the  statistical  officers  of  the 
departments  of  health  of  the  seven  largest  American  cities,  ex- 
clusive of  Chicago,  the  death  rate  of  cancer.  It  appears  from 
these  statistics  that  the  greatest  increase  has  occurred  in  the 
city  of  San  Francisco,  where  the  ratio  has  crept  up  from  16.5 
cases  in  100,000  population  in  1866  to  103.6  cases  in  100,000  in 
1898.  This  is  an  increase  of  more  than  six  times  as  many  in 
thirty-two  years.  The  city  of  Boston  shows  the  next  most 
coQsiderable,  the  ratio  of  cases  to  living  persons  having  almost 
trebled  in  twenty-four  years  between  1863  and  1887.  After  that 
date  there  was  a  temporary  decrease,  followed  by  a  tendency 
to  increase  to  the  present  time.  The  statistics  show  that  in 
these  seven  cities  there  were  35.4  deaths  per  100,000  living 
persons;  in  1898,  66.4  deaths  per  100,000  living  persons,  showing 
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that  the  ratio  of  cancer  deaths  to  the  living  inhabitants  of  these 
cities  had  ahnost  doubled  in  twenty-eight  years.  If  this  in- 
crease is  maintained  until  the  j'ear  1910,  there  will  be  an  average 
of  SO  deatlis  in  each  city  in  that  year  to  every  100,(iOO  living  per- 
sons. Acconling  to  the  combined  statistics  of  these  seven  cities, 
there  were  004  deaths  per  1,000,000  inhabitants  in  1898.  Ex- 
tending these  figures  to  the  75,000,000  inhabitants  of  the  whole 
country  shows  that  there  must  have  been  49,800  deaths  from 
cancer  in  the  United  States  in  1898,  and  that  at  the  present 
moment  there  must  be  about  100,000  victims  of  the  disease 
within  our  borders.  The  greater  number  of  victims  are  at- 
tacked in  the  prime  of  life. 

The  seven  cities  above  referred  to  are  New  Orleans,  Phila- 
delphia, Boston,  New  York,  San  Francisco,  St.  Louis,  and 
Baltimore. 

Removal  of  the  Cancerous  Uterus. — T.  H.  Pound  ^'  states 
that  removal  of  the  cancerous  uterus  is  both  justifiable  and 
proper  in  carefully  selected  cases,  and  for  the  following  rea- 
sons: first,  the  immediate  mortality  does  not  forbid  it;  sec- 
ondly, recurrence  is  not  more  rapid  than  after  other  operations 
for  cancer;  and  lastly,  death  after  recurrence  is  not  attended 
with  so  much  suffering,  the  rectum  and  bladder  being  seldom 
perforated. 

Cancer  Infection. — J.  Bland  Sutton,"  in  an  article  on  this 
subject,  lays  particular  stress  on  the  fact  that  in  a  certain  pro- 
portion of  cases  in  which  extensive  operations  are  performed 
in  the  hope  of  eradicating  the  cancer,  the  damage  inflicted  on 
the  surrounding  tissues  really  makes  them  receptive  for  carci- 
nomatous particles  which  may  be  scattered  over  their  wounded 
surfaces  from  cut  lymphatics,  crushed  lymph  glands,  and 
venules  stuffed  with  cancerous  material.  In  operating  on  can- 
cer it  is  well  to  keep  wide  of  the  disease  and  to  avoid  fouling 
the  wound  by  unnecessaril}^  dividing  the  primary  tumor  or 
cutting  the  lymph  channels. 

Treatment  of  Anuria  due  to  Cancer  of  Uterus. — G. 
Chavannaz"'*  considers  nephrostomy  the  operation  of  choice  in 
the  treatment  of  anuria  in  cases  of  cancer  of  the  uterus.  He 
has  performed  the  operation  once.  Five  and  a  half  months 
later  the  patient's  condition  was  good.  Chavannaz  states  that 
the  operation  may  be  done  with  local  or  general  anesthesia,  or 
with  none  if  the  patient  is  comatose.  He  advises  a  free  lum- 
bar incision.  The  operation  should  be  performed  upon  the 
larger  kidney,  and,  if  they  are  of  equal  size,  preferably  upon  the 
right,  as  its  lower  position  makes  it  more  accessible.  Unilat- 
eral nephrostomy  is  usually  sufficient,  but  if  the  wall  of  the 
kidney  opened  has  been  so  greatly  thinned  that  it  seems  im- 
probable that  the  secretion  of  urine  will  be  rapid  and  abundant, 
it  may  be  necessary  to  operate  upon  both.  After  the  fistula  is 
established  a  urinal  should  be  worn. 

Uterine  Neoplasms. — W.  R.  Williams"  states  that  of 
1.3,8:^4  patients  of  both  sexes,  with  primary  neoplasms,  consec- 
utively under  treatment  at  four  large  London  hospitals,  2,649 
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were  of  uterine  origin,  or  19.2  per  cent;  next  in  order  came 
the  mammsB  with  17.5  per  cent;  then  the  skin  with  9.4  per 
cent;  then  the  stomach  with  only  2.6  per  cent.  With  regard 
to  the  sex  of  these  patients,  9,227  were  females;  in  28.7  per 
cent  the  uterus  was  affected,  mammae  in  26  per  cent,  ovaries 
in  8.7  per  cent,  and  the  stomach  in  1.4  per  cent.  Of  the  above 
list  7,297  were  cancer;  of  these  4,628  occurred  in  women,  the 
uterus  being  the  seat  of  origin  in  34  per  cent,  mammae  in  40.3 
per  cent,  skin  in  4.1  per  cent,  and  the  stomach  in  2.8  per  cent. 
From  a  study  of  the  cancer  mortality  of  England  and  Wales 
for  the  year  1897  he  finds  that  among  females  the  uterus  was 
affected  in  23.5  per  cent  of  the  cases,  the  mammae  in  15,5  per 
cent,  the  stomach  in  13.3  per  cent,  the  liver  in  13.2  per  cent. 

Sarcoma  of  the  Uterus. — J.  M.  Williamson'"  reports  a 
case  of  this  variety  occurring  in  a  woman  80  years  old.  The 
patient  was  treated  locally  for  one  year,  when  she  died.  At 
autopsy  the  uterus  was  found  inverted;  its  mucous  surface, 
which  lay  next  the  vaginal  wall,  was  extensively  covered  with 
new  growth,  in  some  places  to  the  thickness  of  an  inch,  and  a 
large  secondary  deposit  occupied  the  left  fornix  of  the  vagina. 
Oat  of  9,133  cases,  collected  by  Gessner,  of  uterine  tumors, 
there  were  only  18  cases  of  sarcoma. 

Keiffer^'  has  removed  from  a  woman  55  years  of  age  an 
intrauterine  polypus  which  was  fibroid  in  character,  but  which 
had  undergone  in  part  sarcomatous  degeneration.  It  showed 
all  stages  of  degeneration,  round,  spindle,  and  giant  cells,  and 
myxosarcoma.  After  three  weeks,  involution  of  the  uterus  to 
normal  size  had  occurred. 

Hysterectomy  for  Cancer  of  the  Uterus.— Ricard"  ap- 
proves of  total  abdominal  hysterectomy  for  incipient  cases  of 
cancer  of  the  uterus  and  for  those  of  moderate  extent.  For 
severe  and  extensive  cases  palliative  operations  are  indicated, 
and  under  this  head  the  writer  includes  vaginal  hysterectomy, 
which  is  easy  of  execution,  may  remove  a  growth  confined 
entirely  to  the  cervix,  but  leaves  infected  glands  untouched. 

Richelot"  declares  himself  a  strong  partisan  of  vaginal  hys- 
terectomy. Of  his  95  cases,  6  have  died,  and  17  have  been 
greatly  benefited  or  apparently  absolutely  cured,  having  lived 
from  three  and  a  half  to  twelve  and  a  half  years  since  the 
operation. 

Epithelioma  of  Vagina. — Adenot'"  presents  an  account  of 
a  primary  epithelioma  of  the  vagina.  It  occupied  the  upper 
part  of  the  posterior  vaginal  wall.  In  size  and  shape  it  re- 
sembled a  half-dollar.  The  growth  of  the  tumor  was  slow, 
contrary  to  the  usual  rate  of  evolution.  Three  years  after 
simple  excision  of  the  growth  there  had  been  no  recurrence. 

Uterine  Fibroids. — V.  Pauchet '  holds  that  uterine  fibroids 
giving  rise  to  any  symptoms  whatever  should  be  operated  upon. 
He  removes  the  tumor  alone  when  a  single  subperitoneal  growth 
exists,  or  there  is  a  uterine  polyp  emerging  from  the  cervix. 
All  other  cases  he  considers  as  requiring  abdominal  or  vaginal 
hysterectomy.     Of  70  cases  of  fibroids  which  he  has  seen,  he 
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operated  upon  61 — 3  by  enucleation,  27  by  vaginal,  and  31  by 
abdominal  hysterectomy.  The  only  3  cases  which  he  refused 
were  complicated  by  phlebitis,  cancer,  and  diabetes  respec- 
tively. 

Removal  of  a  Submucous  Fibroid. — James  Braith- 
waite "  reports  a  case  in  which  he  removed  a  submucous 
fibroid  by  section  of  the  uterus.  A  median  incision  was  made 
in  the  abdominal  walls,  the  lower  end  being  nearer  the  pubes 
thau  usual  in  abdominal  sections.  The  uterus  was  brought  up 
to  the  wound  and  its  rounded  anterior  surface  came  well  into 
view.  It  was  packed  round  with  sponges  to  protect  the  peri- 
toneum, and  a  rubber  tourniquet  applied  tightly  round  the 
cervix,  so  that  the  operation  was  almost  bloodless.  A  central 
perpendicular  incision  in  the  uterine  wall,  about  two  inches  in 
length,  exposed  the  attached  surface  of  the  tumor,  which  was 
recognizable  bj^  its  glistening  white  color.  The  incision  was 
prolonged  a  little,  so  as  to  open  the  cavity  of  the  uterus  below  the 
tumor.  The  tumor  was  pushed  out  by  the  finger  with  its  mu- 
cous surface  entire  and  removed.  A  drainage  tube  was  then 
passed  from  the  uterine  cavity  into  the  vagina,  and  the  wound 
closed  bj'-  strong  catgut  sutures,  three  to  the  inch.  These  all 
missed  the  mucous  surface  of  the  interior  except  two,  which 
were  passed  just  within  the  cavity  to  loop  up  tags  of  the  cap- 
sule of  the  tumor.  The  tourniquet  was  then  removed  and 
hemorrhage  from  the  needle  pricks  stopped  by  sponge  pressure. 
There  was  no  bleeding  or  oozing  from  the  wound  itself.  The 
abdominal  wound  was  closed  as  usual.  The  patient  has  made 
an  uninterrupted  recovery.  The  drainage  tube  was  removed 
from  the  vagina  in  twenty-four  hours. 

Tuberculous  Peritonitis. — W.  W.  Cheyne'  divides  tuber- 
culous peritonitis  into  three  varieties:  1.  The  peritoneum  may 
be  studded  with  tubercles  of  varying  size,  some  small,  grayish, 
and  transparent,  others  larger  and  tending  to  become  cheesy. 
The  tubercles  are  scattered  over  both  visceral  and  parietal  peri- 
toneum. There  are  patches  of  fibrinous  exudation.  The  peri- 
toneum is  hyperemic.  There  is  more  or  less  fluid  present  in 
the  abdominal  cavity.  The  above  conditions  may  be  localized. 
2.  In  a  second  set  of  cases  the  formation  of  adhesions  and 
fibroid  induration  of  the  omentum  and  mesentery  are  the 
marked  features.  The  intestines  are  bound  together;  the  ad- 
hesions may  be  very  firm  and  lead  to  constriction  of  the  gut, 
which  may  cause  partial  or  complete  obstruction.  The  omen- 
tum is  early  involved;  the  two  layers  become  matted  together 
and  rolled  up  so  as  to  form  a  sausage-shaped  mass  lying  about 
or  above  the  level  of  the  umbilicus;  it  is  generally  adherent  to 
the  abdominal  wall  at  this  point.  The  mesentery  also  partakes 
in  the  changes  and  draws  the  small  intestine  up  and  to  the 
right;  this  is  the  reason  fluid  so  often  collects  in  the  left  side  of 
the  abdominal  cavity.  3.  A  third  condition  is  more  grave. 
The  tubercles  tend  to  run  together  and  form  large  masses  which 
undergo  caseation;  the  mesenteric  glands  are  enlarged  and 
caseous.     This  condition  is  especially  associated  with  intestinal 
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ulceration,  and  the  intestine  is  usually  thinned  and  may  even 
perforate.  Collections  of  fluid  are  frequently  present,  mostly 
encapsulated  and  multiple,  and  not  uncommonly  purulent. 
These  foci  of  pus  may  open  externally  or  perforate  the  gut,  or 
may  perforate  both  the  abdominal  wall  and  the  intestine,  form- 
ing a  fecal  fistula.  Generally  the  small  intestine  is  perforated 
and  pretty  high  up,  so  that  the  patient  starves  to  death  in  a 
short  time.     This  more  often  occurs  in  children. 

Tuberculous  peritonitis  generally  occurs  secondary  to  tuber- 
culosis of  some  other  portion  of  the  body,  but  may  be  primary. 
It  occurs  most  frequently  in  children  or  young  adults. 

As  regards  the  sex,  a  very  curious  result  is  obtained,  accord- 
ing as  we  take  the  statistics  of  cases  operated  or  of  cases  exam- 
ined post  mortem.  Of  those  operated,  the  great  majority  of 
cases  occur  in  women,  while,  on  the  other  hand,  those  exam- 
ined post  mortem  show  the  majority  of  cases  to  be  in  males. 

The  symptoms  come  on  usually  insidiously;  in  some  cases  they 
may  develop  rapidly,  and  it  even  has  been  mistaken  for  typhoid 
fever.  The  patient  has  a  feeling  of  malaise  and  weakness, 
headache;  suffers  from  thirst,  sleeplessness,  night-sweats.  She 
soon  loses  her  appetite  and  occasionally  vomits.  The  bowels  are 
irregular;  they  may  be  constipated  or  loose,  or  there  may  be 
alternating  constipation  and  diarrhea.  Sooner  or  later  pains 
come  on;  these  may  be  shooting  or  dull.  The  temperature  is 
variable,  but  there  is  generallj'  an  afternoon  rise.  Her  abdo- 
men begins  to  swell,  and  the  pain  grows  worse,  and  there  is 
dyspnea.     The  skin  is  pale,  sallow,  and  dry. 

On  examination  we  find  the  following  condition.  Where 
there  is  much  free  fluid  present  the  abdomen  is  distended, 
somewhat  flattened  at  the  sides,  and  the  ribs  everted.  The 
abdominal  wall  is  stretched  and  shining,  with  big  veins  run- 
ning over  it,  and  it  is  usually  so  tense  that  nothing  can  be  felt 
through  it.  The  pain  is  not  generally  marked  in  these  cases. 
"Where  the  fluid  is  less,  the  thickened  omentum  is  readily  felt 
in  the  form  of  a  tumor-like  mass  of  a  sausage  shape,  generally 
running  more  or  less  transversely  across  the  abdomen  about  or 
just  above  the  level  of  the  umbilicus,  the  omentum  being  thick- 
ened and  rolled  up  by  the  fluid  and  the  distended  intestines, 
and  pressed  against  and  becoming  adherent  to  the  abdominal 
wall.  The  percussion  note  is  uncertain  and  atypical,  fluctua- 
tion is  not  distinct,  and  the  fluid  as  a  rule  onlj-  changes  its  po- 
sition slowly,  owing  to  having  to  make  its  way  among  the  ad- 
herent intestines.  The  fluid  may  be  encapsulated  and  there- 
fore not  move.  The  distension  of  the  abdomen  is  uneven,  due 
to  the  irregular  distension  of  the  gut  with  gas. 

The  prognosis  of  cases  appropriate  for  operation  is  favorable. 
In  the  first  class  of  cases  the  prognosis  is  the  most  favorable, 
and  next  in  the  second  group.  If  improvement  does  not  follow 
under  medical  treatment  in  a  reasonable  time,  say  in  four  to 
six  weeks  in  acute  cases  and  from  four  to  six  months  in  severe 
cases,  the  abdomen  should  be  opened  whether  there  is  ascites 
or  not.     The  operative  procedure  is  very  simple  in  most  cases. 
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Where  effusion  is  present  without  adhesions,  it  simply  consists 
in  opening  the  abdomen  in  the  middle  line  below  the  umbilicus, 
alknVinii:  the  Huid  to  run  out,  aided  by  turning  on  the  side  or 
by  means  of  sponges,  and  stitching  the  wound  up  again. 
Where  adhesions  are  present,  care  must  be  taken  in  opening 
the  abdomen  not  to  injure  the  intestines,  and  if  the  adhesions 
are  hrm  it  is  better  to  leave  them  alone  and  close  the  wound. 
In  the  dry,  fibrous  form,  unless  the  intestines  are  becoming 
kinked  or  bound  down  by  adhesions,  it  is  seldom  advisable  to 
try  to  separate  the  coils,  on  account  of  the  risk  of  weakening 
the  wall  of  the  bowel.  If  obstruction  is  present,  it  must  be 
relieved  by  an  anastomosis  between  the  coils  above  and  below. 
Drainage  does  not  appear  to  be  of  any  advantage.  Whether  a 
primary  focus,  such  as  a  tube  or  appendix,  should  be  removed 
depends  upon  the  extent  of  the  peritonitis.  If  the  peritonitis  is 
limited  to  the  immediate  vicinity  of  the  focus,  then  the  removal 
of  the  primary  source  is  very  important. 

Diagnosis  of  Tuberculosis  of  the  Kidney. — Noble  and 
Babcock  '  say  that  though  the  diagnosis  of  tuberculosis  of 
the  kidney  has  been  considered  sufficiently  obscure  to  cause 
the  average  physician  to  be  very  doubtful  of  his  abilities 
in  this  direction,  yet  it  has  been  their  experience  that  the 
cases  which  have  come  under  their  notice  have  all  been  so  far 
advanced  that  the  ordinary  methods  of  diagnosis  were  suffi- 
cient for  arriving  at  a  conclusion.  In  all  of  the  cases  pain,  tumor, 
hectic  fever,  pyuria,  and  bladder  symptoms  have  been  present 
to  so  marked  a  degree  that  but  little  skill  has  been  required 
to  make  a  diagnosis.  They  report  a  case  in  detail  because  of 
the  employment  of  a  method  of  diagnosis  which  has  been  rec- 
ommended for  cases  obscure  in  character  or  when  seen  at  an 
early  stage.  This  consists  in  securing  urine  by  catheterization 
of  the  ureters  with  sterile  catheters,  and  then  injecting  the  sedi- 
ment from  the  urine  into  guinea-pigs.  The  urine  obtained 
from  a  tubercular  kidney  and  containing  tubercle  bacilli  will 
infect  guinea-pigs,  whereas  that  free  from  tubercle  bacilli  will 
not.  The  result  corroborates  the  claims  of  Reynolds,  of 
Boston,  concerning  the  value  of  the  method.  Tuberculosis  of 
the  kidney  is  not  a  rare  disease,  and  any  method  which  will 
add  to  the  certainty  of  diagnosis  of  the  malady  is  deserving  of 
our  attention.  The  present  tendency  is  to  permit  these  cases 
to  go  on  until  the  patients  are  in  bad  general  condition  or  in 
extremis  before  they  are  brought  to  the  surgeon. 

The  personal  history  of  the  patient,  a  woman  of  30, 
reveals  no  ailments  except  those  common  to  childhood.  She 
was  admitted  to  the  Kensington  Hospital  for  Women  May  23, 
1899,  having  at  that  time  suffered  for  four  months  with  fre- 
quent and  painful  micturition  that  had  progressively  increased 
in  severity.  At  times  there  had  been  right  lumbar  pain 
extending  to  the  thigh.  The  urine  at  this  time  was  acid,  with 
a  specific  gravity  of  1012,  and  contained  albumin  and  a  very 
considerable  amount  of  pus.  With  the  cystoscope  the  bladder 
was  found  to  be  inflamed,  with  several  small  ulcers  near  the 
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right  urethral  orifice.  This  was  very  patulous,  being  at  least 
four  times  the  normal  diameter.  Despite  repeated  examina- 
tions, the  left  urethral  orifice  was  not  found.  Under 
bladder  irrigations  the  vesical  symptoms  subsided,  but  the 
pyuria  persisted,  until,  after  nine  weeks,  the  pus  formed  from 
one-eighth  to  one-fifth,  by  bulk,  of  the  urine.  The  average 
quantity  passed  at  this  time  during  twenty-four  hours 
measured  forty-eight  ounces.  The  course  of  the  fever  during 
the  first  month  under  hospital  observation  was  irregular,  but 
the  evening  rise  rarely  exceeded  100°  F.  Then  the  fever 
became  more  marked,  with  an  evening  exacerbation  that  aver- 
aged during  the  fourth,  fifth,  and  sixth  weeks  101°  F.,  and  that 
increased  during  the  next  three  weeks  to  102°  F.,  and  fre- 
quently reached  103°  and  104°  F.  During  this  time  the  patient 
lost  weight  and  strength,  and  had  repeated  attacks  of  abdom- 
inal pain,  particularly  in  the  right  renal  region.  Urethral 
catheterization  continued  unsatisfactory,  as  only  the  right 
ureter  could  be  catheterized.  The  urine  collected  from  this 
ureter  was  always  alkaline  and  contained  much  pus  and  had 
a  specific  gravity  as  low  as  1006. 

About  the  eighth  week  a  large  mass  became  palpable  on  the 
right  side  of  the  abdomen.  A  number  of  microscopical  exami- 
nations failed  to  show  tubercle  bacilli  in  the  urine.  It  was, 
therefore,  determined  to  inject  the  urinary  sediment  from  each 
kidney  into  separate  guinea-pigs.  A  urethral  catheter  was 
accordingly  introduced  into  the  right  ureter  June  6,  1899,  and 
in  sixty  minutes  about  one  ounce  of  purulent  urine  had  collect- 
ed from  this  kidney.  As  it  was  not  possible  to  catheterize  the 
left  ureter,  the  bladder  was  irrigated  with  salt  solution.  The 
urine  collecting  in  it  from  the  left  ureter  was  saved.  After 
twenty  minutes  one  and  one-half  ounces  were  drawn — which 
doubtless  contained  a  considerable  percentage  of  salt  solution. 
The  separate  urines  were  placed  in  sterile  tubes,  sealed  with 
cotton  stoppers,  centrifuged,  and  placed  upon  ice.  Three  guinea- 
pigs,  having  an  average  weight  of  about  500  grammes,  were 
taken.  About  1.5  cubic  centimetres  of  the  separate  sediments 
were  injected  into  the  abdominal  walls  of  two  of  the  pigs  June  6, 
1899.  The  third  animal  was  not  injected  and  served  as  a  control. 
Considerable  local  reaction,  with  redness,  tenderness,  and  de- 
cided swelling,  occurred  at  the  seats  of  inoculation  and  slowly 
subsided.  The  patient's  right  kidney  having  in  the  meantime 
been  removed  and  found  to  be  extremely  disorganized  by  a 
tubercular  process,  the  guinea-pigs  were  permitted  to  live 
much  longer  than  is  usually  necessary.  Upon  September  18 
the  guinea-pig  that  was  injected  with  urine  from  the  left  kid- 
ney, having  been  distinctly  ill  for  some  time,  was  killed. 
There  was  an  open  wound  at  the  seat  of  inocalation,  surround- 
ed by  a  moderate  fibroid  induration.  The  inguinal  lymphatics 
were  much  enlarged  and  distended  with  a  thick,  cheesy  mate- 
rial. The  cervical,  axillary,  and  mediastinal  glands  were  also 
involved,  and  there  were  marked  and  typical  tubercular  depos- 
its in  the  spleen,  lungs,  and  liver.     Stained  preparations  from 
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the  necrotic  foci  showed  the  tubercle  bacilli.  Upon  September 
v'O  the  second  pig  (the  one  injected  with  the  urine  from  the 
right  kidney)  was  killed.  This  animal,  although  apparently 
not  in  health,  did  not  appear  so  ill  as  did  the  first.  A  small, 
granulating  wound  was  present  at  the  seat  of  the  inoculation. 
The  inguinal  glands  were  not  enlarged  (the  injection  having 
been  made  rather  high  over  the  lower  thorax),  but  the  axillary 
and  cervical  glands  were  enlarged.  Necrotic  collections  were 
found  in  the  anterior  mediastinal  glands,  which  showed,  upon 
staining,  the  characteristic  bacilli.  Tubercles  were  present  in 
the  spleen,  and  there  were  also  small  tubercles  in  the  lungs  and 
liver.  The  entire  process,  however,  was  milder  than  that 
occurring  in  the  first  pig.  The  control  guinea-pig  has  gained 
in  weight  and  remains  healthy.  The  guinea-pig  forms  such  a 
delicate  reacting  medium  to  the  tubercle  bacillus  that  it  is  not 
improbable  that  the  tuberculosis  of  the  second  pig  was  pro- 
duced by  bacilli  entering  the  bladder  through  the  right  ureter. 
In  using  a  test  of  such  delicacy  it  is  obvious  that  the  urine 
from  each  kidney  should  be  secured,  whenever  possible,  directly 
from  the  ureter  or  renal  pelvis.  The  patient's  condition  becom- 
ing such  that  it  was  deemed  unwise  to  await  the  result  of  the 
inoculations,  upon  July  24  a  right  nephrectomy  was  per- 
formed. A  large,  suppurating  tubercular  kidney  was  removed 
through  a  lumbar  incision.  There  were  two  ureters,  one  of 
which  was  much  infiltrated  and  its  lumen  filled  with  pus.  The 
incision  was  not  extended  forward  in  order  to  perform  a  com- 
plete ureterectomy,  because  of  the  general  condition  of  the 
patient.  Gauze  drainage  was  employed  because  of  the  dis- 
eased condition  of  the  ureteral  stump.  The  quantity  of  urine 
passed  during  the  first  twenty-five  hours  after  operation  was 
fourteen  ounces.  It  contained  considerable  albumin  and  much 
pus.  During  the  second  twenty-four  hours  twenty-three 
ounces  were  passed.  Gradually  the  quantity  increased  until 
the  average  daily  excretion  became  from  forty  to  sixty  ounces. 
The  wound  suppurated  and  pus  was  discharged.  On  the  tenth 
day  after  the  operation  the  patient's  appetite  returned  and  her 
strength  increased.  All  her  pain  disappeared  and  she  was  dis- 
charged in  good  general  condition  (but  with  a  sinus)  at  the  end  of 
seven  weeks  At  the  present  time  the  sinus  is  open,  discharges 
some  pus  and  considerable  urine.  This  evidently  is  discharged 
from  the  bladder,  regurgitating  through  the  very  patulous  ure- 
ter. The  kidney  increased  15  centimetres  in  length  and  6. 5  centi- 
metres in  breadth.  The  capsule  was  thickened  and  adherent, 
and  the  renal  surface  was  lobulated.  On  section  the  bulk  of 
its  substance  was  found  to  be  replaced  by  a  reddish  or  yellow- 
ish cheesy  material.  But  a  single  pole  retained  the  appearance 
of  normal  kidney  structure,  and  even  this  was  infiltrated  with 
small  tubercles.  Under  the  microscope  the  gross  appearances 
were  confirmed.  Much  of  the  renal  substance  consisted  of  a 
granular  necrotic  debris  unrecognizable  as  the  kidney.  In 
those  portions  of  the  sections  that  had  not  had  their  original 
structure  completely  obliterated,  many  tubercles  in   early  or 
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more  advanced  stages  of  development  were  found.  Even 
sections  from  the  single  pole  of  the  kidney,  in  portions  where 
no  lesions  were  noticed,  revealed  under  the  microscope  numer- 
ous beginning  infiltrations.  No  more  delicate  or  reliable 
method  of  determining  the  presence  of  living  tubercle  bacilli 
has  yet  been  discovered  than  that  dependent  upon  the  injection 
of  susceptible  animals.  Fluids  containing  tubercle  bacilli  in 
numbers  so  small  that  they  cannot  be  found  by  staining 
methods  readily  induce  tubercular  lesions  when  injected  into 
proper  animals.  The  chief  objection  to  this  method  is  the  time 
required.  When  the  injection  is  made  subcutaneously,  or  even 
intraperitoneally,  a  delay  of  from  four  to  six  weeks  is  usually 
necessary.  A  somewhat  shorter  time  may  suffice  when  the 
material  is  injected  into  the  anterior  chamber  of  a  rabbit's 
eye.  In  using  the  method  for  the  diagnosis  of  early  renal 
tuberculosis  it  is  very  obvious  that  all  sources  of  contami- 
nation should  be  avoided.  One  could  scarcely  be  assured  of 
the  absence  of  infection  from  an  imperfectly  cleansed  or  a 
diseased  bladder  in  using  the  Harris  instrument,  and,  while 
much  less  probable,  contamination  is  possible  even  when 
using  the  urethral  catheter.  While  the  method  by  injecting 
urinarj^  sediment  requires  time  and  skill  sufficient  to  use  the 
urethral  catheter,  if  we  may  judge  by  the  results  from  the 
few  cases  that  have  been  reported,  it  is  the  most  reliable  single 
procedure  yet  devised,  and,  pending  the  development  of  a 
better  method,  it  seems  to  deserve  a  much  more  extended  trial 
than  it  has  yet  received. 

The  Prevention  of  Uterine  Disease  Before  and  After 
Puberty.— W.  Gill  Wylie"  states  that  the  family  physician 
can  do  much  to  influence  and  benefit  the  unborn  child  by  tak- 
ing charge  of  a  delicate  woman  as  soon  as  she  becomes  preg- 
nant, and  so  regulate  her  diet  and  exercise  and  mode  of  life 
that  her  physical  condition  will  be  much  improved.  Up  to  the 
age  of  9  or  10  years,  girls  and  boys  should  be  treated  on  the 
same  general  principles;  they  should  be  allowed  the  same 
freedom,  with  proper  restrictions  as  to  their  food,  exercise,  etc., 
and  as  nearly  as  practicable  kept  in  good  general  health. 
They  should  not  be  permitted  to  over-exert  themselves  mentally 
or  be  subjected  to  excessive  mental  excitement  by  contact 
with  older  children.  Chorea  is  a  very  common  manifestation 
among  girls  of  this  age;  these  patients  can  be  entirely  cured  of 
their  symptoms,  in  a  large  number  of  cases,  by  practically 
circumcising  the  hood  of  the  clitoris.  If  we  permitted  our 
young  girls  to  lead  quiet,  healthful  lives  and  would  not  try  to 
educate  them  too  early  to  act  like  grown  people,  they  would 
develop  better  physically.  After  puberty  their  minds  can  be 
better  developed. 

Generative  organs  which  have  remained  undeveloped  or 
have  only  partially  developed  readily  become  the  seat  of  dis- 
ease. Catarrhal  troubles  are  apt  to  attack  the  organs  because 
the  circulation  is  imperfect.  These  patients  may  have  a  leu- 
corrhea  before   puberty.     When    menstruation   begins   there 
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will  be  pain  at  the  beginning  or  coming  on  later.  These  girls 
suffer  from  anemia,  uterine  polypi,  and  hyperesthesia  of  the 
mucous  membrane  of  the  uterus.  When  these  patients  be- 
come pregnant  and  the  labor  goes  to  term  it  is  almost  certain 
that  a  tear  will  occur,  with  its  train  of  evils. 

In  many  of  these  cases  not  only  the  uterus  but  also  the  ova- 
ries are  imperfectly  developed  and  the  function  of  ovulation 
is  imperfectly  performed.  This  results  in  many  cases  in  the 
production  of  the  so-called  "  microcystic  ovaries,"  and  on  this 
account  thousands  of  women  have  had  their  ovaries  removed 
when  there  was  no  necessity  for  it.  There  is  a  simple  func- 
tional disturbance  and  there  is  no  necessity  for  removing  them. 
Give  her  proper  general  and  local  treatment  and  these  cysts 
will  cease  forming,  ovulation  will  become  normal  and  impreg- 
nation possible.  As  for  curing  dysmenorrhea  or  excessive 
uterine  hemorrhage  by  taking  out  the  tubes  and  ovaries,  a 
method  of  treatment  which  is  even  nowadays  taught,  that  is 
entirely  uncalled  for.  Dysmenorrhea  or  any  uterine  hemor- 
rhage, except  from  cancer,  can  be  cured  usually  by  simple 
treatment  and  without  the  removal  of  any  organ  whatever. 

The  local  examination  of  young  unmarried  girls  should  be 
avoided,  if  possible.  When  such  an  examination  becomes 
necessary  make  it  a  rule  to  make  it  under  ether,  and  prepare 
yourself  beforehand  to  perform  at  the  same  time  any  simple 
operation  which  may  be  indicated,  such  as  curetting,  or  the 
removal  of  uterine  polypi,  or  freeing  the  hood  of  the  clitoris, 
as  already  described.  In  cases  of  violent  dysmenorrhea, 
where  the  patient  has  become  accustomed  to  take  morphine  or 
gin  to  relieve  her  pain,  resort  to  free  divulsion  of  the  os  and 
put  in  a  drainage  tube  for  ten  days  or  a  longer  time. 

Women,  as  a  rule,  are  very  negligent  as  regards  the  regu- 
lation of  their  bowels,  and  young  women  are  especially  so. 
Their  constipation  is  due  to  their  sedentary  habits,  to  the  fact 
that  they  do  not  drink  enough  water,  and  perhaps  to  shyness 
about  visiting  the  closet  when  there  are  men  in  the  household. 
The  movements  of  the  bowels  occur  at  irregular  hours,  and 
gradually  these  girls  become  habitually  constipated.  The  im- 
paction of  feces  and  accompanying  straining  at  stool  is  a  more 
important  factor  in  the  production  of  uterine  displacements 
than  falls  or  any  form  of  physical  exercise  that  a  woman  can 
take.  More  good  can  be  done  by  correcting  the  habit  of  con- 
stipation, or  rather  preventing  its  formation,  than  by  anything 
we  can  do  for  her  during  menstruation. 

If  a  girl's  general  health  is  kept  good,  and  she  is  allowed  or 
taught  to  take  a  normal  amount  of  free  exercise,  and  does  not 
wear  corsets  or  restrain  by  pressure  the  lower  ribs  and  abdom- 
inal muscles  until  she  is  18,  corsets  will  do  little  harm. 

In  girls  under  IG  or  17  years  of  age,  with  rare  exceptions, 
the  disorders  of  menstruation  can  be  cured  by  freedom  from 
enforced  study  or  indoor  life  and  mental  and  emotional  excite- 
ment, with  plenty  of  good  wholesome  food,  outdoor  exercise, 
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and  diversion  by  contact  with  children  as  young  or  younger 
than  themselves. 

Beef-gall  Enemata. — F.  C.  Ameiss"  states  that  in  all  cases 
of  incipient  constipation  ox-gall  enemata  are  of  undoubted  effi- 
cacy; and  even  in  protracted  cases,  where  hope  has  almost  fled, 
but  where  evidences  of  strangulation  are  not  unequivocally 
manifested,  it  should  never  be  omitted. 

A  Case  of  Janiceps. — A.  Macphail  "  reports  a  case  of  dou- 
ble-faced monster.  The  faces  were  rotated  at  right  angles 
with  the  antero- posterior  plane  of  the  spinal  cord.  One  face 
was  fully  developed,  but  the  other  was  deficient  in  develop- 
ment. The  eyeballs  were  merged  together  in  a  triangular  gap, 
the  nose  represented  by  two  fleshy  elevations,  and  the  mouth 
was  deeply  placed  between  the  ears.  Both  bodies  had  female 
genitals.     The  four  extremities  were  well  grown. 

Monstrosity. — A  Caracache'"  gives  a  description  of  an 
anencephalus  without  spinal  fissure  and  with  bifid  face.  The 
cleft  divided  the  face  down  to  and  through  the  upper  lip  and 
roof  of  the  mouth. 

Abscess  of  Ovary. — Keiffer  ^' reports  a  case  of  gonorrheal 
abscess  of  the  ovary  which  gave  no  symptoms  during  preg- 
nancy except  slight  pain  in  the  side,  and  which  was  successfully 
removed  after  a  normal  labor. 

Endometritis. — Walton"  writes  that  inflammation  of  the 
uterine  mucosa  is  always  due  to  a  microbe  and  is  always  ac- 
companied by  congestion.  The  tenacity  of  endometritis  is 
largely  dependent  upon  the  structure  of  the  mucous  membrane, 
which  renders  destruction  of  the  bacteria  difficult,  and  demands 
energetic  treatment,  including  removal  of  the  diseased  mucosa. 
He  advises  forcible  dilatation  of  the  cervix,  curettage,  and  anti- 
septic intrauterine  medication,  which,  if  not  destroying  the 
germs,  at  least  sterilizes  their  habitat  and  interferes  with  their 
growth.  Forcible  dilatation  is  favored  because  it  facilitates 
access  of  the  curette  or  medication;  by  distending  the  uterine 
wail  and  tubal  orifices  it  permits  drainage  of  these  organs, 
allows  the  intrauterine  medication  to  enter  the  oviducts  and 
thus  prevents  reinfection  of  the  denuded  uterine  surface.  By 
producing  rupture  of  the  muscular  fibres  or  their  temporary 
paralysis  it  aids  in  diminishing  congestion  of  the  uterus  and 
connected  organs.  By  relieving  painful  compression  of  nerves 
it  arrests  the  spasmodic  condition  of  the  utero-ovarian  organs 
and  suppresses  pain.  By  relieving  the  return  circulation, 
forced  dilatation  of  the  cervix  arrests  intrauterine  hemorrhages, 
whether  due  to  retained  placentte,  fibroids,  or  polypi.  This 
result  is  aided  by  curettage,  which  removes  vegetations  and 
granulations  of  the  endometrium,  etc. 

Atresia  Vaginae. — W.  E.  Fothergill  ^'  reports  the  case  of  a 
woman  31  years  old  whose  external  genitals  were  normal,  as 
were  her  breasts.  There  was  no  opening  visible  or  palpable  in 
the  hymen.  On  rectal  examination  a  firm  body  could  be  felt 
having  the  position,  form,  and  size  of  the  cervix  uteri.     Care- 
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fill  bimanual  examination  failed  to  reveal  the  presence  of  any 
uterine  body,  tubes,  or  ovaries.  The  patient  complains  of  pel- 
vic pain  and  discomfort  once  a  month. 
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DISEASES  OF  CHILDREN. 

Acute  Pneumonia. — W.  L.  Harris  '  writes  that  the  treat- 
ment of  broncho-pneumonia  is  essentially  that  of  the  disease  it 
complicates.  Every  effort  should  be  made  to  sustain  the  child 
by  good  nursing,  proper  food,  and  stimulating  and  tonic  drugs. 
Strychnia  in  solution  should  be  given  from  the  start  every 
three  or  four  hours,  and  later  on  it  may  be  given  oftener  if 
needed.  Brandy  or  whiskey  may  be  given  with  good  effect  in 
the  majority  of  cases.  Avoid,  as  far  as  possible,  the  use  of 
opium,  ipecac,  and  all  drugs  depressing  to  the  heart  or  respi- 
ration. Incessant  cough  and  troublesome  nervous  symptoms 
may  be  controlled  temporarily  by  a  single  dose  of  codeine  or 
phenacetin.  The  temperature  does  not  require  much  atten- 
tion and  seldom  does  as  much  harm  as  the  drugs  given  for  its 
relief.  Cold  packs  to  the  chest  or  the  cold  bath  are  very  eflfica- 
cious  in  reducing  the  temperature.  It  is  questionable  whether 
the  oiled  silk  jacket  does  any  good— at  least  it  does  no  harm. 
In  extreme  cases,  where  there  is  cyanosis  and  short,  jerky 
respiration  and  blueness  of  the  nails,  hypodermatic  medication 
with  strychnine,  whiskey,  ether,  or  caffeine  will  be  required. 

Lobar  pneumonia  is  self-limited  and  requires  almost  no  treat- 
ment in  many  cases,  except  careful  nursing  and  judicious  feed- 
ing. The  author,  however,  recommends  some  form  of  stimu- 
lation from  the  beginning  in  every  case.  Strychnia  is  the 
drug  to  use.  The  temperature  and  nervous  symptoms  can 
best  be  controlled  by  hot  mustard  baths  and  hot  packs.  Be- 
sides strychnia  and  whiskey  we  may  use  sparteine  for  the 
heart,  but  should  be  careful  in  the  use  of  digitalis,  as  it  is  a 
dangerous  drug  in  pneumonia.  Codeine  in  small  doses  will 
allay  cough  and  give  the  patient  rest  and  sleep.  Expecto- 
rants should  be  avoided. 

Associate  Infections  of  Scarlet  Fever. — W.  J.  Jaques' 
believes  that  in  scarlet  fever  bacilli  are  present  which  multiply 
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in  the  human  body  to  a  limited  extent,  and  that  the  toxin  pro- 
duced by  them  facilitates  secondary  infections  of  all  kinds. 
The  physiologic  resistance  of  the  patient  is  lowered  in  direct 
ratio  to  the  virulence  of  the  contagion.  The  Klebs-Loffler 
bacilli  and  pus  germs  infest  the  mouth  and  may  remain  there 
without  causing  disease.  When  from  any  cause  the  physi- 
ologic resistance  becomes  lowered,  they  invade  the  tissues. 
Thus,  if  a  child  contract  scarlet  fever  and  other  germs  are 
present  in  the  mouth,  it  is  highly  probable  that  secondary  in- 
fection will  follow.  When  the  Klebs-Loffler  bacilli  are  com- 
paratively scarce,  the  pus  germs  are  almost  always  present  and 
cause  the  most  painful  and  lasting  anginas.  The  inflamma- 
tion also  extends  into  the  middle  ear  and  injures  the  delicate 
bones  of  the  auditory  apparatus.  During  the  season  of  its 
prevalence  influenza  may  often  be  found  associated  with  scar- 
let fever,  appearing  either  as  primary  or  secondary  infections. 
The  same  can  be  said  of  measles,  mumps,  and  other  diseases 
of  childhood. 

Cardiac  Overstrain  in  the  Young. — F.  J.  Poynton,'  in  the 
course  of  some  remarks,  says  that  at  the  age  of  puberty  heart 
strain  is  not  most  clearly  manifested.  It  is  found  more  cer- 
tainly in  those  athletes  who  are  passing  their  prime,  who  by 
force  of  circumstances  are  unable  to  maintain  the  necessary 
training,  and  who  already  have  a  past  history  of  severe  physi- 
cal exercise.  Nevertheless,  though  in  the  earlier  years  any 
positive  results  may  be  few,  their  discovery  is  of  great  import- 
ance. There  seems  to  be,  even  among  authorities  upon  diseases 
of  the  heart,  a  lack  of  precise  knowledge  upon  the  exertion 
value  of  the  various  athletic  pursuits.  The  author  has  known 
a  weakly  boy  with  a  feeble  heart  forbidden  to  play  cricket  and 
football,  but  allowed  to  play  racquets.  Again,  one  of  our 
greatest  authorities  upon  these  questions,  writing  of  lawn  ten- 
nis and  hockey,  alludes  to  them  as  girls'  games  to  which  the 
more  weakly  men  will  be  drawn  by  a  process  of  natural  selec- 
tion, giving  an  erroneous  idea  of  the  exertion  value  of  these 
games.  There  are  certain  conditions — such  as  organic  heart 
disease  in  a  rheumatic  boy — which  preclude  any  participation 
in  the  violent  games  of  our  schools;  in  other  cases  it  is  cus- 
tomary to  curtail  rather  than  stop  all  exercises,  and  it  is  in 
these  cases  that  care  is  needed. 

Cerebro-spinal  Symptoms  in  Influenza  in  Infancy. — 
Thompson  S.  Westcott  ^  reports  and  describes  two  cases  in 
which  cerebro-spinal  symptoms  suddenly  appeared  in  the  course 
of  influenza.  One  patient  was  4  weeks  old  and  the  other  9 
months.  The  discovery  of  Pfeiffer's. bacillus  as  the  exciting 
organism  of  influenza,  says  the  author,  has  been  of  such  recent 
date  that  the  relation  of  this  organism  to  the  complicating 
lesions  of  the  disease  has  not  been  completely  worked  out. 
Sufficient  has  been  done,  however,  to  indicate  that  Pfeiffer's 
bacillus,  under  certain  conditions,  possesses  pyogenic  proper- 
ties very  much  like  those  of  the  Eberth  bacillus,  and  it  will  be 
found,  according  to  the  testimony  of  Arzee,  Huysmann,  Mail- 
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lard,  ami  Revilliod,  that  the  purulent  forms  of  meningitis  are 
the  most  common.  Pfuhl  in  18!)4  descrihed  the  postmortem 
tindings  in  3  cases  of  purulent  cerehral  meningitis  in  which  he 
demonstrated  the  haoillus;  and  four  years  later  E.  Friinkel 
reported  'i  cases  of  cerehral  meningitis  in  infants  of  10  weeks 
and  9  months,  in  which  the  bacillus  was  found  in  the  purulent 
exudate.  The  2  cases  reported  by  the  author  seem  to  correspond 
to  the  condition  described,  especially  by  French  observers,  of 
pseudo-meningitis  grippalis,  which  simulates  meningitis  in 
ever}"  particular,  but  either  ends  in  recovery  or,  after  death, 
shows,  at  the  most,  hyperemia  of  the  pia  and  brain  or  a  perme- 
ation of  those  parts  with  serum.  In  the  2  cases  described  the 
author  is  convinced  that  the  hypodermatic  administration  of 
digitaliu  and  atropine  was  of  the  utmost  value,  and  shows  the 
advantage  gained  by  this  rapid  method  of  medication. 

Chronic  Nephritis  and  Arteritis  in  the  Young.— N.  E. 
Brill  and  E.  Libman "  contribute  an  article  upon  this  subject 
which  may  be  summed  up  as  follows:  1.  In  the  case  presented, 
the  occurrence  of  a  very  advanced  primary  chronic  interstitial 
nephritis  occurred  at  the  age  of  14  years.  2.  It  is  evident  that 
there  was  a  tendency  in  the  family  to  the  development  of 
chronic  interstitial  nephritis,  this  having  taken  place  in  the  three 
eldest  children.  3.  There  were  extensive  and  marked  arterial 
changes  present.  4.  The  hemorrhagic  diathesis,  and  especially 
the  occurrence  of  a  large  hemorrhage  in  the  mesentery,  were 
features  in  the  case.  5.  Calcific  deposits  were  present  in  the 
liver.  6.  The  case  draws  attention  to  the  latency  of  these  cases 
of  chronic  nephritis  in  children.  There  is  no  doubt  that  some 
of  them  have  been  regarded  as  instances  of  diabetes  insipidus. 
The  necessity  of  a  careful  and  continued  observation  of  the 
heart  and  vessels  in  such  cases  is  apparent.  Others  are  treated 
for  a  long  time  for  anemia  without  its  cause  being  detected. 
Still  others  do  not  present  themselves  for  treatment  until  the 
fatal  termination  is  close  at  hand,  the  patients  having  no 
marked  symptoms.  The  fact  that  chronic  nephritis  may  run  so 
latent  a  course  and  may  occur  at  any  age  should  lead  us  to 
pay  as  much  attention  to  the  examination  of  the  urine  in  chil- 
dren as  in  adults. 

Cold  Baths  in  Typhoid  Fever. — M.  F.  Glenard '  reaches 
the  following  conclusions  in  regard  to  this  treatment:  Typhoid 
fever  in  childhood  is  an  exceedingly  grave  disease;  when 
treated  by  internal  medication  alone,  the  mortality  is  15  per 
cent.  This  rate  falls  to  2.5  per  cent  by  systematic  treatment 
with  cold  baths.  It  is  about  11  per  cent  under  mixed  treat- 
ment, in  which  the  cold  bathing  is  merely  a  succedaneum  of 
medication.  With  this  mixed  treatment  typhoid  fever  is  still 
a  grave  disease,  and  in  cases  of  severe  epidemics  or  when  the 
patient  is  under  5  years  of  age  the  mortality  is  as  high  as  in 
medical  treatment  only.  The  prognosis  is  as  uncertain,  the 
complications  are  as  liable  to  occur,  even  in  benign  cases,  the 
duration  is  as  long,  the  convalescence  as  tedious,  and  the  se- 
quelae often  permanent.     With  systematic  treatment  by  cold 
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bathing  the  rate  of  mortality  remains  very  low,  the  prognosis 
is  good  from  the  beginning,  the  complications  are  reduced  to  a 
minimum,  convalescence  is  short,  and  health  is  completely  re- 
stored. Collapse  has  not  been  noticed  in  cases  treated  sys- 
tematically in  this  way,  any  more  than  in  pneumonia  thus 
treated.  Collapse  is  caused,  not  by  too  cold  or  too  prolonged 
cold  baths,  but  by  too  hot  baths,  or  by  cold  baths  given  at  too 
advanced  a  stage  of  the  disease  unaccompanied  by  medication 
addressed  to  the  condition  of  the  heart.  Systematic  cold  bath- 
ing in  typhoid  fever  has  fulfilled  all  the  hopes  to  which  its 
adoption  gave  rise. 

Croupous  Pneumonia. — J.  Howell  Way '  states,  in  the 
course  of  some  remarks  on  this  subject,  that  while  it  is  now  a 
generally  accepted  theory  that  croupous  pneumonia  is  a  spe- 
cific infectious  disease  with  local  pulmonary  lesions  produced 
by  the  systemic  invasion  of  micro-organisms  which  multiply 
after  the  manner  of  a  ferment,  yet  bacteriologists  do  not  seem 
to  have  definitelj"  settled  upon  the  precise  form  of  organism  or 
bacteria  which  incites  the  disease.  Whether  the  inciting  germ 
be  alwaj^s  sui  generis,  or  whether  pneumonia  can  be  induced 
by  more  than  one  micro-organism,  or  whether  certain  micro- 
organisms apparently  differing  in  appearance  and  behavior, 
but  all  effective,  may  not  be  identical,  though  in  different 
forms  of  growth  or  rather  different  stages  of  development,  is 
not  determined;  but  the  observations  of  competent  pathologists 
incline  to  the  belief  that  the  pneumococcus  of  Frankel  is  the 
specific  germ.  A  peculiar  fact  in  connection  with  this  is  that, 
according  to  the  same  authority,  this  micro-organism  is  nor- 
mally present  and  flourishes  in  the  saliva  of  healthy  human 
beings.  It  is  also  said  to  be  frequently  associated  with  cere- 
bro-spinal  meningitis.  All  of  which  tends  to  give  a  measure  of 
support  to  the  view  that  the  "  germ  theory"  of  pneumonia,  as 
well  as  for  disease  in  general,  while  it  is  accepted  as  being  at 
present  the  best  etiological  solution  of  many  pathological  ques- 
tions, must  not  be  held  too  tenaciously  and  to  the  exclusion  of 
investigation  along  other  lines. 

Dermatitis  Gangrenosa  Infantum. — H.  Judson  Lipes^ 
writes  that  gangrene  of  the  skin  is  fortunately  not  often  seen 
among  children.  Gangrene  due  to  chemical  agents  includes 
lesions  produced  by  caustics,  vesicants,  and  medicinal  agents. 
Carbolic  acid  in  poultices  may  be  cited  as  a  frequent  cause  of 
gangrene.  Peraire  has  noted  5  cases  resulting  from  the  appli- 
cation of  a  one  per  cent  carbolic  acid  solution  to  the  extremities 
of  children.  Gangrene  may  be  due  to  physical  agents,  such  as 
burns,  frost  bites,  and  compression.  Gangrene  due  to  vascu- 
lar obliterations,  including  arterial  embolism,  infectious  arter- 
itis, and  thrombosis,  is  rarely  met  with,  though  cases  occur- 
ring among  children  have  been  reported.  In  the  dyscrasise, 
such  as  diabetes,  the  lesion  does  not  differ  from  some  cases  of 
spontaneous  gangrene,  except  that  the  diagnosis  is  less  fa- 
vorable. But  there  is  a  specific  diabetic  gangrene,  in  a  cer- 
tain sense,  since  all  accidental  grave  or  even  slight  wounds, 
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either  from  bruises,  outs,  or  erosions,  especially  on  the  feet  or 
lower  part  of  the  thigh,  become  easily  gangrenous.  Gangrene 
may  be  due  to  intoxication,  such  as  that  arising  from  use  of 
ergot.  The  last  division  of  gangrene  is  that  due  to  nervous 
affections.  Raj-naud's  disease  is  rare  among  children,  but 
another  variety  of  this  division,  dermatitis  gangrenosa  in- 
fantum, is  almost  entirely  limited  to  children.  It  is  seldom 
seen  outside  of  institutions  except  in  severe  epidemics.  It  is 
much  more  common  than  the  spontaneous  or  primary  forms, 
and  usually  follows  varicella,  less  frequently  vaccinia,  measles, 
etc.  If  the  onset  of  the  gangrene  occurs  while  the  varicella 
lesions  are  still  present,  it  begins  upon  the  head  and  upper 
parts  of  the  body.  If  after  most  of  the  varicella  lesions  have 
cleared  oflf.  it  is  most  apt  to  appear  about  the  buttocks  and  ab- 
domen. When  occurring  after  vaccinia,  it  does  not  start  from 
the  vaccine  vesicles,  although  it  usually  begins  on  the  vacci- 
nated arm.  The  primary  form  usually  occurs  among  poorly 
nourished  children. 

Differential  Diagnosis  between  Chronic  Joint  Disease 
and  Traumatic  Neuroses. — The  epitome  of  some  remarks  on 
this  subject  by  Reginald  H.  Sayre'  is  as  follows:  1.  A  neu- 
rosis is  apt  to  follow  injury  sooner  than  is  disease  of  the  joint. 
2.  The  temperature  is  usually  subnormal  in  a  neurosis  and 
elevated  in  inflammation  of  a  joint.  3.  The  local  temperature 
is  usually  much  lower  in  case  of  a  neurosis  than  in  disease  of  a 
joint.  4.  Atrophy  progresses  more  rapidly  after  injury  to  a 
nerve,  o.  True  muscular  spasm  is  not  present  except  in  joint 
disease.  It  may  be  simulated,  however.  6.  True  night-cries 
are  pathognomonic  of  joint  disease.  7.  The  appearance  of  the 
patient,  if  indicating  a  disordered  nervous  system,  may  aid  in 
the  diagnosis. 

Digestive  Troubles  and  Rhino-pharyngitis. — E.  C.  Avi- 
ragnet  *  says  that  during  the  course  of  a  rhino-pharyngitis, 
whether  accompanied  or  not  by  adenoid  growths,  we  frequently 
observe  gastro-intestinal  troubles  which  are  certainly  allied  to 
the  former  affection,  for  when  this  is  cured  the  dyspepsia  dis- 
appears. It  does  not  follow  that  every  case  of  dyspepsia  is  due 
to  rhino-pharyngitis,  nor  that  every  case  of  rhino-pharyngitis 
is  sure  to  be  accompanied  by  digestive  disturbances.  The 
author's  method  of  treatment  in  chronic  cases  consists  in  irri- 
gations and  in  injections  of  oil  containing  resorcin.  He  has 
abandoned  mentholated  oil  because  of  the  pain  and  the  irrita- 
tion which  it  causes.  Resorcin  is  antiseptic  without  being 
caustic  or  toxic.  Vaselin  does  not  dissolve  it,  therefore  he 
uses  olive  oil:  sterilized  olive  oil,  twenty  grammes  (five 
drachms);  resorcin,  one  gramme  (fifteen  grains);  essence  of 
peppermint,  two  drops.  The  oil  is  warmed  on  a  water  bath, 
and  the  resorcin  stirred  in  with  a  glass  rod  until  soluble,  and 
then  sterilized  in  a  Papin's  digester.  The  preparation  is  in- 
jected into  the  nostrils,  the  child  being  in  a  recumbent  posi- 
tion; the  oil  rapidly  reaches  the  rhino-pharynx  and  falls  thence 
into  the  throat,  so  that  the  mucosa  of  the  nose,  cavum,  phar- 
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jnx,  and  tonsils  receive  the  application,  and  the  good  results 
are  soon  shown.  This  treatment  should  be  applied  night  and 
morning  for  a  fortnight,  then  suspended  and  a  mentholated 
ointment  substituted  for  several  days,  and  then  be  resumed, 
to  be  stopped  only  when  the  rhino-pharyngitis  has  completely 
disappeared. 

Diphtheria. — A.  Jefferis  Turner,'"  of  Brisbane,  Queensland, 
has  for  five  j-ears  used  antitoxin  in  the  treatment  of  diphtheria 
in  the  Children's  Hospital,  and  says  that  the  results  are  nothing 
short  of  marvellous.  Records  kept  during  five  and  a  half  years 
previous  to  the  antitoxin  period  show  a  mortality  ranging  from 
39.7  to  46. 6  per  cent.  Those  of  the  antitoxin  period  are  as 
follows:  Small  doses — January,  1895,  to  November,  1895 
(eleven  months),  mortality  25  percent.  Larger  doses — Novem- 
ber, 1895,  to  September,  1896  (ten  months),  mortality  11.6  per 
cent;  September,  1896,  to  December,  1897  (fifteen  months), 
mortality  9.8  per  cent;  January  to  December,  1898  (twelve 
months),  mortality  15.6  per  cent;  January  to  August,  1899 
(eight  months),  mortality  9.4  per  cent.  He  urges  injection  of 
the  remedy  as  soon  as  a  diagnosis  is  made,  and  frequently,  in 
doubtful  cases,  before  a  positive  diagnosis  is  possible.  In  very 
early  cases  an  ordinary  dose  of  600  or  1,000  units  is  enough. 
But  in  cases  of  long  duration,  presenting  extensive  membrane 
or  showing  symptoms  of  toxemia,  large  and  repeated  doses 
may  perhaps  avert  a  fatal  result;  4,000  to  6,000  units  should 
be  administered  at  once,  and  perhaps  an  additional  2.000  or 
3,000  units  within  the  next  twenty-four  or  forty-eight  hours. 
About  twenty-four  or  forty-eight  hours  usually  elapse  before 
improvement  begins,  which  then  is  rapid.  The  author  uses 
Prof.  Behring's  preparation  and  says  that  there  need  be  no 
fear  of  administering  an  overdose. 

F.  Villy"  gives  statistics  in  regard  to  the  use  of  the  anti- 
toxin treatment  of  diphtheria  in  hospitals  of  the  Metropolitan 
Asylum  Boards  of  London  and  in  his  own  practice.  Table  I. 
shows  the  reduction  in  general  mortality  and  also  in  the  mor- 
tality among  laryngeal  cases  and  those  in  whom  tracheotomy 
was  performed.  The  increase  in  the  number  of  cases  is  due 
to  the  provision  of  greater  hospital  accommodation. 


TABLE   I. 


Total    num 

Per  cent 

Total  of 

laryngeal 

cases 

Per  cent 

Total  of 
tracheoto- 

Per cent 

ber  of  cases. 

mortality. 

mortality. 

mies. 

mortality. 

1894 

3.642 

29.6 

466 

62.0 

261 

70.4 

1895 

3,529 

22.5 

543 

42.3 

255 

49.4 

1896 

4,175 

20.8 

516 

29  6 

212 

41.0 

1897 

5,459 

17.5 

491 

30.9 

264 

40.5 

1898 

6,372 

15.5 

654 

34.4 

313 

38.0 

27 
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TABLE    II. 

Post-Scarlatinal  Diphtiieklv. 


Year. 

Total  number  of  cases. 

Total  deaths. 

Per  cent  mortality. 

lrs»3 

217 

95 

43.8 

1893 

2i)4 

120 

58.8 

I'- 94 

220 

74 

33.6 

1895 

408 

58 

14  2 

1^96 

7(55 

36 

5.1 

1^97 

796 

80 

3.7 

i8y8 

661 

24 

3.6 

The  above  table  illustrates  the  reduction  in  total  and  percentage  mor- 
tality among  cases  of  post-scarlatinal  diphtheria. 


TABLE  III. 

Result  of  antitoxin  treatment  according   to   the  day  of  disease  upon 
which  it  was  begun: 


Day  of 
Dis- 
ease. 

1st. 
Cases  Deaths 

2d. 
Cases  Deaths 

3d. 
Cases  Deaths 

4th. 
Cases  Deaths 

5th  and  after. 
Cases  Deaths 

Total 
Cases  Deaths 

1897 
1898 

Total 

12 
37 

49 

0 
0 

0 

110         6 
157        8 

267      14 
5.2 

104      12 
146      21 

250      33 
13.2 

100      19 

138      25 

238      44 
18.5 

181      39 
151      34 

2      73 
21.9 

507      76 
629      88 

1136    164 

Mor- 
tality 
per 
cent. 

0 

14.4 

TABLE   IV. 

Influence  of  antitoxin  treatment  in  the  development  of  paralysis,  ex- 
cluding cardiac  paralysis: 

(A)  Cases  treated  with  Antitoxin. 


Day  of  injection. 

Total. 

Total  cases  of 
paralysis. 

Percentage  of 
paralysis. 

Deaths  from 
paralysis. 

1 
2 
3 
4 
5 
and  later 

Total (A) 

85 
361 
419 

422 
713 

2000 

4 
34 
66 

85 
175 

364 

4.7 

9.4 

15.7 

20.1 

24.4 

18.2 

0 
0 
4 

8 
8 

20 
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B.  Cases  not  Treated  with  Antitoxin  (during  1894). 


Total  cases  of 

Percentage  of 

Deaths  from 

Day  of  admission. 

Total. 

paralysis. 

paralysis. 

paralysis. 

1 

29 

3 

10.3 

0 

2 

100 

12 

12.0 

1 

3 

106 

10 

9.4 

0 

■     4 

73 

4 

5.4 

0 

5 

144 

20 

13.8 

2 

and  later 

Total  (B) 

452 

49 

10.8 

3 

Diphtheria,  Complications  of.— I.  A.  Abt ''  writes  that 
septic  diphtheria  is  not,  strictly  speaking,  a  complication  of 
diphtheria,  but  is  usually  due  to  a  profound  intoxication  with 
diphtheria  poison.  Some,  however,  think  that  the  symptoms 
are  due  to  secondary  infections,  principally  with  the  strepto- 
coccus Baginsky  says  that  sepsis  rarely,  if  ever,  develops 
where  antitoxin  is  administered  early,  though  he  admits  that 
the  initial  infection  may  occasionally  produce  such  virulent 
toxins  that  it  is  impossible  to  neutralize  them  with  the  ordinary 
dosage,  even  if  the  antitoxin  is  given  early.  The  best  known 
and  most  feared  of  the  cardiac  complications  are  those  which 
occur  after  the  local  disease  has  disappeared.  Most  observers 
maintain  that  before  the  heart  affection  endangers  life  a  num- 
ber of  characteristic  symptoms  develop  which  will  put  a  care- 
ful observer  on  his  guard.  If  a  pulse  becomes  unusually  rapid 
or  excessively  slow  during  convalescence,  the  condition  of  the 
heart  should  be  ascertained  as  nearly  as  possible.  Another 
important  symptom  is  a  disturbance  of  the  normal  rhythm  of 
the  pulse,  which  becomes  double  or  intermittent.  The  second 
pulmonic  tone  of  the  heart  becomes  accentuated,  and  a  mur- 
mur may  exist  which  is  almost  always  systolic  in  time.  Neph- 
ritis is  a  frequent  complication  and  is  not  caused  by  antitoxin, 
but  is  an  expression  of  the  diphtheritic  toxemia,  though  it  is 
observed  that  since  the  use  of  antitoxin  the  severe  cases  of 
nephritis  are  becoming  less  frequent.  Paralyses  are  seen,  par- 
ticularly in  cases  where  antitoxin  is  administered  late,  or 
neglected  cases  where  the  physician  is  not  called  in  until  the 
third,  fourth,  or  fifth  day.  As  a  rule,  they  will  not  occur  if 
antitoxin  is  administered  on  the  first  day. 

Empyema.— G.  T.  Howard  '■''  is  of  opinion  that  a  good  many 
of  the  empyemata  of  young  children  can  be  cured  by  aspira- 
tion alone.  He  would  hesitate  about  urging  a  serious  opera- 
tion, such  as  excision  of  a  rib  and  opening  of  the  pleural  cavity, 
in  all  cases  where  there  were  no  alarming  symptoms.  In  some 
cases  reported  by  the  writer  the  principal  characteristic  was 
the  fact  that  the  pus  was  evacuated  through  the  bronchi.  All 
the  four  cases  recovered.     In  none  of  them  was  there  the  pain 
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aaJ  distress  characteristic  of  pyopneumothorax  present,  either 
at  or  after  the  time  of  the  perforation. 

Gruels  as  Diluents  of  Cow's  Milk. — In  the  course  of  some 
remarks  upon  this  subject,  Heurj-  Dwight  Chapin  "  states  that 
<?xperiments  made  b}'  him  show  that  dextrinized  gruels  are 
more  efficient  attenuants  than  plain  gruels,  the  former  produc- 
ing a  more  spongy  curd  that  can  be  readily  acted  on  by  the  gastric 
juice.  Plain  gruels  and  milk  with  rennet  form  rather  gelat- 
inous curds.  The  reason  dextrinized  gruel  has  such  an  efifect 
on  the  curd  is  that,  as  the  starch  has  largely  been  converted 
into  the  soluble  forms,  the  gruel  is  composed,  in  great  extent,  of 
the  cell  walls  of  the  cereal  from  which  it  is  made.  This  cellu- 
lose is  very  flocculent,  and  when  dispersed  through  the  curd 
tends  to  prevent  contraction;  and  as  there  is  little  adhesive 
material  present,  the  curd  breaks  apart  rather  easily. 

Mydriatic  Measures  in  Febrile  Disorders. — Simon  Baruch'^ 
writes  that  water  is  not  an  antipj^retic,  but  rather  an  anti- 
febrile agent.  In  endeavoring  to  give  the  patient  relief,  it  had 
become  the  custom  to  treat  the  symptoms  in  fevers.  Hence 
veratrum  and  aconite  were  plied  to  diminish  the  frequency  and 
fulness  of  the  pulse,  quinine  and  coal-tar  antipyretics  to  reduce 
the  temperature,  chloral  and  trional  to  allay  restlessness  and 
secure  sleep,  diaphoretics  to  remove  aridity  of  the  skin,  mor- 
phia to  relieve  pain,  and  stimulants  to  arouse  depressed  vitality. 
The  author  is  convinced  that  hydriatic  measures  may  supplant 
most,  if  not  all,  of  these  remedies.  The  rationale  of  the  benef- 
icent result  of  hydriatic  measures  is  simple.  The  application 
of  water  of  a  temperature  below  that  of  the  body  produces 
a  primary  contraction  of  the  cutaneous  vessels,  which  is 
followed  by  a  tonic  dilatation.  In  many  infectious  diseases 
the  peripheral  vessels  are  in  an  atonic  condition.  In  the 
milder  types  and  stages  this  condition  of  the  vessels  is  not 
sufficient  to  impair  cardiac  action.  In  the  more  severe  cases, 
however,  the  existence  of  this  abnormal  condition  in  the 
cutaneous  vessels  contributes  to  a  more  or  less  gradual  ex- 
haustion of  the  heart,  the  chief  lethal  danger  which  the 
physician  is  called  upon  to  prevent  and  combat  in  febrile 
disorders.  The  application  of  water,  more  or  less  lower  than 
the  body  temperature,  to  the  skin,  restores  the  lost  tone  of 
the  cutaneous  vessels,  which  are  capable  of  holding  two  thirds 
of  the  entire  blood  supply  of  the  body.  Resulting  from  their 
contraction  to  normal  action,  we  have  increased  resistance  to 
the  blood  current,  the  cardiac  systole  is  enhanced,  as  is  evi- 
denced by  increase  of  pulse  tension,  diminution  of  pulse  rate, 
and  removal  of  dicrotism.  This  is  accomplished  through  the 
medium  of  the  nervous  system,  so  that  we  have  two  basic  ele- 
ments in  the  maintenance  of  life — stimulation  of  the  nervous 
and  vascular  systems.  In  the  early  stages  of  all  febrile 
diseases  of  children  the  full  baths  referred  to  are  of  value  when 
the  body  temperature  remains  persistently  high  and  the  ac- 
companying discomforts  of  fever  are  pronounced ;  and  yet  simple 
ablutions  often  suffice  to   secure  favorable  effects.      It  is  a 
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serious  but  too  frequent  error  to  fear  the  shock  from  water 
much  below  the  temperature  of  the  body,  but  it  must  be  borne 
in  mind  that  the  aim  of  cold  applications  is  a  stimulus  to  the 
nervous  system  which  is  to  be  evoked  by  reaction,  and  that  the 
latter  can  only  be  obtained  as  a  sequel  to  some  shock.  Hence 
the  fallacy  of  such  an  apprehension  becomes  evident.  The 
chief  point  to  be  observed  is  the  exercise  of  judgment  in  adapt- 
ing the  shock  to  each  individual  case.  In  all  febrile  disorders 
of  children  the  author  is  in  the  habit  of  ordering  hourly  or  two- 
hourly  ablutions,  beginning  with  water  at  90°,  and  reducing 
one  degree  each  time  until  60°  are  reached,  as  an  initiatory 
measure.  Their  good  effect  may  be  readily  sustained  by  a  wet 
compress  wrung  out  of  water  at  70°  to  60^,  covered  with  a  thin 
flannel  to  keep  the  bed  clothing  dry,  and  snugly  applied  every 
hour  to  the  anterior  part  of  the  body.  In  pneumonic  fevers  of 
children  a  gradually  reduced  full  bath  is  used,  placing  the 
child's  entire  trunk  into  water  at  96°,  using  continuous  friction 
over  the  body,  while  another  person  adds  ice  water  so  as  not  to 
touch  the  body,  until  the  bath  water  is  reduced  to  85°  or  80° — 
duration  five  to  eight  minutes.  Such  a  bath  should  be  followed 
by  drying  and  friction.  In  typhoid  fever  the  water  tempera- 
ture is  reduced  several  degrees  before  each  bath  until  75°  are 
reached.  Drying  is  not  recommended.  The  bath  lasts  ten  to 
fifteen  minutes.  In  pneumonia  the  chest  compress  at  60°,  re- 
peated every  hour  or  two,  has  been  found  to  be  an  effective 
auxiliary.  It  is  usually  begun  at  100°,  which  being  several 
degrees  below  the  body  temperature,  is  not  relaxing;  then 
gradually  reduce  each  one  two  to  five  degrees  until  60°  are 
reached.  In  those  desperate  cases  of  broncho  pneumonia, 
whether  idiopathic  or  complications  of  the  exanthemata,  in 
which  positive  stimulation  is  needed,  when  the  skin  is  cya- 
notic, the  respiration  shallow,  pulse  rapid  and  almost  imper- 
ceptible, extremities  cold  though  internal  temperature  is  high, 
the  author  orders  a  stimulant  and  administers  an  affusion  with 
a  basinful  of  water  at  60°  poured  with  some  force  over  the 
shoulders  of  the  child,  while  the  latter  is  held  semi-recumbent 
in  a  tub  of  water  at  105°  reaching  to  the  navel.  This  is  fol- 
lowed by  drying  and  friction,  and  repeated  every  hour  or  two, 
increasing  the  number  of  basins  gradually  up  to  four.  The 
entire  aspect  of  the  case  often  improves  after  the  judicious  ap- 
plication of  such  an  affusion.  The  latter  is  also  indicated  in 
the  early  stages  of  those  severe  scarlatinas  and  measles  in 
which  similar  conditions  exist  without  pulmonary  complica- 
tions.    Cold  full  baths  are  not  borne  well  in  scarlatina. 

Hydrotherapy  in  Childhood. — J.  Comb}-'*  says  that  when- 
ever there  is  hyperpyrexia,  with  or  without  delirium,  restless- 
ness, ataxia,  and  adj'namia,  whether  in  an  eruptive  fever,  in 
typhoid,  in  diphtheria,  or  in  any  septicemia,  cold  water  may  be 
used.  He  has  used  it  successfully  in  scarlatina,  measles,  variola, 
grippe,  diphtheria,  infectious  diarrhea,  and  in  erysipelas. 
Pneumonia  and  broncho-pneumonia  may  be  treated  by  cold 
water,  even  in  infancy;  in  the  former  it  is  almost  always  well 
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tolerated.  In  the  latter  it  is  contraiudicatetl  when  the  lesions 
are  scattered  and  the  bronchi  tilled,  and  the  cold  bath  should 
be  replaced  by  a  cold  pack.  It  is  not  well  borne  in  tubercular 
meniuiicitis,  miliar}'  tuberculosis,  heart  disease;  but  in  all  cases 
ice  bladders  may  be  placed  on  head,  chest,  or  abdomen.  Cold 
packs  are  useful  and  have  rendered  good  service  in  chorea,  in 
hysteria  with  convulsions  or  tremor,  in  cerebral  irritation,  and 
in  all  neuroses  of  childhood.  The  first  cold  bath  should  be 
given  at  a  temperature  of  28°  to  30°  C.  (82°  to  8G°  F.)  for  five  to 
ten  minutes,  in  order  to  avoid  frightening  the  patient  or  the 
family.  Subsequent  baths  should  be  at  25°  C.  and  20°  C.  (77° 
to  08°  F.).  The  latter  is  well  supported  even  in  infants,  but  it 
must  not  last  more  than  ten  minutes  nor  less  than  five.  It 
mast  be  followed  by  friction  in  a  warm  covering,  and  a  little 
stimulant  or  hot  coffee,  etc,  be  given.  The  bath  may  be  re- 
peated at  intervals  of  three  hours.  Children  often  scream  and 
fight  at  the  first  bath,  but  the  relief  given  is  so  great  that  they 
rarely  oppose,  and  often  call  for,  the  second. 

Indigestion  in  Infants  and  Children. — James  H.  Taylor'' 
emphasizes  the  fact  that  the  two  causes  which  produce  most 
annoj'ance  in  early  infancj^  and  terminate  ultimately  in  serious 
secondary  gastric  and  intestinal  disorders  are  of^e?'- feeding  and 
improper  feeding.  The  first  step  in  prophylaxis  is  to  ascer- 
tain the  weight  of  an  infant  and  its  gastric  capacity.  The 
second  step  is  the  selection  of  proper  nourishment.  The  third 
step  is  the  regulation  of  the  hours  for  feeding.  In  addition  to 
these  measures,  careful  attention  must  be  directed  to  the  clean- 
ing of  the  bottles,  nipples,  mouth,  etc.  In  the  modification  of 
milk  the  oatmeal  water  and  the  barley  water  must  contain  a 
minimum  proportion  of  starch,  as  the  young  infant  is  not  able 
to  digest  this  substance.  When  digestive  derangements  al- 
ready exist,  the  first  step  indicated  is  washing  out  of  the 
stomach  and  cleaning  out  the  alimentary  tract.  Absolute  rest 
should  be  insured  by  withholding  all  food,  especiall}^  milk, 
until  vomiting  ceases.  When  vomiting  ceases  albumen  water 
with  brandy  and  salt  may  be  given,  but  milk  should  not  be 
resumed  until  the  fourth  day  or  until  all  symptoms  have  dis- 
appeared. 

Infantile  Hemiplegia. — James  Priestley  '  reports  a  case  com- 
ing on  suddenly  in  an  infant  20  months  old,  recovery  occurring 
eventually.  The  writer  is  inclined  to  think  that  whooping 
cough  and  the  excitement  caused  by  the  removal  from  home  of 
an  excitable  child  are  the  main  factors  in  the  etiology,  and  that, 
as  vision,  leg,  and  arm  were  affected,  a  meningeal  hemorrhage 
occurred,  exercising  pressure  over  the  angular,  supramarginal, 
ascending  parietal,  and  ascending  frontal  convolutions  of  the 
right  side.  Continued  rubbing  of  lips  and  cheeks  with  the 
right  hand  may  have  been  an  example  of  "  reflex  act,"  occa- 
sioned by  some  sense  disturbance  in  the  skin  and  face. 
Screaming  and  contortions,  as  to  the  cause  of  which  the  writer 
was  uncertain,  were  not  influenced  to  any  marked  degree  by 
very  liberal  doses  of  chloralamide. 
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Meningitis  due  to  the  Typhoid  Bacillus.— H.  Went- 
worth  '°  reports  a  case  in  which  the  diagnosis  was  based  upon 
the  presence  in  the  meninges  of  a  purulent  exudation  which 
contained  enormous  numbers  of  the  typhoid  bacilli,  and  the 
failure  to  detect  the  presence  of  other  organisms  by  means  of 
careful  bacteriological  examinations. 

Otitis  Media  in  All  Grave  Diseases  of  Infancy. — E.  H. 
Pomeroy  "  reports  some  cases  and  gives  a  review  of  the  litera- 
ture of  the  subject.  He  believes  that  the  pharyngeal  post- 
nasal chamber  is  a  distributing  point  for  infection  to  the  middle 
ear,  brain,  lungs,  stomach,  and  intestines,  and  that  the  middle 
ear  is  an  incubator  and  generator,  promoting  general  toxic  dis- 
turbance in  very  many  cases  of  localized  infectious  diseases. 
Ponfick,  whose  attention  had  been  attracted  to  this  subject, 
gives  the  following  table  as  a  result  of  his  research: 

ponfick's  table  of  one  hundred  consecutive  autopsies  of  infants, 
the  figures  referring  to  otitis  media. 


10 


Nor- 
mal. 


NON-INFECTTOUS  PROCESSES. 

1.  Congenital  heart  disease.    . , 

2.  Extensive  burns 

3.  Non-infectious  dermatitis. 


Infectious  Processes. 
A.  Acute. 

Infectious  dermatitis..   1 

Diphtheria 3 

Scarlatina 

Pneumonia 

Meningitis  (with  or  without 
pneumonia) 

Gastro  enteritis,  acute 

Gastro-enteritis,  chronic  (with 
or  without  pneumonia) 

Otitis  media  only 

Otitis  media  with  acute  bron- 
chitis. 


B.  Chronic. 


Chronic  tuberculosis  only. .... 

Chronic  tuber'-ulosis  with  acute 
generalization  (acute  miliary 

tuberculosis) 

11.  Congenital  syphilis. 


Uni- 
lateral 


Bi- 
lateral. 
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3 

2 

1 

10 


21 
6 
2 


10 
3 


78 


Nor- 
mal. 


Uni- 
lateral. 


13 


Bi- 
lateral. 


3 
3 

18 

26 


13 
3 


78 


In  most  of  these  cases  the  actual  condition,  or  rather  the 
condition  of  the  middle  ear,  was  not  suspected  before  death, 
and  the  cause  of  death  is  that  given  by  the  attending  physician. 
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Pedal  Formation  from  an   Evolutionary  Standpoint. — 

W.  Aiuslie  Hollis  "  believes  that  a  study  of  congenital  mal- 
formations tends  to  support  the  doctrine  of  evolution.  He 
selects  as  an  instance  the  human  foot.  The  fact  that  the  dis- 
tortions of  this  member  recur  at  rare  intervals,  yet  over  and 
oyer  again,  among  all  sorts  and  conditions  of  men,  is  a  con- 
vincing proof,  to  the  author's  mind,  that  we  are  here  dealing 
with  cases  of  reversion  to  some  ancestral  types  of  foot  from 
which  the  present  shape  was  evolved.  The  author  compares 
some  of  the  most  striking  types  of  club-foot  to  the  feet  of  liz- 
ards and  arboreal  animals  as  exemplars  of  this  reversion.  If 
we  arrange  the  recognized  distortions  of  the  foot  in  the  follow- 
ing order — talipes  calcaneo-valgus,  talipes  valgus,  talipes 
equino-valgus,  talipes  equinus,  talipes  equino-varus,  and 
talipes  varus — we  perceive  at  once  a  certain  sequence  in  these 
abnormalities  wherebj'-  they  apparently  pass  almost  impercept- 
ibly from  one  form  to  another.  Furthermore  we  find  in  them 
anatomical  resemblances  to  existing  or  extinct  types  of  normal 
feet  occurring  elsewhere  in  the  animal  kingdom.  And  the 
rarest  distortions  are  usually  those  which  represent  a  reversion 
to  the  oldest  types  of  foot. 

Polyarthritis  Deformans  in  Childhood. — M.  Moncarvo  " 
says  that  statistics  in  regard  to  48  cases  of  this  affection  among 
children  between  the  ages  of  3  months  and  14  years  prove 
that  it  is  not  so  rare  in  childhood  as  might  be  supposed.  He 
reports  and  describes  a  case  in  an  infant  of  5  months.  The 
geographic  distribution  of  the  disease  is  not  well  known.  The 
predisposing  causes  appear  to  be,  living  on  the  ground  floor 
in  dark,  damp  rooms,  and  defective  alimentation.  Girls  are 
more  often  attacked  than  boys.  The  chief  etiological  factor, 
however,  would  appear  to  be  a  micro-organism.  The  primary 
lesions  are  confined  to  the  periarticular  tissues,  to  the  ligaments 
and  the  synovial  capsule.  Osteophytic  deposits  appear  at  a 
later  stage,  when  at  all.  Many  articulations  are  simultaneously 
affected,  as  a  rule,  and  become  the  seat  of  pain  varying  in  in- 
tensity and  readily  propagated  to  neighboring  muscles,  which 
are  affected  by  spasms  or  cramps  and  finally  retract.  Ane- 
mia with  emaciation  and  atrophy  of  the  muscles  follows.  Ban- 
natyne  has  noted  a  marked  increase  in  the  number  of  leuco- 
cytes, together  with  a  reduction  of  hemoglobin  to  the  extent  of 
thirty  or  forty  per  cent,  this  being  due,  in  his  opinion,  to  the 
action  of  toxins  elaborated  by  the  bacilli.  The  affected  parts 
become  more  or  less  deformed.  The  prognosis  is  good.  Iodine 
and  elestricity  constitute  the  best  form  of  treatment. 

Primary  Sarcoma.— Herbert  M.  Hewlett '°  reports  a  case  of 
primary  sarcoma  of  the  liver  in  a  child  14  weeks  old.  A  full 
description  of  the  case  and  an  account  of  the  autopsy  are  given 
with  photographs. 

Splenectomy  for  Rupture.— George  Heaton^  reports  a  suc- 
cessful case  in  which  a  record  of  examination  of  the  blood  was 
kept.  The  conclusions  are  that:  1.  A  marked  pathological 
leucocytosis,  better  marked  than  in  any  other  hitherto  recorded 
case.     2.  A  proportionate  diminution  in  the  number  of  lympho- 
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cytes,  notwithstanding  the  slight  hyperplasia  of  the  lymphatic 
glands.  3.  A  proportionate  and  large  actual  increase  in 
the  large  mononucleated  forms,  which  seems  to  throw  dis- 
credit on  the  theory  that  the  spleen  is  specially  concerned  in 
the  production  of  such  cells.  4.  An  abnormal  number  of  the 
so-called  transition  cells  exhibiting  changes  in  their  nuclei  and 
protoplasm,  as  in  the  transformation  of  large  mononucleated 
cells  into  finely  granular  oxyphiles.  5.  A  remarkable  want  of 
evidence  of  interference  with  the  ordinary  red  blood  cells. 

With  regard  to  the  unclassified  varieties  of  leucocytes,  de- 
scribed as  varying  from  seven  to  one  per  cent,  the  following 
cells  were  noticed:  (a)  A  few  leucocytes  filled  with  large,  clear 
granules,  almost  like  small  vacuoles.  These  cells  had  usually 
a  rather  pale,  multipartite  nucleus.  Similar  bodies  were  also 
found  in  other  leucocytes,  together  with  fine  and  coars<^  oxy- 
phile  granules,  {b)  One  typical  and  several  atypical  myelo- 
cytes, (c)  Some  cells  three  or  four  times  the  size  of  a  red  cell, 
resembling  enormous  lymphocytes,  with  a  small  amount  of 
granular  (basophile)  protoplasm,  (d)  Transitional  cells  with 
some  fine  oxyphile  granules. 

The  Examination  of  Sick  Children. — Langford  Symes^" 
believes  that  as  young  children  never  know  the  seat,  nature,  or 
cause  of  disease,  and  the  friends  often  mislead  one  through 
ignorance,  and  its  discovery  is  therefore  entirely  dependent  on 
the  physician's  physical  examination,  he  should  examine  every 
organ,  especially  in  hospital  practice.  Delay,  roughness,  and 
interruptions  must  be  avoided.  The  examination  must  be  made 
quickly.  The  child  should  be  wrapped  in  a  blanket  or  dressing 
gown  only.  As  full  a  history  as  possible  should  be  obtained  as 
to  symptoms,  previous  illnesses,  conditions  of  birth,  feeding, 
dentition,  family  history,  hygienic  conditions  of  home.  As  to 
examination,  the  following  order  is  recommended: 

1.  Fades. — General  appearance,  pale,  florid,  or  jaundiced; 
fat,  or  pinched  and  wasted,  well  developed  or  dwarfed.  Atti- 
tude, if  at  ease,  distorted,  choreic,  paralytic,  or  otherwise  crip- 
pled. Sanity,  intelligence,  state  of  cerebration.  Conscious  or 
comatose.  Edema,  cyanosis,  skin  afiPections,  or  eruptions  are 
at  once  obvious.  Respiration  is  visible.  Physiognomy  alone 
often  reveals  disease  (chorea,  pleuro-pneumonia,  meningitis, 
adenoids,  Bright's,  wasting  of  diarrhea,  atrophy  or  marasmus, 
inherited  syphilis).  The  state  of  the  ocular  muscles  and  pupils 
is  easily  observed,  and  may  reveal  paralysis  from  cerebral  ab- 
scess or  tumor,  thrombosis  of  sinuses,  tubercular  meningitis,  or 
diphtheritic  paralysis. 

2.  The  Head. — Pass  hands  over  it,  to  observe  if  there  is 
sweating  as  in  rickets.  Note  size  and  shape,  whether  micro- 
cephalic, hydrocephalic,  rickety  or  "  natiform,"  with  bosses  or 
osteophytic  nodes  on  the  surface  of  bones.  The  anterior  fonta- 
nelle  may  be  obliterated  too  early,  or  be  widely  open  with  resil- 
ient, attenuated  edges,  or  tense  and  bulging;  flat,  or  deeply 
sunken  and  depressed.  Craniotabes  may  be  felt.  Measure- 
ment of  the  head  is  necessary  in  estimating  mental  capacity. 
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3.  The  hands  pass  ilmvn  from  hoad  and  examine  the  entire 
fra))ii',  bones,  and  joints;  the  shouklers,  arnis.  hands,  fingers, 
chest,  ribs,  hips,  legs,  and  feet.  (Rickets,  rheumatism  with 
its  subcutaneous  nodules,  torticollis,  clubbed  fingers,  deformi- 
ties, joint  affections  and  bone  diseases,  sarcoma,  erythema 
nodosum,  edema,  chilblains,  and  pseudo-hypertrophic  paralysis 
are  thus  at  once  observed.) 

4.  The  refle.ves  are  commenced  next:  Plantar,  ankle  clonus, 
knee  jerks,  cremasteric,  abdominal,  epigastric,  facial  irrita- 
bility (for  tetany),  and  ocular  reflexes.  Neuritis,  chorea,  diph- 
theritic paralyses,  Friedreich's  disease,  meningitis,  spastic 
paraplegia,  birth  palsies,  and  hemiplegia  can  frequently  be 
differentiated  thereby. 

5.  The  eyes  should  be  scrutinized  for  ocular  paralyses,  vi- 
sion, photophobia,  n5'stagmus,  etc.;  the  ears  for  otorrhea,  etc.; 
and  the  nose  for  snuffles,  ichorous  discharges,  depressions, 
adenoids,  etc. 

6.  The  Glands. — Parotid,  cervical  and  submaxillary,  thy- 
mus and  tliyroid,  supraclavicular,  axillary  and  inguinal,  show- 
ing perhaps  mumps,  Hodgkin's  disease,  tubercle,  sarcoma  or 
new  growth,  syphilis,  glandular  fever,  or,  with  an  atrophied 
thyroid,  myxedema  or  cretinism. 

7.  Abdomen. — Gentlest  palpation  will  alone  reveal  its  true 
condition.  Observing  the  intestines,  we  look  for  abdominal 
tubercle,  tubercular  peritonitis  with  bands  of  lymph,  tubercu- 
lar ulceration  of  bowels,  enlarged  mesenteric  glands,  ascites, 
tumors,  intussusception,  constipation  or  dilatation  of  colon. 
We  measure  the  liver  by  finger  breadths  below  the  costal 
arch,  and  feel  its  edge.  The  spleen  may  often  be  felt  and 
measured.  The  kidneys  should  be  sought  for,  as  they  may  be 
felt  in  some  morbid  conditions. 

8.  ^h.Q  heart  should  be  examined;  enlarged  areas  of  car- 
diac dulness  in  children  occur  in  chorea,  pericarditis,  diph- 
theritic paralyses,  rheumatism,  some  cases  of  congenital  heart 
disease,  and  whooping  cough. 

9.  Lungs. — Look  for  atelectasis  or  collapse,  broncho-pneu- 
monia and  empyema,  tubercular  lobular  pneumonia  and  apex 
pneumonia.  Now,  as  the  child  is  sitting  up,  we  glance  next 
at  the  spine  and  test  its  curves,  prominences,  depressions, 
suppleness,  or  rigidity.  We  must  distinguish  rickety  curva- 
ture of  the  spine  from  Pott's  disease.  We  must  recollect  paral- 
ysis of  the  muscles  of  the  back  from  diphtheritic  paralyses, 
tumor  of  the  cord,  or  anterior  poliomyelitis. 

10.  The  neck  reveals  wasting.  Rigidity  may  occur  in  tuber- 
cular or  purulent  or  posterior  basal  meningitis,  cerebellar 
tumor,  enteric  fever,  diphtheria,  apex  pneumonia,  tetany, 
retropharyngeal  abscess,  cervical  caries,  rheumatism,  etc. 

11.  Mouth. — Lips,  gums,  teeth,  tongue,  cavity,  palate,  ton- 
sils, and  throat.  We  may  find  thrush,  scurvy,  stomatitis, 
and  cancrum  oris;  delayed  or  irregular  dentition  from  cre- 
tinism, rickets,  or  sj^philis. 

In  the  passage  of  the  hands  from  the  head  twice  up  and 
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down  the  body,  the  f allest  information  can  be  quickly  gath- 
ered from  examination  of  the  various  organs  en  route,  while 
the  hands  are  never  taken  off  the  child. 

12.  Special  investigation  of  the  nervous  system  must  be 
conducted  if  any  suspicion  remains  or  if  any  nervous  trouble 
is  revealed.  We  should  examine  the  motor  phenomena,  reflex, 
sensory,  trophic,  electrical,  bladder,  and  rectum  phenomena, 
mental  capacity,  speech,  power  of  sitting,  standing,  walking, 
etc. 

We  can  examine  the  urine,  rectum,  and  anus  and  alvine 
discharges  for  worms,  diarrhea,  dysentery,  prolapse,  or  syphi- 
lis. Blood  estimation,  the  ophthalmoscope,  weight,  height, 
measurements,  and  psycho-physical  instruments  can  all  be 
used. 

The  Pathogenic  Action  of  Milk  Microbes. — R.  Jemma,* 
from  a  number  of  researches,  concludes  that  the  pathogenic 
action  of  the  ferments  of  casein  are  the  following:  1.  The 
casein  ferments  most  frequently  found  in  milk  belong  to  the 
group  of  bacillus  subtilis;  this  has  no  pathogenic  action 
upon  the  animals  used  for  the  purposes  of  experimentation. 
2.  Among  the  casein  ferments  we  may  meet  microbes  be- 
longing to  the  group  bacillus  mesentericus  vulgatus.  Some 
of  these  are  at  times  endowed  with  pathogenic  powers  when 
a  large  number  are  ingested  and  act  upon  the  intestinal 
mucosa;  when  introduced  into  the  peritoneal  cavity,  the 
blood,  and  subcutaneously,  they  produce  no  effect.  Their 
pathogenic  action  would  appear  to  be  due  to  trouble  caused  in 
the  contents  of  the  digestive  tract  and  on  the  intestinal  mu- 
cosa, rather  than  to  the  secretion  of  toxins.  3.  The  bacillus 
butyricus  of  Hueppe  and  allied  varieties,  when  isolated  from 
milk,  appear  to  be  without  pathogenic  action. 

The  Prophylaxis  of  Tuberculosis  in  Children.— Olimpio 
Cozzolino"  holds  with  Huebner  that  tuberculosis  in  infancy 
is  not  rare,  that  under  the  age  of  2  years  it  is  of  great  gravity, 
and  that  manj^  cases  of  the  disease  in  adults  have  their  start- 
ing point  in  infancy.  The  paths  of  entrance  to  the  germ 
are  many.  Children  live  so  near  the  ground,  and  so  often 
lie  or  fall  upon  floors,  that  the  germs  enter  their  respiratory 
tracts  very  much  as  they  do  in  quadrupeds,  lodging  in  the 
lobes  and  at  the  bifurcation  of  the  trachea,  rather  than 
in  the  apices  as  is  the  case  in  adults.  Scrofula  predisposes 
to  tuberculosis,  and,  according  to  Koch  and  his  school,  both 
are  due  to  the  same  cause.  The  digestive  tract  is  vulnerable 
to  the  bacillus,  introduced  in  the  milk  from  tuberculous  moth- 
ers, or  from  tuberculous  food  partaken  of  by  the  mothers  or 
nurses,  or  from  tuberculous  cows.  Placental  infection  has 
been  shown  to  be  possible.  As  to  heredity,  Maffucci  has 
demonstrated  that  the  children  of  tuberculous  parents  are  not 
more  susceptible  to  the  action  of  the  bacillus  than  the  off- 
spring of  healthy  parents,  but  they  are  more  liable  to  tuber- 
culosis because  of  their  constant  association  with  these  tuber- 
culous persons.     Under  proper  hygienic  conditions  hereditary 
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tubercular  intoxication  can  be  cured,  and  even  embryonal 
tuberculosis  may  be  cured  in  the  new-born.  The  marriage  of 
persons  suspected  of  tuberculosis  should  be  forbidden;  mid- 
wives  should  be  free  from  all  taint  of  the  disease;  tuberculous 
mothers  should  not  nurse  their  children,  and  should  exercise 
restraint  in  handling  or  caressing  their  children — indeed, 
total  separation  from  them,  cruel  as  it  may  seem  to  be,  is  the 
truest  kindness.  Infants  with  a  tuberculous  heredity  should 
not  be  vaccinated  in  the  first  year  of  life.  It  goes  without 
saying  that  the  most  absolute  cleanliness  should  be  enforced 
in  regard  to  everything  that  comes  near  the  child.  It  should 
not  play  on  the  floor  nor  touch  playthings  that  have  been  there; 
the  floor  must  be  kept  scrupulously  clean,  and  if  the  infant 
falls  on  it  his  hands  and  face  must  be  washed  at  once.  As  it 
grows  older  it  must  be  carefully  guarded  from  all  contagious 
diseases,  as  these  are  often  the  starting  point  of  pulmonary 
tuberculosis.  Open-air  life,  free  ventilation  at  home,  careful 
hygiene,  cold  baths  led  up  to  by  degrees,  sun  baths,  warm  but 
not  overheating  clothes,  and  a  nourishing  diet  are  the  best 
weapons  against  the  enemy.  Children  are  much  more  easily 
treated  than  adults,  because  they  are  subject  to  parental  con- 
trol. Parents,  teachers,  and  nurses  should  all  be  carefully 
instructed  in  the  prophylaxis  of  tuberculosis. 

The  Tonsils  as  Portals  of  Infection. — Eoail  Mayer"  is 
convinced  that  septic  infection  of  a  serious  and  often  fatal  na- 
ture occurs  after  tonsillar  infection,  and  that  it  is  our  duty  to 
take  such  steps  as  will  tend  to  the  prevention  of  such  infec- 
tions. Neither  tonsillitis  nor  peritonsillitis  is  the  innocent 
affection  it  has  been  supposed  to  be,  and  they  should  both  be 
treated  energetically.  Careful  examinations  and  treatment 
are  absolutely  essential  between  the  attacks,  and  the  heart  and 
other  organs  should  be  examined  from  time  to  time  after  an- 
ginas. In  the  discussion  of  the  paper,  Dr.  Isaac  Adler  stated 
that  it  had  been  conclusively  demonstrated  that  there  is  a  direct 
interchange  between  the  surface  of  the  tonsils  and  the  lymph 
current,  and  it  is  also  well  known  that  the  tonsillar  crypts  are 
favorite  breeding  places  for  many  kinds  of  bacteria,  particu- 
larly the  staphylococci  and  the  streptococci.  He  deplored  the 
tendency  of  many  in  the  medical  profession  to  still  adhere  to 
the  notion  that  there  is  a  distinct  relation  between  the  inflam- 
mation of  the  tonsils  and  articular  and  muscular  rheumatism, 
for  t'lere  is  every  reason  to  believe  that  rheumatism,  of  what- 
ever variety,  is  an  infection  dependent  upon  the  introduction 
into  the  system  of  attenuated  pyogenic  bacteria,  notably  the 
staphylococci  and  the  streptococci.  This  would  explain  the 
comnaon  clinical  experience  of  an  attack  of  severe  rheumatism 
being  ushered  in  by  a  tonsillitis.  Rheumatic  endocarditis  and 
myocarditis  may  also  occur  as  the  result  of  a  tonsillar  infec- 
tion. 

The  Value  of  Incubators. — Drs.  Hutinel  and  Delestre" 
believe  that  incubators  can  be  of  great  service,  providing  that 
these  rules  are  followed:     J.  The  use  of  some  method  which 
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will  allow  of  frequent  disinfection  and  prevent  sudden  varia- 
tions of  temperature.  2.  The  exercise  of  great  care  in  placing 
the  incubator  in  perfectly  healthy  surroundings;  when  in 
contaminated  surroundings,  the  infants  are  very  likely  to  die. 
3.  The  placing  in  the  incubator  of  only  such  children  as  have 
hypothermia.  4.  Their  removal  as  soon  as  the  rectal  tempera- 
ture reaches  37°  C  (98.6°  F).  From  that  time  on  the  incu- 
bator is  not  only  unnecessary  but  is  a  source  of  danger.  5.  No 
infected  child  should  ever  be  placed  in  an  incubator,  and  an 
infant  who  becomes  sick  while  in  it  may  sometimes  be  removed 
with  advantage.  An  incubator  is  simply  a  method  of  defend- 
ing infants  against  cold  until  their  own  temperature  shall 
have  reached  normal — i.e.,  for  a  period  of  time  varying  from 
two  to  fifteen  days.  After  that,  air  and  sunshine  are  best 
suited  to  their  development. 

Thrombosis  of  the  Basilar  Vein. — Leon  d' Astros"  reports 
a  case,  from  which  he  concludes:  1.  That  softening  of  the 
cerebral  peduncle  may  occur  in  two  ways.  In  addition  to 
softening  by  arterial  obliteration  in  the  posterior  cerebral 
system,  there  are  softenings  due  to  venous  obliteration — 
thrombosis  of  the  basilar  vein.  2.  Tubercular  meningitiis 
may  cause  bacillary  phlebitis,  or  at  least  venous  thrombosis. 
Thrombosis  of  the  basilar  vein  and  the  lesions  which  follow  are 
exhibited  clinically,  in  the  course  of  a  tuberculous  meningitis, 
by  a  crossed  hemiplegia. 

Thrombosis  of  the  Sinuses  in  Children. — J.  Halle  and 
G.  Ulmann  ^*  report  two  cases.  The  first  was  that  of  a  boy  of 
18  months,  in  whom  severe  coryza  and  rhino-bronchitis  were 
followed  by  grave  nervous  phenomena,  and  who  died  only 
twenty-four  hours  after  the  appearance  of  otitis.  The  second 
was  a  case  of  pneumonia  and  double  otitis  which  were  appa- 
rently cured,  but  returned,  and  were  followed  by  cerebral 
symptoms  and  death.  In  both  these  cases  the  autopsy  showed 
thrombosis  in  the  sinuses  of  the  dura  mater,  and  a  histological 
examination  of  the  clots  revealed  the  presence  of  the  strepto- 
coccus pyogenes,  but  of  no  other  organism. 

Tuberculous  Joint  Disease. — Leonard  W.  Ely"'  calls  at- 
tention to  some  points  for  the  early  diagnosis  of  this  disease. 
A  history  of  a  previous  injury  or  infectious  disease,  or  a 
family  history  of  tuberculosis,  will  aid  the  physician.  Pain 
and  stiffness  are  two  important  symptoms.  The  pain  is  not 
exactly  located;  the  patient  does  not  press  a  finger  down  on  a 
certain  spot,  but  usually  passes  it  over  a  region.  It  is  worse 
on  motion,  and  is  apt  to  come  in  paroxysms  at  night.  The 
"night-cries"  are  characteristic.  The  general  condition  of 
the  patient  should  be  noted,  and  then  he  is  stripped  so  that  the 
attitude  and  the  presence  or  absence  of  deformity  or  of  change 
in  contour  may  be  observed.  Next,  muscular  spasm  is  to  be 
looked  for,  and  this  will  manifest  itself,  besides  the  visible 
spasm,  by  limitation  of  motion  in  the  joint.  Any  attempt  to 
force  the  range  of  motion  in  a  diseased  joint  will  cause  pain. 
In  order  to  elicit  this  pain,  the  practice  of  striking  the  child 
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on  the  top  of  the  head  or  the  soles  of  the  feet,  or  of  making 
him  jump  from  a  chair,  is  quite  unnecessary.  Sensitiveness  to 
pressure  need  not  be  expected;  hence  the  inutility  of  prodding 
the  part  with  the  fingers.  It  is  no  symptom  of  early  tubercu- 
lous disease;  nor  is  increase  of  temperature,  except  sometimes 
in  joints  which  are  near  the  surface. 

Typhoid  Fever  in  the  Young. — An  article  upon  this  sub- 
ject by  A.  Jacobi "  is  so  exhaustive  that  it  is  only  possible  to 
bring  out  some  of  the  points  in  an  abstract.  In  regard  to  in- 
fection and  contagion,  it  has  been  found  that  the  bacillus  is 
active  even  after  it  has  been  dry  for  months,  and  that  it  re- 
tains its  vitality  for  one  to  two  months  in  the  soil  and  clothing. 
Into  the  water  and  into  the  soil  it  is  introduced  with  typhoid 
discharges  which  carry  contagion.  This  explains  isolated  cases 
and  those  attributable  to  the  influence  of  privies  and  sewers, 
and  the  transmission  through  the  atmosphere.  Flies  have  been 
charged  with  carrying  the  contagion.  Infected  water  that  is 
used  for  drinking  or  for  washing  the  bottles  and  cases  in  which 
milk  is  kept  is  responsible  for  hundreds  of  epidemics.  Conta- 
gion from  patient  to  patient  in  a  hospital  or  in  a  tenement,  by 
bedding,  by  the  hands  of  the  attendant,  by  the  use  of  the  same 
unwashed  thermometer  for  the  typhoid  and  non-typhoid,  are 
either  possibilities  or  facts.  The  fetus  and  newly-born  may 
obtain  their  typhoids  through  the  blood  or  milk  of  the  mother. 
Small  infants  are  more  or  less  exempt,  because  their  typhoids 
are  not  frequently  attended  with  characteristic  stools,  which 
makes  a  hospital  case  less  dangerous  to  its  neighbors,  and  they 
are  not  roaming  about  the  floors  where  older  children  pick  up 
contagion.  Severe  cases,  when  exhibiting  bad  cerebral  symp- 
toms, are  liable  to  have  low  temperatures  on  account  of  the 
thorough  sepsis  prevailing.  Temperature  and  danger  need 
not  correspond.  The  very  feeble  are  not,  as  a  rule,  subject  to 
high  temperatures  any  more  than  the  very  old,  and  quite  often 
the  worst  cases  of  sepsis  are  those  which  exhibit  low  tempera- 
tures. Irregularities  of  temperature  often  depend  on  compli- 
cations such  as  otitis,  which  is  quite  frequent.  In  connection 
with  otitis  media,  we  should  not  forget  that  it  does  not  neces- 
sarily terminate  in  perforation  of  the  drum  membrane,  for  the 
pharyngeal  end  of  the  Eustachian  tube  is  so  large  a  funnel  at 
early  age  as  to  permit  the  discharge  of  pus  from  the  middle 
ear.  Other  complications  are  scarlatina,  malaria,  suppurating 
arthritis,  and  diphtheria,  these  being  detrimental  in  the  same 
way.  Constipation  and  clandestine  feeding  may  have  the 
same  efifect  on  the  temperature.  The  absence  of  intestinal 
lesions  is  rare  in  the  adult,  but  is  less  common  in  the  young, 
especially  the  very  young.  As  a  rule  it  may  be  stated  that  the 
intestinal  tract  suffers  more  in  advanced  age,  the  blood  more 
in  the  early.  Hemorrhages  in  the  very  young  are  exceptional, 
and  mostly  mild  in  children  of  more  than  4  years.  The  organs 
of  circulation  are  not  affected  to  the  same  extent  as  in  adults. 
The  average  heart  of  the  young  is  stronger  and  less  diseased. 
The  irregular  respiration  of  nervous  or  frightened  infants  and 
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children,  their  tympanitic  colon  and  high  diaphragm,  possible 
exudation  in  left  pleura  or  lung,    and  the   struggle   against 
examination,  whether  painful  or  not,  render  the  diagnosis  of 
the  condition  of  the  spleen  diflficult.     Percussion  succeeds  less 
than  palpation,  which  may  reveal  the  lower  edge  of  the  spleen. 
It  is  rarely  felt  before  the  end  of  the  first  week.     Retention  of 
urine  is   rare  in   children,  but  occurs  when  there  is  coma  or 
peritonitis;  in  that  case  urine  for  examination  must   be  ob- 
tained by  catheterization.     The  observation  made  by  Lafleur 
and  others,  that  the  urine  voided  after  cold  bathing  exhibits 
a  high  degree  of  toxicit}",  would  rather  speak  in  favor  of  that 
treatment;  for  the  more  toxic  the  urine  and  dangerous  to  the 
laboratory  animal,  the  less  toxin  there  is  left  in  the  patient. 
Whatever  diuretic  effect  there  is  in  cold  bathing,  as  in  other 
remedies,  is  welcome,  the  condition  of  the  patient  permitting, 
as    speedy   elimination   is    what    should   be  aimed   at.     The 
desquamation  of  typhoid  may  be  quite  copious  and  resemble 
that  of  measles  or  even  of  scarlatina.     On  the  other  hand, 
some  of  the  eruption  of  the  two  latter  may  resemble  the  ro- 
seola of  typhoid  fever.     Not  every  case  of  seeming  cerebral  or 
meningeal  symptoms  should  be  attributed  to  cerebral  affection 
only;  still,  contractures  or  convulsive  movements  may  occur 
when  there  is  an  effusion  from  the  pia  mater.     Such  complica- 
tions of  genuine  meningitis  with  typhoid  fever  certainly  occur, 
and  not  only  after  the  eighth  or  tenth  year,  when  gradually 
the  typhoid  fever  in  the  young  resembles  more  and  more  that 
of  advanced  age.     Aphasia  is  occasionally  seen.     Polyneuritis 
is  rare,  as  is  also  hemiplegia.     Paraplegia  is  more  common, 
and  still  more  so  is  local  paralysis.     Psychical  disturbances 
occur  as  a  result  of  inanition,  meningitis,  or  parenchymatous 
tissue  changes  caused  by  the  toxin;  mania  and  melancholia 
are  the  two  forms  mostly  met  with  and  do  not  always  termi- 
nate favorably.     The  motor  disturbances,  not  paralj'tic,  par- 
ticularly  chorea,  get   well.     Much   is   naturally  made  of   the 
presence  of  bacilli  in  the  discharges  of  doubtful  cases,  and  quite 
often  the  diagnosis  has  had   to  depend  upon  it.     The  author 
would  utterly  refuse,  however,  to  accept  the  diagnosis  of  ty- 
phoid fever  in  some  cases,  unless  there  were  one  or  more  adju- 
vant symptoms;  for  the  same  reason  he  would  refuse  the  diag- 
nosis of  diphtheria  when  there  is  nothing  but  the  presence  of 
the  Klebs-Loffler  bacillus.     Treatment  consists  of  liquid  food; 
cleansing  of  lips,  tongue,  and  nose;  change  of  posture  to  pre- 
vent hypostasis  of  the  lungs  and  cord;  purgative  dose  of  calo- 
mel in  the  beginning,  but  not  after  the  second  half  of  the  first 
week;  daily  warm-water  enemata  if  there  is  constipation;  in- 
testinal  antiseptics   if    the   discharges   are    offensive;   strong 
stimulants  in  case  of  collapse;  chloral  hydrate  for  insomnia  or 
excitement,  or  croton  chloral  if  the  heart  is  feeble*  ice  water  or 
ice  bags  to  the  head  if  there  is  much  heat  in  the  head;  cold 
affusions,  while  the  body  is  submerged  in  water  of  90°  or  95°, 
for  sopor  or  coma.     Notwithstanding  the  feeling   against  an- 
tipyretics, it  is  certain  that  the  comfort  of  the  patient  is  en- 
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hanced  and  grave  nervous  symptoms  alleviated  when  the 
hot,  dry  skin  becomes  cooler  and  moist  in  proportion  to  the 
reduced  temperature.  Antipyrin  is  the  safest.  Cardiac  stimu- 
lants improve  the  general  and  cutaneous  circulation,  and  there- 
by the  radiation  of  heat  from  the  skin.  Cold  water  and  warm 
water  are  the  most  reliable  and  at  the  same  time  safest  anti- 
pyretics. Stress  should  be  laid  on  the  latter  title,  because 
many  apostles  of  hydrotherapy,  influenced  perhaps  by  shaky 
phagocytosis  and  toxin  theories,  belittle  it  in  comparison  with 
the  nerve-stimulating  powers  of  water.  Many  patients  are 
unable  to  stand  the  shock  from  cold  water,  especially  if  the 
treatment  is  begun  late.  Warm  baths  of  90°  or  95°  reduce 
temperature,  and  the  general  condition  is  improved  by  their 
use  when  they  are  accompanied  by  friction.  Warm  bathing 
should  be  the  principal  treatment  of  typhoid  fevers,  not  to  the 
exclusion,  however,  of  other  measures. 

Vulvo-vaginal  Catarrh. — Francis  Huber"  recognizes  two 
classes  of  this  disorder,  the  simple  catarrhal  or  non  infectious 
and  the  infectious.  All  cases  of  vulvo-vaginal  catarrh  should 
be  carefully  examined  bacteriologically  for  the  characteristic 
cocci;  if  found,  the  appropriate  remedies  should  be  employed 
esiv\j  and  effective  prophylactic  measures  adopted.  It  must 
not  be  forgotten  that  the  disease  is  rather  intractable,  and 
treatment  must  be  continued  as  long  as  the  microscope  shows 
the  presence  of  the  gonococcus  in  the  discharge.  In  a  number 
of  cases,  particularly  those  attended  by  hypogastric  and  pelvic 
pains,  it  will  be  found  that  the  discharge  will  cease  in  a  short 
time  when  treated,  to  recur  in  a  week  or  so  after  the  irrigations 
are  discontinued.  This  recrudescence,  no  doubt,  is  due  to  re- 
newed infection  from  above.  Under  such  circumstances  tonic 
treatment  must  be  resorted  to,  the  child's  general  condition 
improved,  and  the  injections  repeated  at  intervals  of  several 
days  or  a  week. 
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Until  the  description  and  classification  of  the  pelvic  connec- 
i;ive-tissue  dermoid  cystoma  by  Sanger  in  1890,  all  retroperito- 
neal pelvic  dermoid  cystomata  were  believed  to  have  primarily 
developed  from  ovarian  tissue.  From  the  study  of  a  case  where 
such  a  tumor  occupied  a  position  beneath  the  peritoneum,  be- 
tween the  uterus,  vagina,  and  rectum  above  and  the  iliac  fossa 
below,  and  in  which  the  ovaries  were  apparently  normal,  Sanger 
was  convinced  that  the  tumor  could  not  be  an  ovarian  dermoid, 
but  must  have  primarily  developed  from  structures  deep  in  the 
pelvic  cavity  beneath  the  peritoneum.  In  a  search  through 
the  literature  he  was  able  to  find  described  ten  similar  cases 

*  Read  before  the  Section  on  Gjnecoiogy,   College  of  Physicians  of 
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wliioli  would  support  a  non-ovarian  theory  of  origin,  and  frorn- 
his  study  of  these  cases  he  was  led  to  the  conclusion  that  all 
were  dermoid  cystomata  primarily  originating  and  developing^ 
in  the  retroperitoneal  pelvic  connective  tissue.  These  studies 
of  Sanger  later  instigated  others  (hy  Page,  Schulze,  Hofe,  De 
Quervain,  and  Skutsch),  with  practically  the  same  conclusions,. 
De  Quervain  adding  very  positive  proof  against  the  ovarian 
origin,  and  likewise  very  convincing  proof  of  the  development 
of  such  dermoids  in  pelvic  connective  tissue,  by  the  report  of 
a  case  occurring  in  a  male  subject.  This  theory  of  origin  and 
development  in  pelvic  connective  tissue  seems  to  have  been  ac- 
cepted by  the  Germans,  Rosthorn,  in  the  chapter  "  Die  Krank- 
heiten  des  Beckenbindegewebes "  of  Veit's  "Handbuch  der 
Gynakologie,"  making  the  statement  that  the  primary  devel- 
opment of  dermoid  cystoma  in  the  pelvic  connective  tissue 
has  very  definitely  been  determined. 

In  this  paper  I  shall  describe  a  case  of  this  rare  form  of  der^ 
moid  cystoma,  and  make  a  report  of  the  anatomical,  pathologi- 
cal, and  clinical  characteristics  of  the  cases  thus  far  described. 
For  the  proper  understanding  as  to  what  is  here  referred  to  as 
the  pelvic  connective  tissue  in  which  these  cystomata  have  been, 
found  to  develop,  some  explanation  is  necessary.  First,  it  is 
to  be  understood  that  we  refer  only  to  the  superior  area  of  the 
connective  tissue  of  the  true  or  small  pelvis,  the  subperitoneal 
pelvic  cavity  (Sanger),  which  comprises  the  perirectal  and 
retrorectal  connective  tissue;  that  connective  tissue  found  be- 
tween the  superior  surface  of  the  pelvic  diaphragm  (the  levator 
ani  and  obturator  internus  muscles)  and  the  peritoneum  of 
Douglas'  cul-de-sac;  the  connective  tissue  between  the  layers 
of  the  broad  ligaments,  not  including  the  mesosalpinx;  and  the 
connective  tissue  surrounding  the  uterus,  vagina,  and  bladder. 

Further,  we  clearly  separate  all  dermoid  cystomata  of  the 
inferior  pelvic  connective-tissue  area  (the  subcutaneous  pelvic 
cavity  or  ischio-rectal  fossa)  and  of  other  positions,  struc- 
tures, or  organs  of  the  pelvic  cavity,  especially  those  that  sec- 
ondarily involve  the  connective-tissue  area  first  described. 
Also,  we  shall  not  include  or  discuss  cases  where  there  is  a 
question  of  doubt  as  to  the  position  of  development  in  the 
pelvic  connective  tissue. 

The  case  coming  under  my  observation  may  be  described  as 
follows:  Mrs.  L.  T.,  American,  colored,  housewife,  38  years 
of  age,  was  admitted  to  the  Gynecean  Hospital  on  November 
14,  1899.     Her  family  history  was  very  good  and  had  no  bear- 
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ing  on  her  illness.  As  a  girl  she  was  strong  and  healthy. 
The  menstrual  function  was  established  at  IG  years  of  age.  It 
was  never  regular,  appearing  at  first  every  three  months,  and 
then,  after  marriage,  every  two  weeks.  The  flow  was  always 
quite  profuse.  She  is  the  mother  of  one  child  (now  19  years  of 
age)  and  has  had  five  miscarriages.  When  25  years  of  age 
(1886)  she  began  to  complain  of  pain  and  tenderness  in  the 
lower  abdomen  and  constant  and  rather  profuse  hemorrhage 
from  the  uterus.  In  the  winter  of  1887  she  consulted  her 
family  physician  because  of  the  symptoms  just  described.  He 
determined  the  presence  of  a  bilateral  pelvic  inflammatory  dis- 
ease and  advised  operation.  Celiotomy  was  performed  by  two 
prominent  Philadelphia  surgeons,  and  both  tubes  and  ovaries 
were  removed.  A  letter  from  the  family  physician,  who  then 
attended  her,  states  that,  in  addition  to  the  inflammatory  dis- 
ease, there  was  a  small  cyst  of  the  right  ovary,  but  the  charac- 
ter of  this  cyst  was  not  determined.  The  cyst  was  removed 
with  the  ovary,  and  I  think  we  can  conclude  that  it  was  pro- 
duced by  the  inflammatory  disease.  The  surgical  convales- 
cence following  operation  was  perfectly  normal,  but  the  same 
character  of  hemorrhage  from  the  uterus  continued  for  a 
month,  and  twice  afterward,  each  at  an  interval  of  three 
months,  slight  hemorrhages  from  the  uterus  occurred.  The 
operation  was  followed  by  all  of  the  usual  symptoms  of  the  in- 
duced climacterium,  and  since  the  spring  of  1887,  more  than 
twelve  years,  there  has  been  no  discharge  of  any  kind  from  the 
uterus  or  vagina.  A  small  ventral  hernia  appeared  a  month 
after  operation,  but  it  did  not  increase  in  size  nor  did  it  cause 
symptoms.  This  operation  was  followed  by  much  improvement 
in  her  general  health,  and  she  had  constantly  been  quite  healthy 
until  six  weeks  before  coming  under  observation.  At  this 
time  she  began  to  complain  of  backache,  and  pain  and  tender- 
ness in  the  right  ovarian  region.  She  was  not  aware  of  the 
presence  of  an  abdominal  tumor,  and  believed  the  pain  to  re- 
sult from  the  ventral  hernia.  On  admission  to  the  hospital  a 
small  ventral  hernia,  having  two  openings,  each  about  one  inch 
in  diameter,  at  the  site  of  the  old  celiotomy  incision,  was  demon- 
strable. A  loop  of  intestine  protruded  through  each  opening 
only  when  the  patient  assumed  the  erect  position.  The  abdo- 
men was  flaccid  and  resonant  everywhere  except  in  the  right 
ovarian  region;  here  a  circumscribed  area  of  resistance  was 
demonstrable,  extending  above  Poupart^s  ligament  to  a  point 
opposite  midway  between  the  pubes  and  umbilicus.     Its  surface 
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seemed  to  be  irregular  and  gave  the  impression  that  it  was  com- 
posed of  a  mass  of  intestinal  adhesions.  There  was  duhiess  on 
percussion  over  this  area  of  resistance.  The  vaginal  outlet  and 
vagina  were  much  contracted,  and  the  mucous  membrane 
showed  the  smooth,  atrophic  changes  characteristic  of  the  com- 
plete climacterium.  Bulging  into  the  right  vaginal  vault  and 
displacing  a  small,  atrophic  uterus  upward  and  to  the  left  was 
a  rather  tender  cystic  tumor,  which  was  part  of  the  mass  pro- 
truding above  Poupart's  ligament.  The  mass  was  immovable 
and  its  surface  still  seemed  somewhat  irregular.  Considering 
the  fact  that  both  tubes  and  ovaries  had  been  removed  and 
every  indication  of  resulting  atrophic  changes  was  present,  I 
was  at  a  loss  to  explain  the  cause  or  even  guess  at  the  character 
of  the  tumor. 

Celiotomy  was  performed  on  November  18,  1899.  The  her- 
nial sacs  and  abdominal  cavity  were  opened  in  the  usual  man- 
ner. The  uterus  was  seen  to  be  small  and  atrophic,  and  dis- 
placed by  a  cystoma,  the  size  of  a  large  grape  fruit,  growing 
quite  deeply  in  the  pelvic  cavity  and  completely  separating  the 
peritoneal  layers  of  the  right  broad  ligament.  There  were  no 
intestinal  adhesions,  no  old  ligatures  or  stumps,  or  indication 
of  remaining  ovarian  tissue,  but  the  surfaces  of  both  ligaments 
and  the  uterus  were  smooth  and  normal.  The  superior  surface 
of  the  broad  ligament  was  incised  from  the  pelvic  wall  to  the 
uterus,  the  blood-vessel  supply  being  controlled  by  ligatures 
placed  at  the  uterine  cornu  and  pelvic  wall.  The  cystic  tumor, 
which,  from  its  bluish-gray  color,  was  easily  determined  to  be 
a  dermoid  cystoma,  was  enucleated  from  its  bed  without  much 
diflficulty.  The  capsule  was  somewhat  adherent  to  the  inner 
surfaces  of  the  broad  ligament,  lateral  uterine  wall,  and  floor 
of  the  pelvis.  The  bleeding  from  the  cavity  from  which  the 
cystoma  had  been  enucleated  was  not  profuse,  except  at  the 
uterus,  where  the  utero-ovarian  vessels  were  injured.  Several 
attempts  to  control  this  uterine  bleeding  were  made  by  ligature, 
but  it  was  finally  found  necessary  to  also  remove  the  uterus. 
Attention  was  then  directed  to  the  cure  of  the  hernia,  and  the 
abdomen  closed.  The  patient  made  a  perfectly  normal  con- 
valescence, and  left  the  hospital  four  weeks  after  operation, 
free  from  all  previous  symptoms. 

Macroscopical  Description  of  Specimens. — The  specimens 
were  composed  of  a  dermoid  cyst  the  size  of  a  grape  fruit,  and 
the  body  of  a  small,  atrophied  uterus. 

The  cystoma  was  of  a  grayish-blue  color  and  about  globular 
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in  shape,  measuring  30  and  35  centimetres  in  circumference 
and  10  and  12  centimetres  in  diameter.  The  external  surface 
was  covered  with  small  adhesions,  otherwise  it  was  smooth  and 
regular.  On  incision  the  cj^stoma  was  found  to  be  composed 
of  a  large  and  small  loculus,  separated  by  a  very  thin  septum 
(1  millimetre).  Both  loculi  were  filled  with  the  usual  seba- 
ceous material,  of  a  brownish-yellow  color  in  the  large  and  yel- 
low in  the  small  loculus.  The  material  from  both  loculi  solid- 
ified on  becoming  cold.  The  internal  surface  of  the  large 
loculus  was  a  mottled  white  and  bluish-black  color,  and  smooth 
and  regular  except  over  a  circular  area  4  and  5  centimetres  in 
diameter.  Here  the  surface  was  roughened  and  resembled  the 
character  of  skin,  and  the  cyst  wall  was  much  thickened, 
measuring  2  centimetres  in  the  centre  and  generally  0.5  centi- 


FiG.  1.— Diagram  of  Beyea's  case. 

metre  at  the  periphery.  In  the  centre  of  this  mass  there  was 
a  small  prominence  which  very  much  resembled  the  nipple  of 
a  mammary  gland.  The  entire  mass  was,  therefore,  about  the 
shape  of  an  undeveloped  mammary  gland.  About  half  of  the 
mass  was  of  the  consistence  of  fat  tissue,  and  the  other  half 
the  consistence  of  mixed  bony  and  cartilaginous  tissue.  On 
making  an  incision  through  the  softer  tissue  it  was  macro- 
scopically  composed,  throughout  the  entire  thickness,  of  pure 
fat.  An  incision  through  the  denser  tissue  entered  a  minute 
loculus,  which  contained  a  few  drops  of  semi-fluid  mucoid  ma- 
terial. In  the  tissue  between  the  fat  and  this  small  loculus, 
beneath  the  surface  and  embedded  in  the  substance  of  the 
mass,  irregularly  placed,  were  seven  solid,  bony  bodies.  They 
were  triangular  in  shape,  opaque,  measured  2  by  5  millimetres^ 
and  one  end  of  each  was  attached  to  the  cartilaginous  tissue. 
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They  in  every  way  resembled  undeveloped  teeth.  To  the  op- 
posite side  of  the  fat  tissue,  separated  by  a  very  thin  fibrous 
wall,  was  a  small,  oblong  loculus  containing  a  mass  of  shed 
and  attached  black  hair,  averaging  7  inches  in  length.  The 
hair  was  covered  with  a  small  amount  of  sebaceous  material. 
The  internal  surface  of  the  smaller  loculus  was  smooth  and  of 
a  grayish-white  color.  The  walls  of  both  loculi  were  very  thin, 
3  millimetres  in  thickness,  and  composed  of  dense  fibrous  tissue. 

The  uterine  body  was  about  one-fourth  the  size  of  the  normal 
multiparous  uterus,  measured  3.5  centimetres  in  length  and  2.2 
centimetres  in  thickness.  The  endometrial  surface  was  smooth 
and  appeared  atrophic. 

Microscopical  Examination  of  Specimens. — Portions  of 
tissue  were  taken  from  the  cyst  wall  and  described  mass  of 
tissue  and  from  the  wall  of  the  uterus  for  microscopical  exam- 
ination. All  sections  showed  the  internal  surface  of  the  cyst 
wall  covered  with  a  thin  layer  of  stratified  squamous  epitheli- 
um. There  were  no  papillae.  Immediately  beneath  the  epithe- 
lium there  was  a  wall  of  dense  connective  tissue  containing  a 
large  number  of  sebaceous  glands,  and  in  a  few  places  collec- 
tions of  small  round  cells.  Also,  in  the  sections  taken  from 
the  wall  of  the  loculus  containing  hair,  there  were  a  number  of 
hair  follicles.  The  mass  of  tissue  resembling  an  undeveloped 
mammary  gland  was  composed  of  fat  and  connective  tissue. 
No  glandular  tissue  could  be  found.  The  endometrium  was 
atrophied,  composed  of  a  thin  layer  of  stroma  cells  containing 
a  few  tubular  glands. 

The  only  question  of  doubt  which  could  arise  as  regards  the 
primary  origin  and  development  of  this  dermoid  cystoma  in  the 
pelvic  connective  tissue  is  that  at  the  operation  twelve  years 
before  all  ovarian  tissue  might  not  have  been  removed,  and 
from  such  remaining  ovarian  tissue  the  cystoma  developed. 
There  is,  however,  strong  evidence  in  the  clinical  history  fol- 
lowing the  first  operation,  and  from  the  anatomical  changes 
found  at  this  last  operation,  to'  prove  that  no  such  ovarian  tissue 
could  have  been  present.  The  occurrence  of  three  menstrual 
periodsimmediately  after  complete  bilateral  salpingo-oopborec- 
tomy  for  pelvic  inflammatory  disease  is  not  very  uncommon, 
even  when  all  ovarian  tissue  has  been  removed,  and  there  is 
therefore  no  reason  to  believe  that  such  was  not  the  case  in  this 
instance.  For  twelve  years  the  patient  had  not  menstruated, 
which  would  prove  that  at  least  no  functionating  ovarian  tissue 
existed.     At  the  last  operation  not  the  slightest  indication  of 
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remaining  ovarian  tissue,  pedicle,  or  ligature  could  be  dis- 
<;overed.  The  uterine  body,  vaginal  vault,  vagina,  and  vulva 
showed  the  usual  advanced  atrophic  changes  found  in  the  post- 
climacteric period  of  life.  The  uterus,  macroscopically  and 
microscopically,  was  quite  completely  atrophied.  The  cystoma 
developed  quite  deeply  between  the  layers  of  the  broad  liga- 
ment. Had  the  cystoma  developed  from  ovarian  tissue  in  the 
•old  pedicle  or  from  ovarian  tissue  attached  to  the  surface  of  the 
l)road  ligament,  it  would  have  no  doubt  grown  in  the  direction 
of  least  resistance,  into  the  peritoneal  cavity,  and  not  between 
ihe  layers  of  the  broad  ligament. 

From  these  facts  there  is  every  reason  to  support  the  belief 
that  the  position  of  development  in  this  case  was  in  the  con- 
nective tissue  of  the  broad  ligament,  and  it  must  be  granted  to 
be  an  instance  of  the  class  of  dermoid  cystoma  which  primarily 
forms  in  the  pelvic  connective  tissue,  as  described  by  Sanger, 
De  Quervain,  and  others. 

For  the  farther  study  of  these  tumors  I  have  followed  the 
plan  of  Sanger  and  De  Quervain,  making  a  careful  search 
through  the  literature  for  cases  which  in  my  judgment  may  be 
considered  to  be  the  primary  pelvic  connective-tissue  dermoid. 
As  a  result  of  this  investigation  I  offer  the  following  short 
resume  of  twenty-two  cases. 

1.  Birkett  (1859).  JEtat.  25  years.  Tumor  observed  for 
two  years.  Pain  in  tumor.  Dermoid  cystoma,  size  of  a  wal- 
nut, to  the  right  of  anal  fold,  chiefly  between  rectum  and  coccyx. 
Thick  fibrous  capsule;  sebaceous  dermoid  contents.  Incision 
and  enucleation.     Recovery. 

2.  Manuel  (1864).  Dermoid  cystoma  size  of  a  pigeon's  egg, 
with  dermoid  sebaceous  contents.  In  connective  tissue  be- 
tween peritoneum  and  levator  ani  muscle,  to  left  of  median 
line.     (Postmortem.) 

3.  Manuel  (1864).  Cystoma  the  size  of  a  hen's  egg,  with 
dermoid  sebaceous  contents.  Position  the  same.  (Postmor- 
tem.) 

4.  Deahna  (1875).  ^tat.  18  years.  Severe  pain  in  abdo- 
men, vomiting,  painful  micturition  and  defecation,  tympanites. 
Retrorectal  cystoma,  reaching  from  anus  to  pelvic  brim  and 
toward  left  side.  Rectum  and  vagina  complicated.  Contained 
epithelium  and  yellow  sebaceous  material.  Puncture  through 
rectum.  Incision  of  cyst  between  rectum  and  sacrum.  Sup- 
puration involving  rectum  and  vagina.  Continued  ten 
months. 
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5.  Walzberg  (187o).  >Etat.  2G  years.  Three  cystomata^ 
size  of  a  plum  to  fist,  between  coccyx  and  anus  and  toward  left 
side,  extending  deep  in  pelvis.  Contained  dermoid  sebaceous 
material,  including  plate  of  bone.  Wall  covered  with  squa- 
mous and  cylindrical  epithelium.  Partial  extirpation.  Re- 
covery with  fistula. 

6.  Weinlechner  (1877).  Two  dermoid  cystomata  developing 
in  tissue  in  front  of  coccyx.  Partial  extirpation  and  partial 
destruction  with  nitric  acid. 

7.  Solowjew  (1883).  J^tat.  29  years.  Irregular  menses^ 
pain  in  limbs,  and  nervousness.  Cystoma  behind  rectum  and 
filling  left  true  pelvis;  contained  grayish-yellow  fluid,  with 
cholesterin  crystals  and  fat.  Puncture  per  vaginam,  then  inci- 
siou  to  left  of  anus,  followed  by  partial  enucleation  of  cystoma. 
Suppuration.     Recovery  after  two  months. 


Fig.  2.— Diagram  of  Sanger's  case. 

8.  Emmet  (1884).  Recurring  pelvic  peritonitis,  dysmenor- 
rhea. Dermoid  cystoma  beneath  peritoneum  of  Douglas'  cul- 
de-sac.  Celiotomy,  enucleation,  left  tube  removed;  ovary, 
because  of  adhesions,  not  found. 

9.  Trzebicki  (1884).  ^tat.  35  years.  Cystoma  observed  for 
a  year  and  a  half.  Pressure  symptoms.  Tumor,  size  of  a  child's 
head,  in  the  left  gluteal  region,  extending  into  and  filling  left 
half  of  true  pelvis.  Dermoid  sebaceous  contents,  including 
hair,  epithelium,  cholesterin  crystals.  Wall:  squamous  epithe- 
lium. Incision  and  drainage.  Six  weeks  later  incision  from 
perineum  and  enucleation.  Suppuration.  Recovery  after  ten 
months. 

10.  Biernacki  (is87).  ^tat.  28  years.  Cystoma  observed 
at  labor  and  as  obstruction  to  labor.  Dermoid  cystoma  be- 
tween sacrum  and  rectum,  extending  into  vagina.     Dermoid 
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sebaceous  contents,  including  hair.  Puncture  through  rectum 
during  labor,  suppuration,  fistula,  many  incisions,  finally 
incision  through  rectum,  followed  by  recovery  after  four 
months. 

11.  Sanger  (1890).  ^tat.  -42  years.  Cystoma  obstructed 
the  last  three  of  nine  labors.  Pressure  symptoms.  Dermoid 
cystoma  size  of  a  child's  head  in  right  half  of  pelvis,  displacing 
vagina  and  rectum  toward  the  left,  and  uterus  upward  and  to 
left.  Dermoid  sebaceous  contents,  with  flat  epithelium,  fatty 
detritus,  and  cholesterin  crystals.  Puncture  through  rectum  ;^ 
then,  nine  months  later,  perineotomy,  enucleation,  leaving  a 
part  of  cj^st  wall.     Gauze  pack.     Recovery  after  two  months. 

12.  Goodell  (1890).  ^tat.  34-  years.  Cystoma  observed 
seventeen  years,  increasing  in  size  for  two  years.  Exhausting 
menorrhagia.     Dermoid   cystoma    weighing    fifteen    pounds, 
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Fig.  3.— Diagram  of  Sanger's;case. 

developing  from  left  broad  ligament  and  having  a  peritoneal 
pedicle.  Both  tubes  and  ovaries  normal.  Celiotomy  and  enu- 
cleation.    Recovery. 

13.  Page  (1891).  Swelling  observed  twenty  years,  slowly 
increasing  in  size  and  for  two  months  causing  symptoms. 
Dermoid  cystoma  weighing  three  pounds,  between  rectum  and 
sacrum,  displacing  uterus,  vagina,  and  rectum  forward.  Der- 
moid sebaceous  contents,  including  hair.  Puncture  through 
rectum,  suppurating  cystoma,  immediately  followed  by  enucle- 
ation through  incision  between  rectum  and  vagina.  Drainage. 
Recovery. 

14.  Abel  (1893).  Demonstrated  specimen  removed  by  celi- 
otomy. Dermoid  cystoma  of  right  broad  ligament.  Dermoid 
sebaceous  contents,  including  hair,  bone,  and  eight  teeth. 
Right  tube  and  ovary  present.     Recovery. 
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15.  Schulze  (1894).  ^'Etat.  33  years.  Observed  during  labor. 
Difficult  defecation  and  pain  wbile  in  sitting  position.  Two 
dermoid  cystomata  between  rectum  and  posterior  pelvic  wall, 
extending  from  anal  region  to  sacro-iliac  joint.  Ovaries  nor- 
mal. Dermoid  contents.  Puncture  from  anal  region.  Two 
months  later  enucleation  through  incision  extending  from  coc- 
cyx to  anus.     Drainage.     Recovery. 

16.  Hofe  (1896).  ^tat.  37  years.  Tumor  observed  six 
years.     Pain  in  tumor.     Dermoid  cystoma  size  of  child's  head 


Fig.  4.— Diagram  of  Skutch's  case  (20). 

in  left  gluteal  region,  reaching  to  pelvic  brim  and  separating 
layers  of  broad  ligament.  Both  ovaries  palpable.  Rectum 
displaced  to  the  right.  Dermoid  contents,  cholesterin,  epithe- 
lium, fatty  detritus.  Wall  covered  with  squamous  epithelium. 
Enucleation  by  perineotomy.  Drainage.  Suppuration.  Re- 
covery after  seven  weeks. 

17.  Colonna  (1896).  ^fcat.  28  years.  Pressure  symptoms. 
Dermoid  cystoma  lying  four  centimetres  above  anal  open- 
ing, displacing  rectum  to  right ;   upper  margin  could  not  be 
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readied.    Dermoid  contents.    Enucleation  through  parasacral 
incision.     Recovery  after  twenty-six  days. 

18.  Rendu  (1896).  JEtat.  42  years.  Dermoid  cystoma  of 
left  broad  ligament,  extending  above  umbilicus.  Dermoid 
contents,  including  hair.  Separated  layers  of  broad  ligament. 
Celiotomy,  enucleation,  packing  cavity  with  gauze.     Recovery. 

19.  De  Quervain  (1898).  .^tat.  58  years.  Male.  Symp- 
toms for  eighteen  years.  Painful  micturition  and  defecation. 
Finally  retention  of  urine.  Dermoid  cystoma  filling  entire 
•small  pelvis.  Rectum  displaced  to  right.  Dermoid  contents, 
detritus,  epithelial  cells,  and  cholesterin.  Wall  covered  with 
squamous  epithelium.  Incision  and  drainage.  Three  weeks 
later  removal  of  upper  half  through  hypogastric  incision,  then 
three  weeks  later  removal  of  lower  half  by  parasacral  incision. 
Recovery. 

20.  Skutsch  (1899).  ^tat.  28  years.  Four  and  a  half 
months  pregnant.  Observed  three-quarters  of  a  year.  Pain 
in  sacral  and  right  inguinal  region,  dysuria,  and  difficult  defe- 
■cation.  Dermoid  cystoma  on  left  side  behind  rectum,  reaching 
from  pelvic  inlet  to  sacrum,  coccyx,  and  levator  ani  muscle. 
Rectum  displaced  upward;  pregnant  uterus  upward  and  to 
left.  Brownish-yellow  dermoid  contents,  epithelium, .  fatty 
■detritus,  cholesterin,  and  peptone.  Wall  covered  with  squa- 
mous epithelium.  Perineotomy,  puncture,  partial  enucleation 
and  resection,  and  packing  with  gauze.  Recovery  after  two 
months.     Normal  labor.     Fistula. 

21.  Skutsch  (1899).  .F:tat.  22  years.  Pain  in  lower  ab- 
domen and  sacrum,  tenderness  below  umbilicus.  Dermoid 
cystoma  in  left  half  of  pelvic  cavity  behind  rectum,  extending 
from  pelvic  brim  to  sacrum  and  levator  ani  muscle.  Rectum 
displaced  forward  and  to  right,  uterus  forward  and  upward. 
Dermoid  contents  (yellow),  pseudomucin.  Microscopically 
dermoid.  Perineotomy,  puncture,  complete  enucleation,  and 
packing  with  gauze.     Recovery  after  two  months. 

22.  Beyea  (1900).  ^^tat.  38  years.  Indefinite  pain  in  lower 
abdomen.  Ventral  hernia.  Dermoid  cj^stoma,  size  of  grape 
fruit,  deep  in  pelvis  between  layers  of  right  broad  ligament. 
Bilateral  salpingo-oophorectomy  twelve  years  before.  Ute- 
rus displaced  upward  and  to  left;  also  slightly  displaced 
vagina.  Dermoid  contents,  including  hair,  undeveloped  teeth, 
sebaceous  glands,  and  squamous  epithelium.  Celiotomy,  enu- 
cleation, and  supravaginal  hysterectomy.     Recovery. 

From  the  description  of  these  cases  it  is  apparent  that  one  is 
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not  able  to  determine  the  actual  primary  position  of  develop- 
ment of  the  cystoma,  for  the  growth  of  the  tumor  in  each  in- 
stance was  well  advanced  and  the  normal  anatomical  relations 
of  the  pelvic  organs  were  much  disturbed.  The  only  know- 
ledge to  be  gained  in  this  direction  must  be  concluded  from  the 
amount  and  direction  of  displacement  of  organs  and  structures, 
particularly  the  rectum.  We  find  that  the  cystoma  in  12  of 
the  cases  grew  behind  and  displaced  the  rectum,  the  rectum 
being  displaced  upward  most  frequently,  frequently  toward 
the  right,  and  only  in  one  instance  toward  the  left  (Sanger). 
It  would  seem  that  in  these  12  cases  the  tumor  primarily  de- 
veloped in  the  retrorectal  connective  tissue,  and  in  the  cases 
of  Walzberg,  Trzebicki,  Deahna,  Solowjew,  Schulze,  Colonna,. 
De  Quervain,  and  Skutsch  in  the  left  retrorectal  connective 
tissue.  In  the  cases  of  Biernacki  and  Page  the  dermoid  occu- 
pied a  position  in  the  median  line,  but  was  also  retrorectal 
In  3  cases  (flannel  2,  Emmet  1)  the  cystoma  was  beneath  the 
peritoneum  in  Douglas'  cul-de-sac;  in  the  cases  of  Mannel,  be- 
tween the  peritoneum  and  the  levator  ani  muscle.  Hofe 
thought  that  in  his  case  the  cystoma  primarily  developed  deep 
in  the  pelvic  connective  tissue,  and  with  the  increase  of  size  it 
had  separated  the  layers  of  the  left  broad  ligament.  Rendu 
describes  the  cystoma  as  developing  between  the  layers  of  the 
left  broad  ligament;  Goodell,  that  the  cystoma  was  covered 
with  peritoneum,  which  formed  a  pedicle,  the  tube  and  ovary 
of  this  side  being  normal.  In  our  own  case  the  cystoma  must 
have  developed  primarily  deep  between  the  layers  of  the  right 
broad  ligament;  also  in  the  case  of  Abel  the  cystoma  was  in 
the  right  broad  ligament. 

Classing  these  tumors,  then,  from  the  direction  of  displace- 
ment of  other  organs,  and  assuming  that  they  develop  in  the 
connective  tissue  beneath  such  organs,  we  would  divide  them 
into  three  groups: 

1.  Dermoid  cystoma  of  the  retrorectal  pelvic  connective  tis- 
sue, most  frequently  occupying  a  position  in  the  left  pelvic 
cavity,  less  frequently  the  median  line,  and  rarely  in  the  right 
pelvic  cavity  (13). 

2.  Dermoid  cystoma  of  the  connective  tissue  of  the  broad 
ligament,  left  (3)  or  right  (2). 

3.  Dermoid  cystoma  of  the  retroperitoneal  connective  tissue 
between  the  peritoneum  of  Douglas'  cul-de-sac  and  the  levator 
ani  muscle  (4). 

In  the  development  of  the  cyst  the  uterus,  vagina,  and  blad- 
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•der  were  variously  displaced;  the  uterus  usually  forward,  either 
in  the  median  line  or  to  the  side;  the  vagina  upward  with  the 
rectum,  as  particularly  shown  in  the  case  of  Page.  The  posi- 
tion of  the  bladder  was  not  infrequently  disturbed,  even  to  the 
production  of  retention  of  urine.  In  the  greater  number  of 
cases  (all  those  which  did  not  primarily  develop  in  the  broad 
ligaments,  except  that  of  Hofe)  the  uterus  was  displaced  up- 
ward without  separating  the  peritoneal  layers  of  the  broad 
ligaments.  The  development  of  the  cystoma  in  the  broad  liga- 
ments has  been  thought  to  be  less  frequent,  but  adding  the 
cases  of  Rendu,  Goodell,  Abel,  and  our  own  case,  it  is  to  be 
placed  as  the  second  site  of  frequency. 

The  size  of  the  cystomata  varied.  The  smallest  dermoid 
developing  in  connective  tissue  is  described  by  Marchand,  who 
found  postmortem  in  the  case  of  a  young  child  a  nodule  the 
size  of  a  large  pinhead  in  the  posterior  layer  of  the  broad  liga- 
ment below  the  left  ovary.  This  nodule  microscopically  showed 
the  elements  of  the  epidermis,  and  Marchand  believed  it  to  be 
a  small  dermoid  of  the  broad  ligament.  The  nodule  was  an 
undeveloped  dermoid,  and  the  case  is,  therefore,  not  placed  in 
the  table.  Of  the  cases  we  describe,  the  smaller  were  the  size 
of  a  pigeon's  egg  and  plum.  As  examples  of  the  larger  are 
the  cases  of  Goodell  and  Rendu — fifteen  pounds  in  one,  and  in 
the  other  the  tumor  reached  above  the  umbilicus.  In  most 
cases  the  tumor  was  smaller  than  the  size  of  a  grape  fruit. 

The  cystoma  in  all  was  evidently  easily  enucleated  and  with- 
out much  bleeding,  as  noted  by  De  Quervain;  there  was  no 
increase  of  connective  tissue  about  the  capsule,  as  is  described 
by  Ziegler  in  dermoids  of  another  class.  In  the  case  we  de- 
scribe the  hemorrhage  resulted  from  necessary  injury  to  the 
utero-ovarian  vessels  in  accomplishing  the  enucleation  on  the 
uterine  side.  There  was  some  hemorrhage  in  Case  20  because 
of  the  hyperemia  of  pregnancy.  We  would  call  attention  to 
the  fact  that  the  fibrous  capsule,  at  least  in  our  case,  was  un- 
usually thin. 

The  pathological  anatomy  of  the  wall  of  the  cystoma  and  its 
contents  is  not  of  uncommon  interest.  The  walls  were  com- 
posed of  a  layer  of  squamous  epithelium  and  a  layer  of  fibrous 
tissue,  the  first  having  more  or  less  the  arrangement  of  the 
skin.  Walzberg  found  squamous  and  cylindrical  epithelial 
cells.  The  connective-tissue  wall  contained  no  papillse  in  the 
case  of  Hofe,  but  in  those  of  Trzebicki  and  De  Quervain 
the  papillae  were  quite  distinct.     The  contents  was  a  brown 
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or  yellow  fluid,  containing  detritus,  cholesterin  crystals,  flat 
epithelial  cells,  and  sometimes  masses  of  epidermis.  Hair  was 
found  in  5  cases,  bone  in  1,  and  teeth  in  2.  The  form  of  the 
cystoma  was  round  or  oval  in  the  smaller  and  irregular  in  the 
larger,  corresponding  with  the  shape  of  the  cavity  occupied. 

As  regards  the  histological  etiology,  we  are  able  to  offer  no 
information  other  than  that  they  develop  in  the  pelvic  connec- 
tive tissue,  and  resemble,  for  this  reason,  the  dermoids  devel- 
oping in  connective  tissue  of  the  inferior  pelvic  connective  tissue 
area  (ischio-rectal  fossa)  and  the  connective  tissue  of  the  eye. 

Previously  it  was  believed  ( Walzberg  and  Biernacki)  that  such 
retroperitoneal  pelvic  dermoid  cystomata  had  their  primary 
origin  in  the  ovary,  but  since  the  publication  of  Sanger's  studies 
and  those  of  Schulze,  Page,  Hofe,  with  the  report  of  a  typical 
case  in  a  male  subject  by  De  Quervain,  and  now  our  own  case, 
we  have  very  positive  proof  of  the  rare  occurrence  of  the  pelvic 
connective-tissue  dermoid  here  described.  We  can  assert  that 
it  is  in  no  way  associated  with  the  ovary. 

The  ovary  was  found  normal  or  independently  diseased  in 
several  instances  (Manuel,  Emmet,  Goodell,  and  Skutsch);  and 
where  the  form  of  treatment  did  not  make  it  possible  to  deter- 
mine the  actual  condition  of  the  ovary,  there  was,  from  the 
anatomical  relations  of  the  cystoma,  every  reason  to  believe  the 
ovary  was  not  diseased.  In  the  case  of  De  Quervain  and  our 
own  case  an  ovarian  origin  was  impossible.  There  are,  no 
doubt,  ovarian  dermoids  which  become  separated  from  their 
attachment  to  the  ovary  and  adherent  in  Doug  as'  cul-de-sac, 
or  they  secondarily  develop  between  the  layers  of  the  broad 
ligament.  Such  cases  have  been  observed  since  the  time  of 
Rokitansky,  and  man}"  operators  have  described  them.  The 
secondary  dermoid  cystoma  of  Douglas'  cul-de-sac  is  found  in 
front  of  the  rectum  and,  as  a  rule,  in  the  peritoneal  cavity;  if 
peritoneal,  always  between  the  layers  of  the  broad  ligament. 

Considering  the  possibility  of  an  ovarian  origin,  these  cys- 
tomata, from  their  disturbance  of  the  pelvic  organs  and  perito- 
neum, are  to  be  compared  with  the  better  studied  papillary  cyst- 
adenoma  of  the  ovary  and  the  parovarian  cyst,  developing  from 
the  parenchyma  of  the  ovary  and  from  the  parovarium.  The 
papillary  cyst-adenoma  is  not  rarely  a  retroperitoneal  tumor, 
but  we  find  that  it  first  separates  the  peritoneal  layers  of  the 
mesosalpinx,  then  the  broad  ligament  proper,  and  only  when 
of  large  size  displaces  the  pelvic  organs  by  growing  in  the 
retroperitoneal  pelvic  cavity.  On  the  other  hand,  the  der- 
moid developing  in  pelvic  connective  tissue  always  grows  pri- 
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marily  deep  in  the  pelvis,  and  only  rarely  between  the  layers 
of  the  broad  ligament.  It  never  separates  the  layers  of  the 
mesosalpinx.  In  most  cases  the  broad  ligaments  have  remained 
normal  (16),  even  though  the  growth  was  of  large  size.  The 
papillary  cyst-adenoma  partially  or  completely  destroys  the 
ovary. 

Whether  the  pelvic  connective-tissue  dermoid  can  have  its 
origin  in  the  remains  of  embryonal  structures  found  in  this 
position  can  only  be  surmised. 

The  age  of  the  patients  varied  between  18  and  58  years. 
Considering,  however,  that  in  many  instances  the  tumor  was 
known  to  have  existed  for  years,  no  accurate  variation  of  age 
is  determinable.  They  are  evidently  most  often  found  during 
the  period  of  sexual  activity. 

The  fact  that  in  all  but  one  case  the  patient  was  a  female 
may  possibly  be  explained  by  the  greater  folding  of  tissues  of 
the  pelvis  in  the  female,  and  thus  the  greater  opportunity  for 
infolding  of  the  epiderm. 

The  subjective  symptoms  produced  by  the  presence  and 
growth  of  the  tumor,  when  present,  are  not  characteristic. 
They  were  caused  either  by  pressure  on  nerves,  on  organs,  dis- 
turbing their  function,  hyperemia  or  inflammation  of  the 
cystoma.  The  onset  of  symptoms  was,  as  a  rule,  insidious 
and  appeared  only  when  the  tumor  was  quite  well  developed, 
the  larger  tumors  being  associated  with  the  most  pronounced 
symptoms.  The  pressure  symptoms  were:  difficult  defecation 
and  dysuria  (5),  pain  in  limbs  (1),  pain  while  in  the  sitting 
position  (1).  There  was  exhausting  menorrhagia  in  1,  irregu- 
lar menstruation  in  1,  and  dysmenorrhea  in  1.  There  was 
pain  in  the  tumor  in  4,  due  probably  to  inflammation  of  the 
cystoma  in  3.  The  tumor  was  discovered  as  an  obstruction  to 
labor  in  3,  during  labor  in  1,  and  during  pregnancy  in  an- 
other. The  presence  of  the  tumor  was  thought  to  be  the  cause 
of  miscarriage  in  3.  It  was  discovered  accidentally  in  3  cases 
and  post  mortem  in  2.  The  discovery  of  the  tumor,  presum- 
ably by  the  patient,  occurred  in  8  cases,  and  in  these  8  cases 
the  tumor  had  been  kaown  to  have  existed  for  three- fourths, 
one  and  a  half,  two,  four,  five,  seventeen,  eighteen,  and 
twenty  years.  Spontaneous  attacks  of  pain  and  feeling  of 
weight  in  the  pelvis  were  not  infrequent  symptoms.  By 
bimanual  vaginal  examination  a  tumor  was  always  discovered 
low  in  the  pelvis,  immovable,  and  displacing  the  pelvic  organs 
upward  or  to  the  side.  From  its  position  it  was  often  deter- 
mined to  be  a  retroperitoneal  pelvic  tumor. 
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The  diagnosis  of  a  dermoid  cystoma  was  not  made  in  any 
case  except  by  puncture.  The  prognosis  from  this  study  of 
the  cases  reported  may  be  said  to  be  good;  all  cases  thus  far 
described  have  finally  gotten  well. 

The  treatment  practised  in  the  22  cases,  as  far  as  we  can 
determine,  was  as  follows:  The  cj^stoma  was  punctured  in  10 
cases — through  the  rectum  in  5  (2  during  labor),  the  vagina  1, 
the  hypogastrium  1,  the  anal  region  1,  and  over  the  most  prom- 
inent position  of  the  tumor  in  the  perineum  in  2.  In  3  of  the 
5  punctured  through  the  rectum  acute  infection  and  suppura- 
tion resulted.  In  the  other  cases  there  was  no  reaction,  also 
in  the  one  punctured  in  the  anal  region. 

Puncture  in  all  other  cases  was  soon  followed  by  partial 
or  complete  enucleation  of  the  cystoma.  In  the  case  of  De 
Quervain  puncture  was  necessary  to  relieve  the  retention  of 
urine.  It  is  to  be  noted  that  puncture  through  the  rectum  was 
frequently  followed  by  infection,  while  that  in  other  positions 
was  harmless.  Puncture  may  therefore  be  safely  practised  to 
relieve  severe  symptoms  or  when  the  cystoma  complicates 
labor. 

Surgical  treatment  was  jDractised  in  16  cases.  The  tumor 
was  removed  by  perineal  or  parasacral  incision  in  7^  cases,  the 
removal  being  complete  in  all  but  2;  in  one  case  a  small  por- 
tion of  the  cyst  wall  was  left  remaining  (Sanger),  in  the  other 
a  considerable  portion  (Skutsch).  The  cystoma  was  completely 
enucleated  and  removed  by  an  abdominal  incision  in  5  cases 
(Emmet,  Goodell,  Rendu,  Abel,  and  Beyea);  by  abdominal 
and  perineal  incision  in  1,  two  sittings  being  necessary.  Par- 
tial extirpation  with  drainage  was  the  operation  in  3  cases 
(Weinlechner,  Solowjew,  Walzberg),  incision  and  drainage 
from  perineum  in  2  cases  and  from  rectum  in  1.  Fistula, 
more  or  less  pernaanent,  occurred  in  3  cases. 

For  the  consideration  of  the  operative  methods  best  adapted 
to  the  removal  and  cure  of  such  cases,  as  concluded  from  this 
study,  we  would,  with  De  Quervain,  separate  the  cases  into 
three  groups: 

1.  Cases  in  which  the  cystoma  grows  deeply  in  the  true  pel- 
vis and  approaches  the  levator  ani  muscle  and  perineum,  as 
the  case  of  Sanger. 

2.  Cases  in  which  the  cystoma  grows  in  the  upper  portion  of 
the  true  pelvis  and  is  partially  an  abdominal  growth. 

3.  Cases  in  which  the  cystoma  occupies  a  position  in  the 
lower  portion  of  the  true  pelvis,  but  does  not  approach  the 
perineum. 
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In  the  cases  of  the  first  group  it  is  always  advisable  to  ope- 
rate by  a  perineal  incision,  always  completely  enucleating  the 
cystoma  and  packing  the  cavity  with  gauze.  In  such  cases 
celiotomy  and  enucleation  is  impossible,  impractical,  and  much 
more  dangerous.  Puncture,  except  through  the  rectum,  under 
aseptic  precautions,  is  permissible  when  the  tumor  complicates 
labor  or  to  relieve  severe  symptoms,  but  should  soon  be  fol- 
lowed by  complete  enucleation. 

The  cystomata  in  the  cases  of  the  second  group  are  best  treated 
by  celiotomy  and  enucleation,  observing  the  usual  precautions 
for  dermoid  cystoma.  The  site  of  enucleation  may  be  covered 
with  peritoneum  and  the  abdomen  closed  without  drainage. 
(In  other  cases  it  may  be  necessary  to  pack  the  cavity  of  enu- 
f;leation  with  gauze  or  introduce  other  forms  of  drainage. 

In  cases  which  combine  the  first  and  second  groups,  extend 
into  the  lower  half  of  the  pelvis  as  well  as  toward  the  abdomen, 
and  are  retrorectal,  the  choice  of  method  of  operative  procedure 
seems  best  left  to  the  judgment  of  the  individual  operator. 
The  danger  of  rupture  of  the  cystoma  during  operation  by  the 
abdominal  incision  would  make  the  perineal  method  somewhat 
safer.  Page  was  able  to  successfully  and  satisfactorily  enu- 
cleate such  a  C5"stoma  from  the  perineum,  even  though  it 
extended  to  the  umbilicus,  was  inflamed  and  strongly  adherent. 

The  cases  of  the  third  group  are  best  removed  by  perineal 
incision,  as  in  the  case  of  Sanger. 

The  method  of  perineal  operation  which  would  seem  to  give 
the  greatest  manipulative  power  and  yet  not  allow  injury  to 
important  structures  is  that  devised  by  Sanger.  The  patient 
is  placed  in  the  dorso-sacral  position.  A  skin  incision  8  centi- 
metres long  is  made  from  the  posterior  third  of  the  labium 
majus  backward  to  a  point  2  centimetres  from  the  anus, 
Sach  an  incision  would  describe  a  line  midway  between  the 
anus  and  tuberosity  of  the  ischium.  After  sagittal  section  and 
separation  of  the  levator  ani  muscle,  the  hand  may  be  intro- 
duced and  the  cystoma  enucleated.  There  is  no  danger  of 
injury  to  blood  vessels,  nerves,  the  ureter,  vagina,  or  rectum. 
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(With  illustration.) 


The  importance  of  this  topic  is  my  excuse  for  reiterating^ 
the  views  which  I  hold,  based  on  no  inconsiderable  experience 
with  puerperal  infection  in  hospital  and  consulting  practice. 
Whilst  opinion  is  fairly  well  settled  in  respect  to  the  treatment 
of  that  form  of  puerperal  infection  denominated  sapremia,  the 
common  form  of  infection,  we  are  still  at  sea  in  regard  to  that 
rare  form  of  infection  which  for  descriptive  purposes  I  would 
call  the  lymphatic.  The  reason  for  uncertainty  of  opinion  is 
simply  that  most  of  us  frankly  admit  the  difficulty  of  reaching 
a  positive  diagnosis  of  the  latter  form  at  an  early  enough 
stage  for  surgery  to  be  of  avail.  This  is  the  situation  in  a  nut- 
shell. We  all  know  how  to  operate  in  the  presence  of  indica- 
tion; it  is  no  longer  a  wonderful  thing  for  any  one  to  be  able 
to  herald  the  fact  that  he  has  opened  the  abdominal  cavity  and 
'  Read  before  the  Harvard  Medical  Society,  March,  1900. 
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extirpated  the  organs  of  reproduction  one  or  more  times;  it 
remains,  however,  to-day  as  ever,  a  reprehensible  thing,  cer- 
tainly a  thing  to  be  ashamed  of,  to  be  obliged  to  admit  that 
operation,  short  of  one  of  a  major  type,  might  have  sufficed 
for  the  woman  and  left  her  with  procreative  organs  of  value. 
Lymphatic  infection,  however,  travels  very  fast  from  the  point 
of  entr}^  into  the  system  at  large,  and  the  dilemma  we  are 
astride  of  is  that  of  withholding  the  hand  until  operation  can 
be  of  little  avail  on  account  of  deep  systemic  infection,  or  else 
that  of  operating  in  error.  This  much  all  must  frankly  con- 
cede. Now,  it  is  just  here,  in  these  obscure  cases,  that  I  enter 
a  plea  for  exploratory  abdominal  section.  Sapremia  having 
been  ruled  out  and  the  symptomatic  picture  being  of  that  type 
which  lymphatic  sepsis  assumes,  in  the  full  knowledge  that 
the  uterus  and  tubes  and  ovaries  and  peritoneum  may  be  at 
fault  (severally  or  collectively),  certify  to  the  nature  of  the 
lesion  (the  source  of  the  infection)  by  bringing  the  organs  of 
sight  to  the  aid  of  those  of  touch,  and  thus  give  the  woman 
the  chance  to  live  yielded  by  early  surgery  and  by  this  alone. 
I  have  been  guided  to  this  opinion  by  witnessing  case  after 
case  die  notwithstanding  operation,  because  of  the  fact  that  I 
have  been  summoned  long  after  systemic  lymphatic  infection 
had  become  deep  and  generalized;  and,  on  the  other  hand,  on 
two  occasions,  by  applying  this  precept  of  exploratory  abdom- 
inal section,  I  have  been  able  to  save  lives  otherwise  inevitably 
doomed. 

Before  referring  to  these  cases  and  analyzing  them,  allow 
me  to  rehearse  briefly  the  diagnostic  landmarks  by  means  of 
which  we  may  ordinarily  say  that  we  are  dealing  with  sapre- 
mia, where  major  operation  must  be  rarely  demanded,  or  with 
lymphatic  infection,  where  early  operation  avails  and  where 
expectancy  ordinarily  carries  fatal  result.  I  would  premise 
that  to-day,  fortunately,  we  rarely  meet  with  that  virulent 
type  of  infection  called  the  lymphatic,  but  that,  as  a  rule,  the 
observer  deals  with  sapremic  infection,  a  type  which  becomes 
the  more  benign  the  earlier  the  treatment.  Still,  as  practical 
operators  and  consultants,  it  is  our  duty  ever  to  be  on  the 
watch  for  the  thunder-clap  from  the  cloudless  sky. 

Sapremia  is  due  to  the  invasion  of  the  genital  tract  by  sapro- 
phytes, and,  broadly  speaking,  the  word  means  necrosis.  In 
the  vast  proportion  of  cases  the  infection  is  the  result  of  the 
decomposition  of  retained  particles  of  decidua  or  of  placenta 
within  the  uterus.     The  affection  is  local  from  the  start,  and  it 
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teads  to  remain  localized  except  iu  instances  where  a  second 
form  of  infection  is  superadded,  this  form  being  the  result  of 
access  of  the  streptococcus  to  the  necrotic  area.  The  symp- 
toms are  of  gradual  development,  the  phenomena  become  of 
high  grade,  and  the  customary  salient  diagnostic  symptom  is 
fetor  of  the  lochial  secretion.  Under  proper  treatment,  which 
is  evacuation  of  the  uterus  and  the  cleansing  of  its  cavitj^,  the 
symptoms  disappear  and  ordinarily  the  woman  is  left  with 
healthy  reproductive  organs.  Except  in  neglected  cases,  the 
tendency  of  this  form  of  infection  is  not  to  spread  beyond  the 
site  of  infection,  even  though  the  symptomatic  picture  be  of  a 
higher  grade  than  that  of  the  type  of  infection  which  more 
particular!}''  concerns  us. 

Lymphatic  infection,  on  the  other  hand,  spreads  throughout 
the  system  rapidly;  the  symptoms  are  of  low  and  of  insidious 
grade,  and,  if  unrecognized,  before  the  observer  is  aware,  the 
infection  has  travelled  beyond  the  point  of  entry,  and  tubes 
and  ovaries  and  peritoneum  become  diseased  and  irreparably 
so.  The  causal  factor  of  the  infection  is  the  streptococcus,  and 
its  entry  is  at  some  abrasion  of  the  genital  tract,  whence,  by 
means  of  the  lymph  stream,  the  system  at  large  becomes  in- 
fected. When  recognized  in  time  the  removal  of  the  primary 
site  of  infection  spares  the  system  at  large  and  the  woman  has 
chance  of  recovery.  To-day,  as  already  noted,  we  rarely  wit- 
ness this  form  of  infection,  and  it  is  probably  for  this  reason 
that  we  are  still  in  the  dark  as  to  its  early  differential  diagno- 
sis. For  it  is  only  at  an  early  stage  that  operative  measures 
can  be  of  much  avail. 

It  is  to  be  remembered  that  usually  we  deal  with  mixed  in- 
fection in  the  puerperal  state,  and  that  the  symptomatology 
alters,  as  also  the  prognosis,  according  as  the  saprophytic  or 
the  streptococcic  infection  be  in  the  ascendant.  Differentiation 
of  the  prevailing  type  of  infection  may  be  ordinarily  reached, 
however,  by  paying  attention  to  the  following  factors:  An 
empty  uterus  and  low-grade  phenomena — that  is  to  say,  low 
temperature,  and  pulse  rapid  and  out  of  proportion  to  the  ther- 
mic rise — should  suggest  streptococcus  infection  as  in  the  as- 
cendant; whilst  the  presence  of  fetid  discharge  and  the  finding 
of  remnants  of  necrosed  decidua  or  secundines  in  the  uterus, 
together  with  high  pulse  and  temperature,  suggest  the  preva- 
lence of  the  sapremic  type  of  infection.  A  sine  qua  non,  then, 
in  differential  diagnosis  is  the  examination  of  the  interior  of 
the  uterus  by  the  fingers,  in  order  to  exclude  the  chief  source  of 
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sapremic  infection.  In  any  case  of  puerperal  infection,  as  a 
precedent  step  to  irrigation  or  to  curettage,  the  requisite  is 
this  examination,  under  anesthesia  as  a  rule,  since  thus  alone 
may  the  fingers  carefully  investigate  the  cavity  of  the  uterus. 
It  may  be  here  stated  as  my  opinion  that  in  at  least  ninety-and- 
nine  per  cent  this  digital  examination  is  feasible.  Were  this 
the  rule,  surgery  would  not  be  disgraced  by  the  presentation  of 
uteri  removed  because  of  the  presence  of  necrosing  debris 
within  the  cavity  unrecognized,  under  the  pretence  that  it  was 
impossible  to  examine  the  uterine  cavity. 

There  remains  one  per  cent  of  instances  where,  notwith- 
standing all  our  care  in  exploration,  neither  sapremia  nor 
streptococcus  infection  can  be  predicated  and  yet  where  the 
condition  of  the  woman  gives  us  much  concern.  The  pulse  is 
rapid,  the  temperature  is  low,  the  lochia  are  not  fetid,  there  is 
no  special  tympanites,  and  yet  the  clinical  picture  suggests 
something  of  grave  import  as  developing.  Examination  of 
the  blood  and  of  the  lochial  discharges  may  reveal  the  pres- 
ence of  the  streptococcus  and  thus  certify  to  the  diagnosis,  and 
such  examination  is  possible,  or  should  be,  in  all  hospitals  and 
in  all  large  medical  centres.  It  must  be  granted,  however, 
that  as  yet  this  examination  is  rarely  feasible  in  sufficient  time 
to  enable  the  operator  to  resort  to  the  surgical  measure  which 
may  alone  offer  hope  of  saving  life;  for  let  it  be  remembered 
that  in  the  type  of  infection  under  consideration  time  is  an 
element  of  great  moment,  the  lymphatic  stream  carrying  the 
streptococcus  to  the  liver,  brain,  spleen,  kidneys,  etc.,  when 
operation  of  feasible  nature  does  not  offer.  It  is  here,  in  these 
exceedingly  rare  cases,  that  exploratory  abdominal  section 
enables  us  to  verify  the  diagnosis  and  to  resort  to  such  surgi- 
cal measures  as  occasionally  have  resulted  in  saving  even  a 
forlorn  hope. 

Although  I  have  seen  every  variety  and  phase  of  puerperal 
sepsis,  and  although  I  have  noted  death  ensue  notwithstanding 
surgery  of  the  most  radical  nature,  on  two  occasions  alone 
have  I  seen  instances  early  enough  for  exploratory  section 
and  the  consecutive  surgical  measures  to  prove  of  avail. 
These  instances  I  record,  the  first  in  brief,  since  it  has  already 
been  reported  in  another  place  (vide  Obstetrics,  vol,  i.,  No.  1). 

Case  I. — Mrs.  C,  vei.  33,  married  seven  years;  three  chil- 
dren, the  last  eighteen  days  previously.  Since  this  delivery, 
has  had  fever,  chills,  abdominal  pain,  purulent  vaginal  dis- 
charge.    Her  temperature  ranged  from  100°  to  103°,  the  pulse 
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from  r^O  to  130.  On  examination  I  found  a  large,  boggj'^  uterus 
above  the  pelvic  brim,  a  sensation  of  bogginess  in  both  broad 
ligaments,  the  cervical  canal  open  and  a  purulent  discharge 
issuing  from  it.  The  abdomen  was  slightly  tympanitic,  the 
tongue  lieavih'  coated,  the  facies  pinched  and  anxious,  the  eyes 
sunken,  the  sensorium  apathetic.  Under  chloroform  anesthe- 
sia the  uterus  was  explored  by  the  finger  and  found  empty. 
The  decidual  lining  was  softened  in  places,  and  therefore 
I  was  tempted  to  curette — something  which  to- day  I  would 
not  approve  of.  During  curettage  the  uterus  was  perforated 
and  abdominal  section  was  forced  upon  me,  and  most  unwill- 
ingly, because  careful  exploration  led  me  to  doubt  the  implica- 
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abortion . 

tion  of  the  uterine  adnexa  or  of  the  peritoneum.  It  should  be 
stated,  however,  that  the  subject  was  exceedingly  fat  and  that 
therefore,  even  under  anesthesia,  the  bimanual  was  far  from 
satisfactory.  On  abdominal  section  the  uterus,  tubes,  and 
ovaries  were  found  to  be  greatly  injected  and  swollen,  the 
tubes  enlarged  and  filled  with  pus,  the  uterine  parenchyma 
softened  and  pitting  on  pressure.  Total  hysterectomy  was 
quickly  performed,  the  broad  ligaments  being  ligated  with  No. 
2  catgut  (chromic)  as  close  to  the  pelvic  side  as  possible.  The 
cavity  was  flushed  with  a  number  of  gallons  of  salt  solution, 
plain  sterile  gauze  was  packed  in  and  carried  into  the  vagina, 
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and  the  abdominal  incision  was  closed  after  my  customary 
fashion  (in  layers) .  Within  twenty-four  hours  the  temperature 
and  tha  palse  were  normal.  On  the  fifth  day  there  was  a  rise 
of  temperature  due  to  a  mural  abscess,  but  beyond  this  com- 
plication convalescence  was  uneventful. 

The  report  of  the  pathologist  was  as  follows:  The  uterus  is 
swollen  and  soft  and  its  interior  contains  gauze.  The  Fallo- 
pian tubes  are  tortuous,  enlarged,  and  dark  red  in  color.  At 
the  fundus  of  the  uterus  is  a  slight  perforation,  evidently  made 
by  the  curette.  The  remnants  of  the  broad  ligaments  are  soft- 
ened. The  cavity  of  the  uterus  is  clean.  There  is  pus  in  the 
tubes  and  in  the  walls  of  the  uterus.  Culture  shows  mixed 
infection  of  various  pathogenic  and  non- pathogenic  organisms. 
Streptococci  were  not  determined,  although  they  may  have 
been  present,  the  cultures  having  all  died  when  the  examina- 
tion was  undertaken.  The  diagnosis  reached  by  the  patholo- 
gist was  acute  metritis  and  salpingitis. 

To  sum  up  this  instance:  Within  twenty-four  hours  after 
radical  opsration  symptoms  of  acute  sepsis,  existing  for  over 
two  weaks,  disappeared.  The  inference  is  justifiable  that  ope- 
ration of  a  major  type  saved  this  woman's  life,  for  in  my  expe- 
rience it  is  but  a  step  from  the  conditions  found  to  peritonitis 
of  fatal  type.  The  abdominal  section  in  this  case  was  unpre- 
meditated, and  certainly  would  not  have  been  resorted  to  had 
it  not  been  for  the — in  this  case — fortunate  perforation  of  the 
uterus  by  the  curette. 

This  instance  made  a  deep  impression  on  me  and  suggested 
the  advisability,  in  cases  of  puerperal  sepsis  where  the  focus  of 
infection  was  not  in  the  uterus,  as  proved  by  its  emptiness,  of 
resorting  to  exploratory  section  for  diagnostic  purposes. 

Case  II. — In  April,  1889,  I  was  notified  that  a  young  un- 
married woman  had  been  referred  to  my  service  at  the  Colum- 
bus Hospital,  by  Dr.  Simon  Marx,  with  the  diagnosis  of  acute 
general  peritonitis  following  induced  abortion  at  the  sixth 
week.  The  abortion  had  been  performed  three  days  previously. 
When  I  saw  her  the  temperature  was  100°,  the  pulse  130,  the 
respiration  "28,  the  abdomen  boggy  and  flattened  out  as  is  seen 
in  case  of  ovarian  cystomata.  The  uterus  was  enlarged  and 
movable,  and  its  surroundings  were  boggy.  Under  anesthesia 
the  uterus  was  examined  and  pronounced  empty.  There  was 
no  lesion  of  the  cervix  or  the  vagina,  and  combined  examina- 
tion did  not  satisfy  me  that  I  was  dealing  with  any  specific 
lesion  of  the  tube   or  ovary   (such  as  pyosalpinx  or  ovarian 
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abscess).  I  confess  that  I  was  puzzled,  for  the  symptomatology 
was  that  of  a  woman  profoundlj^  septic,  and  yet  I  had  been  un- 
able to  locate  the  course  of  infection.  Sapremia  being  out  of 
the  question,  remembering  the  findings  in  the  case  I  have  just 
related,  I  determined  an  exploratory  abdominal  section.  On 
entering  the  cavity  I  found  it  generally  filled  with  sero-pus, 
the  coils  of  intestines  uniformly  injected,  covered  with  greenish 
false  membrane,  and  adherent  to  the  uterus  and  in  Douglas*^ 
fossa.  On  lifting  out  the  intestines  the  prettiest  pathological 
picture  I  have  ever  seen  outside  the  dead-house  was  revealed. 
Uterus,  tubes  and  ovaries,  and  bladder  were  covered  with 
greenish  pseudo-membrane;  the  veins  in  the  broad  ligament 
were  greatly  enlarged  and  filled  with  thrombi;  the  broad  liga- 
ments were  swollen;  the  tubes  and  ovaries  were  swollen  and 
contained  pus;  the  uterus  was  softened  and  could  be  indented 
by  the  fingers.  I  determined  on  total  hysterectomy,  and  this 
was  accomplished  with  difficulty,  since  the  broad  ligaments 
were  so  rotten  that  my  catgut  ligatures  repeatedly  tore  out. 
In  separating  the  bladder  with  my  fingers  the  organ  was  en- 
tered, so  softened  was  the  substance.  I  closed  this  rent  with 
small  catgut,  eventrated  the  intestines  in  order  to  wash  off  the 
false  membrane  as  much  as  possible.  I  flushed  out  the  perito- 
neal cavity  with  gallons  of  saline  solution,  and  I  established 
multiple  drainage  by  means  of  strips  of  sterile  gauze.  The 
convalescence  of  this  woman  was  excessively  stormy.  Both 
the  antistreptococcus  serum  and  the  Crede  silver  ointment 
were  freely  used,  without,  to  my  knowledge,  any  especially 
marked  effect.  The  bowels  and  the  kidneys  acted  freely 
throughout,  and  to  this  and  stimulant  and  dietetic  measures  I 
attribute  her  recovery  after  the  primary  focus  of  infection  had 
been  removed  by  surgery.  Bacteriological  examination  of  the 
specimen  revealed  mixed  infection,  streptococci  predominating. 

To  sum  up:  In  this  instance  sapremia  was  certified  as  ab- 
sent; there  did  not  exist  physical  signs  sufficient  to  warrant 
positive  diagnosis  of  implication  of  tubes  or  ovaries  or  peri- 
toneum calling  for  radical  surgery;  exploratory  abdominal 
section  revealed  morbid  conditions  which,  unless  arrested  by 
the  removal  of  the  infectious  foci,  would  inevitably  have  been 
followed  by  general  systemic  infection  and,  in  all  likelihood, 
death. 

General  Conclusions. — Whilst  the  vast  majority  of  in- 
stances of  puerperal  infection  recover  under  minor  operative^ 
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measures,  about  one  per  cent  die  notwithstanding  operative 
treatment,  except  where  such  treatment  is  resorted  to  early, 

A  sine  qua  non,  therefore,  is  ear'ly  diagnosis. 

On  the  occurrence  of  septic  phenomena  in  the  puerpera  she 
should  be  subjected  to  a  most  thorough  physical  examination, 
preferably  under  anesthesia,  for  the  purpose  of  differentiating 
saprophytic  and  streptococcic  infection. 

Sapremia  (saprophytic  infection)  yields  to  local  operative 
measures,  except  where  expectancy  has  ruled  or  streptococcic 
infection  has  been  superadded.  In  such  event  major  operation 
may  be  called  for;  as  a  rule,  however,  at  a  remote  period  from 
the  date  of  initial  infection. 

When  the  clinical  phenomena  are  of  low  grade,  in  particular 
where  the  pulse  is  rapid  in  proportion  to  the  temperature — a 
warning  of  general  systemic  infection — sapremia  having 
been  ruled  out,  even  though  definitive  focus  of  infection  in  the 
pelvis  cannot  be  located  (other  sources  of  systemic  disturbance, 
such  as  pneumonia,  urinary  toxemia,  etc.,  having  been  ex- 
cluded), exploratory  abdominal  section  is  indicated  for  absolute 
diagnosis.  Thereby  early  removal  of  the  infectious  nidus  (be 
it  tube  or  ovary  or  uterus,  or  all)  becomes  feasible  before  the 
system  at  large  has  been  surcharged  with  infectious  elements, 
when  it  is  folly  to  expect  aid  from  surgery  of  either  minor  or 
major  type. 

These  conclusions  will  hold  even  though  it  is  recognized  that 
ordinarily  we  deal,  not  with  pure  infection,  but  with  a  mixed 
type,  the  clinical  phenomena  varying  according  to  the  pre- 
dominance of  one  or  the  other  recognized  infectious  element. 
It  is  for  this  reason  that  we  cannot  expect  tangible  results,  as 
yet,  from  the  serum-inoculation  treatment  of  puerperal  sepsis. 

The  streptococcic  type  of  infection  is  so  exceedingly  rare  that 
only  exceptionally  is  hysterectomy  demanded  in  the  puerperal 
state. 

36  East  Fifty-eighth  street. 
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ABDOMINAL  HYSTERO-SALPINGO-OOPHORECTOMY  BY  A  NEW 

METHOD   FOR  MULTIPLE   FIBROIDS  OF  THE  UTERUS, 

FIBROID    OF    THE     OVARY^    CONGENITAL 

MALFORMATION  OF  THE  VAGINA,  ETC. 


J.  COPLIN  STINSON,  M.D.,  CM., 
San  Francisco,  Cal. 


M.  W.,  age  33,  married,  general  health  fairly  good,  mode- 
rately deaf,  never  menstruated  in  her  life.  Has  been  of  a  very 
nervous  temperament  since  17  years  old,  when  she  began  to 
complain  of  pelvic  pains,  which  usually  lasted  several  days  in 
each  month  and  were  sometimes  very  severe.  For  several 
years  she  also  had  pains  at  other  times,  more  severe  in  the 
left  ovarian  region  and  in  the  back;  sometimes  these  pains 
were  very  severe.  In  1897  her  bowels  began  to  be  constipated 
and  she  would  not  have  a  movement  for  days,  even  with  mild 
laxatives.  She  had  to  take  freely  and  often  of  cathartics  and 
enemata  to  combat  the  constipation.  Often  she  had  severe 
pains  in  the  bowels  and  abdomen  during  the  day  and  moderate 
pains  at  night.  She  also  had  pain  when  the  bowels  moved, 
straining  at  stool,  and  sometimes  passage  of  blood  by  the  anus. 
Sexual  intercourse  was  satisfactory,  except  that  it  was  painful 
and  the  vagina  did  not  seem  long  enough. 

Examination  showed  that  the  vagina  was  about  two  inches 
long.  No  cervix  could  be  felt  or  seen;  the  vault  of  the  vagina 
terminated  in  a  nearly  perfectly  smooth  depression.  With  a 
oatheter  in  the  bladder  and  a  finger  in  the  rectum,  it  was  noted 
that  there  was  no  intervening  cervical  tissue  at  the  vault  of 
the  vagina.  The  lower  abdomen  was  painful  and  tender, 
more  on  the  left  than  the  right  side;  the  fundus  uteri  was 
somewhat  enlarged,  irregular  in  shape,  and  drawn  over  to  the 
right  side  of  the  pelvis.  On  rectal  examination  we  noted  a 
fissure  of  the  anus,  internal  hemorrhoids,  and  a  hard  mass 
-connected  with  the  posterior  surface  of  the  uterus  and  pressing 
against  the  wall  of  the  rectum. 

In  October,  1899,  Dr.  D.  A.  Beattie,  of  Santa  Clara,  made 
an  incision,  under  cocaine  anesthesia,  into  the  vaginal  vault  and 
tried  to  locate  the  cervix;  but  satisfactory  work  could  not  be 
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done  under  local  anesthesia,  so  the  wound  was  packed  with 
gauze  and  allowed  to  heal  by  granulation. 

I  saw  her  with  Dr.  Beattie  in  the  latter  part  of  October,  and 
on  November  4,  1899,  assisted  by  Drs.  Beattie  and  George 
Gross,  I  made  operation.  Fifteen  minutes  before  anesthesia 
was  begun  she  was  given  a  hypodermatic  of  morphia,  a  quar- 
ter of  a  grain.  Ether  was  administered  by  the  drop  method. 
An  incision  two  and  a  half  inches  long  was  made  slightly  to 
one  side  of  the  median  line,  immediately  above  the  pubes, 
dividing  the  skin,  fat,  and  fascia;  blunt  division  of  the  right 
rectus  was  made,  and  finally  the  peritoneum  was  opened  at 
the  upper  angle  of  the  incision  and  then  torn  down  with  the 
fingers  to  the  lower  angle. 

She  was  now  placed  in  the  Trendelenburg  position  and  the 
pelvis  examined  intraperitoneally.  The  fundus  uteri  was  read- 
ily located  over  in  the  right  side  of  the  pelvis  and  was  drawn 
to  the  surface  with  double  tenaculum.  The  uterus  was  slightly 
larger  than  normal  and  was  covered  with  multiple  small 
fibroids;  the  largest  tumor,  the  size  of  a  walnut,  was  located 
low  down  on  the  posterior  surface  of  the  body  of  the  uterus 
and  pressed  against  the  rectum.  At  the  lower  part  of  the 
body  of  the  uterus,  and  continuous  with  it,  but  high  up  away 
from  the  vault  of  the  vagina,  was  a  small  fibrous  mass,  which 
no  doubt  was  the  cervix.  The  ovaries  and  tubes  were  ill-de- 
veloped; the  tubes  were  about  one-half  the  normal  circumfer- 
ence, but  otherwise  normal;  the  left  ovary  was  about  twice  the 
normal  size  and  contained  multiple  serous  cysts,  which  when 
opened  showed  that  there  were  no  normal  tissues;  the  right 
one  was  about  one-half  the  normal  size,  pale,  cirrhotic,  and  on 
its  surface  was  a  small  pedunculated  fibroid. 

Abdominal  hystero-salpingo-oophorectomy  by  enucleation 
without  ligature,  clamp,  or  cautery,  etc.,  was  performed.  In 
removing  the  left  tube  and  ovary  and  the  uterus,  broad-liga- 
meat  forceps  were  used  as  temporary  hemostatics,  levers  and 
tractors  while  the  enucleation  was  proceeded  with — what  I  call 
using  the  forceps  as  an  addition  to  the  enucleation  method  of 
ovariotomy,  hysterectomy,  etc.  A  pair  of  long  forceps  was 
applied  and  tightly  locked  on  that  portion  of  the  broad  liga- 
ment corresponding  to  the  left  tube  and  ovary,  which  were 
enucleated,  using  blunt  dissection,  aided  at  times  by  cuts  with 
a  scalpel,  keeping  very  close  to  the  ovary  and  tube,  which 
were  extirpated  without  cutting  a  vessel.  The  cut  edges  were 
inspected,   but  no  vessel  was    found,  so  they  were  at  once 
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sutured  with  continuous  stitches  of  fine  chromicized  catgut.. 
The  right  ovary  and  tube  were  removed  by  enucleation  with- 
out bleeding,  and  the  cut  edges  at  once  sutured  with  fine,  con- 
tinuous catgut  stitches.  Two  long  forceps  were  then  applied 
on  the  broad  ligaments,  one  on  each  side  near  the  uterus, 
which  was  also  excised  by  enucleation. 

By  using  blunt  dissection,  aided  at  times  by  cuts  with  a 
tenotomy  knife,  keeping  very  close  to  the  uterus,  the  latter 
was  removed  without  severing  a  vessel  in  the  broad  ligaments. 
First  the  left  broad  ligament  was  separated,  then  the  right, 
the  peritoneum  extending  from  the  uterus  to  the  bladder,  and 
the  rectum  was  divided  with  a  tenotomy  knife,  keeping  very 
close  to  the  uterus,  which  was  excised  down  to  the  cervix. 
The  cut  edges  of  the  broad  ligament,  the  peritoneum  in  the 
pelvic  floor,  etc.,  were  inspected,  but  no  vessel  was  found;  so 
the  edges  were  at  once  sutured  with  continuous  stitches  of 
chromicized  kangaroo  tendon.  When  the  stitches  were  all 
inserted  not  a  spot  of  raw  surface  was  exposed;  the  pelvis 
was  sponged  out,  the  long  forceps  removed,  and  the  abdomen 
closed,  without  drainage,  in  separate  layers  with  continuous 
absorbable  sutures,  using  first  chromicized  catgut  for  the  peri- 
toneum, chromicized  tendon  in  three  layers  for  the  superficial 
and  deep  fasciae  and  the  divided  rectus  muscle,  and  very  fine 
silk  for  the  skin. 

Dressing. — Aristol  was  dusted  along  the  line  of  the  skin  in- 
cision, the  wound  was  covered  with  borated  gauze,  which  was 
held  in  place  b}''  long  strips  of  adhesive  plaster,  and  finally 
cotton  and  binder  were  applied. 

She  was  placed  in  the  lithotomy  position,  buttocks  slightly 
elevated,  the  legs  kept  in  position  with  a  Clover's  crutch;  the 
anus,  buttocks,  and  rectum,  etc.,  were  disinfected  and  dried 
with  gauze  sponges,  and  the  sphincters  thoroughly  stretched. 
The  base  of  the  fissure  was  lightly  incised;  all  ragged  tissues 
were  curetted  and  trimmed  away.  The  hemorrhoids,  internal 
and  three  in  number,  were  next  removed,  one  after  the  other. 
The  first  was  grasped  with  double  tenaculum  and  drawn  down 
well  into  view,  exposing  its  base;  estimation  was  made  of  the 
amount  of  tissues  that  should  be  left  after  excision  was  done, 
so  that  the  cut  edges  could  afterward  be  accurately  sutured 
without  tension.  A  broad-ligament  forceps  was  applied  to  the 
base  of  the  pile,  the  direction  of  the  blades  corresponding  to 
the  long  axis  of  the  bowel;  the  pile  was  drawn  out  well  and 
the  forceps  forced  down  on  the  rectum,  so  as  to  include  as  . 
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much  of  the  base  as  possible  ;  the  forceps  was  closed  and 
locked  tightly,  and  the  pile  was  cut  off,  leaving  only  enough 
tissues  on  the  surface  of  the  forceps  so  that  the  open  mouths  of 
vessels  were  located  and  ligated  separately  with  fine  catgut 
and  the  cut  edges  accurately  stitched  with  continuous  suture 
of  medium-sized  catgut.  The  two  other  piles  were  similarly 
removed,  and  finally  the  forceps  removed  in  the  order  in  which 
it  was  applied.     The  wounds  were  dusted  with  aristol. 

The  small  depression  in  the  vault  of  the  vagina  was  explored, 
freely  opened  laterally  and  upward  by  blunt  dissection  and  by 
tearing  with  the  fingers.  The  cervix,  which  was  small,  was 
found  high  up,  about  three  inches  above  the  false  vaginal 
vault.  The  walls  of  the  vagina,  extending  from  the  cervix  to 
the  false  vault,  appeared  normal  to  the  feel  and  sight.  The 
wound  and  vagina  were  snugly  packed  with  gauze  from  the 
cervix  downward,  so  as  to  make  a  single  continuous  canal 
from  the  cervix  to  the  vulva.  Examination  of  the  uterus  after 
the  operation  showed  that  there  was  a  small  uterine  cavity 
which  communicated  at  each  cornu  with  the  tubes,  and  termi- 
nated below  in  the  rudimentary  cervix  uteri. 

The  patient  recovered;  the  abdominal  wound  healed  by  pri- 
mary union;  the  fine  silk  stitches  were  removed  on  the  eleventh 
day,  and  collodion  was  freely  applied.  She  was  allowed  up 
and  around  three  weeks  after  the  operation.  She  states  that 
she  feels  well,  except  that  she  is  still  somewhat  nervous  and 
has  at  times  some  pain  in  the  left  side  of  the  abdomen;  this 
area  of  pain  appears  limited  to  a  portion  of  the  sigmoid  flexure 
of  the  rectum.  She  looks  well,  appetite  and  digestion  good, 
bowels  regular  without  laxatives,  has  no  pain  during  defeca- 
tion, no  tenderness  in  the  abdomen,  pelvis,  or  rectum,  and  the 
vagina  appears  of  normal  calibre  and  length. 

326  Kearny  street. 
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NEPHRO-URETERECTOMY. 


BY 

GEORGE   H.   NOBLE,   M.D., 
Atlanta,  Ga. 


(With  four  illustrations.) 


Mrs.  L.  N.  ;  age,  27;  nativity,  Eaglish;  occupation,  house- 
wife. Tiiough  born  of  a  tuberculous  mother,  her  health  was 
good  up  to  three  years  ago.  At  that  time  she  had  typhoid 
fever.  Recovery  was  protracted  and  health  impaired  for  two 
years.  For  the  last  year  (1898)  it  has  been  good,  excepting 
the  short  period  of  a  few  weeks  preceding  her  confinement, 
which  occurred  four  weeks  ago.  She  then  had  chills,  which 
continued  up  to  her  admission  to  the  hospital.  They  were  fol- 
lowed by  pain  in  the  back,  left  hypochondriac  and  lumbar 
regions.     Does  not  live  in  a  malarial  locality. 

Blood  Examination. — Red  corpuscles  very  much  decreased 
(not  counted);  many  large  red  cells;  hemoglobin  decreased 
(50  par  cent ');  marked  leucocytosis;  no  malarial  plasmodia. 

Urinalysis. — Specific  gravity  1026.  Quantity  normal,  re- 
action acid,  trace  of  albumin,  excess  of  amorphous  urates.  No 
casts. 

Physical  Examination. — An  oval-shaped  mass  about  six 
inches  long  occupies  the  left  hypochondriac  region.  It  is 
smooth  and  elastic,  but  does  not  fluctuate.  Its  edges  are 
sharp,  and  the  right  border  bears  a  characteristic  splenic 
notch.  There  is  some  dulness  behind  this  mass,  extending  in 
the  direction  of  the  lumbar  region.  The  surface  is  pale;  pa- 
tient anemic;  temperature  shghtly  elevated;  heart,  lungs,  etc., 
negative;  puerperium  normal.  Having  excluded  puerperal 
infection  and  malaria,  the  location  and  shape  of  the  mass,. 
'  My  own  estimate. 
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together  with  the  notch  on  the  border,  and  the  leucocytosis- 
with  sHght  elevation  of  temperature,  pointed  to  the  presumption 
of  an  enlarged,  suppurating  spleen.     (Grady  Hospital  notes.) 

On  my  return  to  the  city  a  week  later  I  found  an  immense 
extraperitoneal  abscess,  extending  from  the  diaphragm  to  the 
brim  of  the  pelvis,  filling  the  iliac  fossa  and  protruding  inward 
to  the  median  line  at  the  level  of  the  umbilicus  (Fig.  1).  It 
was  fluctuating  and  pointing  on  the  border  of  the  quadratus- 
lumborum  muscle,  where,  on  the  10th  of  December,  1898,  it 
was  freely  opened  by  a  two-inch  vertical  incision.  About  half 
a  gallon  of  thin,  fetid  pus  escaped.     The  cavity  extended  be- 


Fig.  1.— Retroperitoneal  abscess  at  time  of  first  incision. 


yond  the  reach  of  the  fingers,  above  the  margin  of  the  ribs» 
Below,  the  anterior  crural  nerve  had  been  dissected  free  for  a 
distance  of  about  three  inches,  and  traversed  a  portion  of  the 
cavity  like  a  suspended  cord.  The  peritoneum  was  stripped 
from  the  iliac  fossa  to  the  brim  of  the  pelvis,  and  the  abscesa 
cavity,  when  distended,  was  apparently  the  size  of  an  adult 
head.  Under  irrigation  and  drainage  it  gradually  closed,  leav- 
ing a  sinus  extending  upward  in  the  direction  of  the  spleen  and 
also  downward  toward  the  iliac  fossa.  This  abscess  was  due 
to  extension  of  suppurative  tuberculosis  of  the  kidney  into  the 
fatty  tissue.  Pus  accumulated  above  and  behind  the  kidney 
and  spleen,  forcing  the  latter,  which  was  previously  prolapsed,. 
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forsvard  and  inward,  and  later,  or  at  the  period  of  greatest 
distension,  upward  and  out  of  reach.  She  remained  in  the 
hospital  seventy-six  days,  and  left  with  the  sinus  discharging 
a  small  quantity  of  sero-pus. 

She  returned  December  12,  1899,  very  much  improved; 
color  good,  and  free  from  fever,  except  when  the  fistula  would 
close  and  cause  an  accumulation  of  pus;  pain,  chills,  and 
fever  would  follow,  and  persist  until  drainage  was  re-estab- 
lished. No  urine  escaped  from  the  fistula.  Inspection  and 
palpation  disclosed  a  large,  nodular,  immovable  mass  in  the 
left  lumbar  region,  extending  from  a  short  distance  above  the 
lower  margin  of  the  ribs  to  a  point  a  little  below  the  crest  of 
the  ilium  and  inward  to  the  nipple  line.  No  definite  conclu- 
sions were  drawn  from  urinary,  vesical,  or  ureteral  examina- 
tions, except  that  the  left  ureter  was  thickened  and  strictured 
about  the  junction  of  its  lower  and  middle  thirds. 

Inoculation  of  a  guinea-pig  was  attempted,  with  the  view  of 
verifying  the  diagnosis  of  tubercular  kidney;  but  the  sinus  had 
been  thoroughly  cleansed  with  a  bichloride  solution,  which, 
inhibiting  the  growth  of  bacilli,  caused  a  failure.  When  the 
hou^e  surgeon  made  the  inoculation  he  was  not  aware  that  an 
assistant  had  just  used  the  solution  referred  to. 

On  Dacember  20,  1899,  with  the  assistance  of  Drs.  Moncrief, 
Hardin,  Hansell,  and  Jones,  of  the  house  staff,  I  opened  the 
sinus  in  the  line  of  the  old  cicatrix  (vertical  lumbar  incision) 
and  traced  it  deep  into  the  iliac  fossa;  then,  cutting  through  a 
thick  mass  of  scar  tissue,  followed  a  branch  into  the  spaces 
between  the  transverse  processes  of  the  lumbar  vertebrae,  where 
three  blind  sacs  were  located  close  to  the  body  of  the  bones 
(one  sac  in  each  interspace).  The  upper  arm  of  the  (main) 
sinus  ran  directly  to  the  spleen  and  terminated  in  a  cul-de  sac 
at  the  lower  extremity  of  that  organ.  Another  fistulous  canal, 
branching  off  from  this  one,  turned  upward  in  the  direction  of 
the  left  lobe  of  the  liver,  then  forward,  then  inward,  then 
downward,  and  terminated  in  two  tuberculous  pockets  in  the 
uppar  extremity  of  the  kidney,  which  contained  thick  pus  and 
cheesy  matter. 

After  thorough  scraping  and  cleansing  of  the  sinuses  the 
kidney  was  enucleated.  This  required  an  extension  of  the 
incision  inward  and  downward  an  inch  and  a  half  from  the 
crest  of  the  ilium,  terminating  on  a  line  drawn  from  the  ante- 
rior superior  spinous  process  of  that  bone  to  the  umbilicus. 
This  enabled  penetration  into  the  loose  or  normal  fatty  tissue 
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about  the  kidney  and  behind  the  old  scar  tissue  of  the  original 
abscess  pocket,  and  very  much  facilitated  dissection.  In  strip- 
ping the  peritoneum  from  the  cicatricial  mass,  an  opening  was 
made  in  it  large  enough  to  admit  the  end  of  the  finger.  It 
was  immediately  closed  by  small  catgut.  After  extensive  and 
tedious  dissection  the  kidney  was  turned  out  and  its  vessels 
ligated  separately. 

The  ureter  was  much  thickened,  inflamed,  and  densely  ad- 
herent to  the  surrounding  tissues,  but  stripped  easily  from  the 
fat,  beyond  the  limits  of  the  periureteritis.  Fearing  that  the 
accident  (breaking  off  the  ureter)  which  has  happened  to  the 
-other  surgeons  who  have  done  this  operation  might  become  my 
lot,  and  wishing  to  make  the  course  of  the  ureter  more  discern- 
ible to  the  finger,  I  made  an  opening  in  it  about  an  inch  long 
and  introduced  a  catheter,  which  met  with  obstruction  at  the 
point  mentioned  above  as  strictured,  thus  demonstrating  from 
the  upper  side  the  stricture  that  obliterated  the  calibre  of  the 
ureter.  Failing  to  pass  the  catheter,  I  proceeded  to  dissect  off 
the  ureter  with  the  index  finger,  the  whole  hand  being  intro- 
duced into  the  wound. 

At  the  base  of  the  broad  ligament  I  encountered  the  little 
•circular  opening  with  sharp  margins  mentioned  by  Kelly. 
This,  I  am  sure,  is  an  aperture  in  the  fascia.  On  reaching  the 
uterine  artery  my  finger  was  turned  in  the  direction  of  Doug- 
las' pouch,  thus  getting  well  away  from  that  vessel,  and  freely 
separated  the  vagina  from  the  peritoneum.  Sharp-pointed 
ficissors  were  then  forced  through  the  posterior  vaginal  vault 
into  the  space  occupied  by  the  finger,  and  the  blades  separated, 
enlarging  the  opening,  after  the  method  of  puncturing  large 
abscesses  in  this  locality.  A  large  ligature  was  then  thrown 
loosely  around  the  ureter,  and  its  ends  passed  into  the  vagina 
by  slipping  up  a  long  pair  of  vaginal  forceps  from  the  lower 
-side  of  the  opening.  By  means  of  this  ligature  I  drew  a  loop 
of  the  ureter  into  the  vagina.  The  patient  was  then  turned  on 
her  back;  the  limbs,  being  extended,  were  held  in  the  vertical 
position  to  prevent  interference  with  the  house  surgeon,  who 
was  preparing  the  lumbar  incision  for  closure  while  I  was 
operating  in  the  vagina.  My  index  finger  was  passed  per  vagi- 
nam  into  the  opening  in  Douglas'  pouch,  fiexed  forward,  and 
worked  down  the  septum  between  the  vagina  and  bladder,  dis- 
secting the  ureter  free  from  the  former  and  pulling  the  anterior 
vaginal  wall  well  forward.  With  a  pair  of  scissors  an  incision 
an  inch  and  a  half  in  length  along  the  course  of  the  ureter  was 
30 
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made  through  the  anterior  vaginal  wall  as  it  lay  stretched 
upon  the  fiuger;  traction  upon  the  loop  of  ureter  protruding  in 
the  vagina  easily  separated  it  from  the  uterine  artery  and  the 
bladder  down  to  its  insertion  in  the  latter,  while  counterpressure 
was  made  with  the  index  finger  in  the  wound.  It  was  ligated 
directly  on  the  bladder  and  severed  close  up.  As  cheesy 
matter  escaped  from  the  cut  end,  the  stump  was  cauterized 


Fig.  2.— Showing  ureter  pulled  into  vagina,  and  line  of  incision  to  free  ureter  to  its  junc- 
tion with  the  bladder. 

with   carbolic  acid,    after  which  the  ureter   was   withdrawn 
through  the  lumbar  wound. 

When  applying  the  ligature,  pulling  upon  the  ureter  drew  the 
bladder  down,  infundibuliform,  into  the  vaginal  orifice,  making 
a  sharp  line  of  demarkation  where  the  two  joined.  At  this 
point  the  ligature  was  placed  with  accuracy;  later  it  cut 
through  into  the  bladder,  became  encrusted   with  calcareous 


NOBLE:   NEPHRO-URETERECTOMY. 


467 


Fig.  3.— Kidnpy  and  ureter 
after  removal. 


deposits,  and  escaped  through  the  urethra,  producing  no  bad 
results.  Gauze  drainage  was  inserted  in  the  vaginal  and  lum- 
bar wounds  and  removed  in  forty-eight  hours.     Vaginal  wound 

healed  promptly  without  su- 
turing. The  abdominal  and 
lumbar  muscles  were  approx- 
imated with  No.  2  catgut  and 
reinforced  by  through-and- 
through  silkworm  suture. 
Recovery  was  uninterrupted, 
though  a  shallow  sinus  in  the 
lumbar  incision  remains. 

Some  interest  is  attached 
to  the  change  in  the  length 
and  direction  of  the  incision, 
showing  modifications  influ- 
enced by  the  progress  of  the 
operation.      Fig.   4    gives  a 
very  clear  idea  of  their  loca- 
tion and   direction.     Morris, 
of  London,  made  the  largest 
one,    which    extended    from 
the   margin   of    the   twelfth    rib    to  a    point  very 
near  the  pubic  spine  (line   1-2,   Fig.    4).      Kelly's 
first  case  was  a  very  little  shorter   (line  1-3,  Fig. 
4).     His  second  case  was  done  through  the  short  or 
transverse  incision  (line  4-5,  Fig.  4).     My  own  case 
was  done  through  the  shortest  incision,  six  inches 
(line  4-6,  Fig.   4).     Its   direction  was  between  the 
long  and    short  lines  above   mentioned.     The  kid- 
ney was  the  largest  (16  centimetres)  and  the  ureter 
perhaps  the  longest  (31  centimetres)  ever  removed 
together.      The    next    ureter    was    19    centimetres 
long  and    was   cut  about  2   centimetres  from   the 
bladder. 

I  was  very  much  surprised  to  see  how  deep  one 
could  work  through  a  short  incision.  This  was 
again  impressed  upon  me  a  week  later  when  I 
removed  a  kidney  the  size  of  an  adult  head  through 
a  three-inch  incision.  It  was  but  a  number  of  pus  sacs,  and 
was  extracted  like  an  ovarian  cyst  through  an  abdominal 
wound  after  evacuation  of  its  contents,  separating  the  attach- 
ments as   they  appeared  in  the  incision.     In  this  case  about 
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10  centimetres  of  the  ureter  were  removed,  and  in  tying  it 
off  I  noticed  that  the  immense  cavity  extending  deep  in  the 
iUac  fossa  laid  the  ureter  bare  for  half  its  length,  so  that  the 
removal  of  the  ureter  might  have  been  easily  completed  through 
a  vaginal  opening  together  with  the  hand  introduced  through 
the  lumbar  region.  The  latter  would  have  admitted  the  hand 
with  very  little  enlargement. 

Not  having  encountered  the  difficulty  expected  in  removing 
the  ureter,  I  feel  sure  that  the  incision  for  nephro-ureterectomy 


Fkj.  4.— 1-2,  MorrisMong  incision;  1-3,  Kelly's  long  incision;  4-5,  Kelly's  short  incision; 
•4-6,  Noble's  short  incision. 


should  be  made  with  regard  to  easy  and  safe  extirpation  of  the 
kidney,  regardless  of  the  condition  of  the  ureter.  When  the 
latter  requires  removal,  it  may  be  done  through  an  opening 
barely  large  enough  to  admit  the  hand,  excepting  in  cases  of 
accident,  hemorrhage,  etc.,  or  in  the  male  subject.  In  the 
latter  a  short  incision  above  Poupart's  ligament  or  a  para- 
sacral incision  may  be  employed  for  the  purpose  of  ligating  the 
bladder  end.  It  possesses  the  advantage  of  less  injury  to  the 
abdominal  muscles. 

This  is  the  fifth  nephro-ureterectomy  and  the  second  case 
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done  by  the  extraperitoneo-vaginal  method,  and  the  onlj-  one 
of  these  two  in  which  the  ureter  and  kidney  were  removed  in 
one  piece.  Of  the  five  operations  thus  far  done,  McKosh  and 
Morris  had  one  each,  Kelly  had  two,  and  my  case  makes  the 
fifth. 

The  chief  indications  for  removal  of  the  ureter  with  the  kid- 
ney are  tuberculosis  and  extensive  suppurations  with  calculi.* 
In  such  circumstances,  where  the  secreting  surface  of  the  kidney 
has  been  destroyed,  the  ureter  is  useless  and  a  hazard  to  life. 

Pathological  Examination  by  Dr.  Hoke. — Specimen,  left 
kidney,  tuberculous,  ureter  attached.  Size,  16  centimetres 
long,  9  centimetres  wide,  7  centimetres  at  thickest  part. 
Shape,  lobulated,  cystic,  dense  fibrous  trabeculse  between  the 
cysts,  the  latter  eight  in  number,  on  surface.  Entire  kidney 
cystic,  except  upper  end.  Capsule  one-quarter  of  a  centimetre 
thick.  Fat  around  pelvis  plentiful,  seemingly  uninvolved;  31 
centimetres  of  ureter  attached.  No  break  in  continuity  of 
ureter.  First  7  centimetres  of  ureter  2|  centimetres  thick, 
other  parts  1  centimetre  thick.  First  7  centimetres  nodular, 
caseous  in  lumen.  Longitudinal  section  with  knife.  No  trace 
of  kidney  tissue  left.  Fourteen  cysts,  largest  at  lower  end,  5 
centimetres  in  diameter,  all  communicating  except  three. 
Very  fluid  caseous  material  in  cavities.  Fibre- tuberculous 
trabeculse  between  cysts  forming  walls. 

Microscopic  examination  shows: 

Thick  fibrous  capsule;  beneath  this,  numerous  giant  cells  and 
conglomerate  tubercles,  alternating  with  hard  area  of  coagula- 
tion necrosis;  few  isolated  sections  of  uriniferous  tubules:  few 
glomeruli  left. 

Parenchymatous  degeneration  of  epithelium  complete.  Some 
of  the  glomeruli  are  fibroid.  Great  increase  in  fibrous  tissue, 
both  in  cortical  part  of  section  and  in  medullary  part.  Epithe- 
lium in  tubules  in  the  latter  are  degenerated  as  in  cortical 
portion. 

Nothing  left  of  normal  ureter  but  fasciculi  of  muscle.  Much 
caseous  matter  around  the  lumen,  the  remainder  of  the  struc- 
ture being  fasciculi  of  muscle  surrounded  by  fibroid  and  cheesy^ 
tubercles. 

'  Suppurative  calculous  urethritis. 
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A  NEW  method  of  TREATING  THE  URETER  IN  TUBERCULAR 
DISEA.se   of  THE  KIDNEY   AND   URETER. 


WILLIAM  R.  PRYOR,   M.D., 
New  York. 


It  is  not  my  purpose  to  discuss  the  relative  merits  of  the 
various  methods  of  removing  the  kidney,  but  rather  to  empha- 
size the  importance  of  a  complete  removal  of  the  ureter  where 
the  kidney  is  tuberculous,  and  to  decide  a  method  by  which 
this  can  be  done  and  by  a  very  simple  procedure.  As  I  like  to 
examine  the  opposite  kidney  as  well  as  the  other  abdominal 
organs  at  the  time  of  operation,  I  prefer  to  remove  the  kidney 
through  the  abdomen — transperitoneal  nephrectomy. 

Where  the  ureter  is  not  diseased  its  removal  is  not  neces- 
sary. But  how  can  this  be  determined  without  examining  it 
through  its  entire  length?  And,  if  found  diseased,  its  removal 
by  any  other  than  a  blind  and  clumsj'^  procedure  is  impossible 
except  through  an  abdominal  incision.  I  maintain  that  only 
after  a  careful  inspection  made  through  a  free  abdominal  inci- 
sion can  the  exact  condition  of  the  ureter  be  determined.  In- 
asmuch as  the  bladder  is  a  distensible  organ,  to  such  a  degree 
that  anything  which  will  interfere  with  this  faculty  of  disten- 
sibility  will  bring  distress  to  the  patient,  it  is  inadvisable  to 
suture  the  vesical  end  of  the  ureter  into  the  vagina. 

Besides,  this  procedure  of  Kelly  is  too  complicated  to  meet 
with  general  adoption.  If  the  ureter  be  diseased  and  is  not 
removed,  the  relief  afforded  the  patient  will  be  but  partial;  so 
in  a  case  of  tubercular  kidney  with  the  ureter  similarly 
affected  the  indication  for  a  complete  removal  of  the  ureter  is 
as  urgent  as  of  the  kidney. 

In  the  case  here  reported,  the  fact  that  around  the  right  (the 
diseased)  ureteral  orifice  no  tubercles  were  found  may  be  ex- 
plained as  the  result  of  persistent  treatment  of  the  bladder  for 
**  tubercular  cystitis." 

Fortunately  in  the  case  there  was  no  stricture  of  the  vesical 
portion  of  the  ureter,  and  inversion  of  the  ureter  was  easily 
done.  But  had  there  been  narrowing  of  the  ureteral  orifice,  so 
that  my  procedure  could  not  be  carried  out,  there  would  have 
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been  no  impropriety  in  dilating  the  constricted  portion  by  in- 
troducing a  dilator  through  the  open  abdominal  end  of  the 
se"vered  ureter. 

The  history  of  the  patient  is  unimportant  and  had  no  influ- 
ence in  determining  either  the  diagnosis  or  treatment. 

Analj'sis  of  the  urine  showed:  specific  gravity  1008;  no  albu- 
min; no  sugar;  alkaline;  urea  0.6  percent;  tubercle  bacilli  in 
urine.  By  cystoscopy  I  found  a  generally  injected  bladder. 
Around  the  left  ureter,  for  the  space  of  half  an  inch,  were 
many  tubercles.  The  rest  of  the  bladder  was  free  from  them. 
Both  ureters  were  sounded,  and  a  stricture  found  in  the  pel- 
vic portion  of  the  right  about  two  inches  above  the  ureteral 
orifice.  iNTo  urine  escaped  from  the  right  ureter  during  the 
repeated  inspections.  The  total  urine  for  the  first  day  was 
thirty-two  ounces.  Occlusion  of  the  right  ureter  did  not  occur 
to  me,  though  the  stricture  was  determined. 

The  right  kidney  could  not  be  felt,  but  the  left  was  low 
down,  movable,  and  enlarged. 

I  made  the  diagnosis  of  left  tubercular  ureteritis  and  nephri- 
tis— an  ascending  process.  Three  examinations  of  bladder 
and  abdomen  were  made  under  narcosis.  The  patient  was  in 
very  fair  general  condition,  and  no  tubercular  process  could 
be  discovered  in  any  organ  other  than  the  bladder,  December 
18,  1899,  I  operated.  The  incision  was  made  in  the  left  semi- 
lunar line  and  the  peritoneal  cavity  entered.  Upon  examin- 
ing the  left  kidney  I  found  it  slightly  enlarged,  but  without 
evidence  of  tubercular  disease.  The  peritoneum  over  the  left 
ureter  was  incised  and  this  tube  inspected.  It  was  not  en- 
larged, and  its  peristalsis  was  rhythmical  and  pronounced. 

Upon  palpating  the  right  kidney  I  found  it  very  much  en- 
larged, nodular,  and  firmly  fixed  within  its  capsule  high  up, 
part  of  it  lying  beneath  the  liver.  Over  it  lay  a  much-dilated 
colon. 

The  incision  was  enlarged  sufficiently  for  me  to  inspect  the 
right  ureter.  This  stood  out  beneath  the  peritoneum  as  a  hard 
cord,  and  on  splitting  the  peritoneum  overlying  it  I  found 
absence  of  ureteral  peristalsis.  I  had,  therefore,  made  a  left 
Langenbeck  incision  and  found  that  I  had  to  remove  a  right 
kidney. 

The  incision  was  enlarged  to  the  xiphoid  cartilage  above 
and  to  the  pyramidalis  muscle  below,  the  rectus  being  severed 
wholly  above  only,  and  the  deep  epigastric  artery  not  wounded 
below.     After  removing  the  right  kidney  by  most  difficult  and 
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painstaking  dissection— for  it  was  adherent  to  all  surrounding- 
structures — I  began  the  enucleation  of  the  ureter. 

By  blunt  dissection  I  freed  the  ureter  from  its  peritoneal 
covering  for  the  upper  half  of  its  course.  I  then  liberated  it 
from  the  pelvic  brim  to  the  point  above  where  it  was  free. 

It  was  then  drawn  out  of  its  bed  and  held  in  the  left  hand. 
Upon  drawing  it  taut  its  course  in  the  pelvis  was  easily  seen. 
I  liberated  it  from  its  attachments  by  means  of  my  finger 
until  I  felt  the  pulsations  of  the  uterine  artery.  The  perito- 
neum anterior  to  the  artery-  was  incised  and  the  ureter  drawn 
in  front  of  the  vessel.  The  ureter  now  remained  attached  ta 
the  bladder  only.  I  rejected  all  inethods  of  treating  such  an 
organ  as  unsatisfactory,  and  determined  upon  one  of  two 
plans:  either  to  cut  the  ureter  short  and  close  its  end,  or  else 
to  invert  it  into  the  bladder,  much  as  is  done  with  the  appen- 
dical  mucosa. 

I  adopted  the  latter  plan. 

The  ureter  was  cut  off  about  three-quarters  of  an  inch  from 
the  bladder.  I  then  passed  a  long  surgical  probe  into  the 
bladder  and  through  the  urethra.  It  was  firmly  held  by  an 
assistant. 

The  eye  of  the  probe  I  sutured  with  silkworm  gut  to  the 
walls  of  the  ureter,  using  one  suture  to  fasten  each  side  of  the 
probe's  eye  to  the  corresponding  side  of  the  ureter. 

I  then  drew  upon  the  probe,  pulling  it  out  of  the  urethra, 
and  in  this  way  caused  the  ureter  to  turn  inside  out  into  the 
bladder. 

The  probe  was  then  bent  over  the  pubes  in  such  a  way  as  to 
prevent  its  slipping  back,  and  the  soft  parts  beneath  it  were 
protected  from  pressure  by  iodoform  gauze.  The  cut  surfaces 
in  the  peritoneum  were  united  and  the  abdomen  closed . 

After  the  operation  the  catheter  was  passed  every  two  hours, 
so  as  to  prevent  over-distension  of  the  bladder  and  reflux 
through  the  amputated  ureter. 

The  ureter  sloughed  off,  as  I  expected  it  would,  and  the 
probe  was  drawn  out  in  the  third  week. 

It  is  unnecessary  to  dwell  upon  the  minor  details  of  the 
treatment. 

Upon  examining  the  kidney  it  was  found  riddled  with  tuber- 
cular abscesses.  The  pelvis  of  the  kidney  was  filled  with 
muddy  urine.  The  ureter  was  completely  obliterated  two 
inches  above  the  pelvic  brim,  and  above  this  was  somewhat 
dilated.  Throughout  its  length  its  walls  were  greatly  thick- 
ened, but  the  tubercular  process  was  limited  to  the  mucosa. 
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Inversion  of  the  ureter  brought  raw  surfaces  into  apposi- 
tion, and  union  between  these  ensued,  thus  causing  oblitera- 
tion of  the  inverted  tube.  The  pressure  induced  by  the  inver- 
sion caused  the  tube  to  slough  away;  but,  even  had  it  not  done 
so,  I  would  have  had  it  where  it  could  be  best  treated — in  the 
bladder. 

Cystoscopy  with  my  instruments  has  repeatedly  shown  all 
traces  of  the  ureter  thus  treated  gone  except  a  slight  elevation 
or  teat  of  tissue  at  the  site  of  the  ureter. 

Last  observation  March  15,  1900, 

The  convalescence  was  without  incident,  and  the  ugly  ab- 
dominal wound  healed  primarily. 

121  East  Thirty-eighth  street. 


EXTERNAL  PALPATION  VERSUS  VAGINAL   EXAMINATION 
IN  NORMAL  LABOR.' 


WILLIAM  M.   SPRIGG,  M.D., 
Washington,  D.  C. 


As  long  as  septic  infection  continues  a  reality  in  the  partu- 
rient woman,  just  so  long  will  its  various  methods  of  prevention 
be  a  subject  to  occupy  the  attention  of  the  obstetrician.  I  hope 
that  an  apology  may  not  be  demanded  of  me  for  tramping  over 
ground  that  seems  to  have  been  so  thoroughly  explored  and 
upon  which  much  has  been  written.  This  subject  of  puerperal 
infection  continues  to  occupy  much  space  in  the  medical  jour- 
nals of  the  day.  Especially  does  it  behoove  us  to  give  great 
care  in  its  prophylactics,  as  medical  men  of  eminence  still  dis- 
agree as  to  its  curative  treatment. 

A  writer  in  the  Medical  Record  for  1898  has  very  aptly 
divided  the  obstetric  history  of  the  century  into  three  periods: 
"The  first,  the  Pre-antiseptic  period;  the  second,  commencing 
with  the  long-neglected  reform  of  Semmelweiss,  the  Antiseptic 
period ;  and  the  third,  or  the  present  one,  the  period  of 
Asepsis." 

It  is  to  this  third  period  that  prophylactic  measures  are 
especially  applicable.  If  the  parturient  tract  can  be  kept 
aseptic,    we  will   rarely  be  called   upon    to  treat   this  most 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society^ 
December  15,  1899. 
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dreaded  of  all  diseases  of  the  puerperium,  especially  as  the 
bacteriologist  has  taught  us  that  the  organism  must  enter  from 
the  outside.  Since  the  organisms  normally  present  in  the 
vagina  have  been  found  harmless,  and  it  has  been  shown  that 
the  vaginal  secretion  possesses  decided  germicidal  properties, 
we  see  why  the  antiseptic  douche  not  only  fails  to  lessen  septic 
infection,  but  that  it  actually  encourages  it  by  washing  from 
the  vagina  a  normal  secretion  whose  germicidal  power  is 
decidedly  more  potent.  Therefore  the  routine  vaginal  douche 
has  been  abandoned.  Thus  it  is  seen  that  in  normal  labor  Na- 
ture's method  of  protection  cannot  be  improved  upon.  With 
the  vaginal  douche  discarded,  how  then  may  infection  be  intro- 
duced? The  routine  habit  of  a  large  number  of  physicians, 
when  called  to  a  case  of  labor,  is  to  at  once  thoroughly  wash  (?) 
their  hands  with  soap  and  water,  and  probably  with  some  anti- 
septic solution,  either  bichloride  of  mercury  or  carbolic  acid, 
dry  them  on  a  towel,  and  immediately  invade  the  vagina  and 
possibly  the  cervix  uteri  with  the  finger — to  learn  what?  As 
some  text  books  tell  us,  to  explore  the  pelvis  for  any  abnor- 
mality and  learn  the  presenting  part  of  the  fetus — this,  too,  in 
simple  normal  labor.  This  hasty  obstetrical  finger  may  carry 
with  it  not  only  death  to  the  patient,  but  untold  misery  to  an 
entire  family. 

The  vaginal  secretions  are  not  only  antagonistic  to  the  infect- 
ing organism,  but,  after  rupture  of  the  membranes,  the  cervico- 
vaginal  canal  is  flushed  with  amniotic  fluid,  and  the  descend- 
ing fetus  is  at  all  times  closely  grasped  by  the  ostium  vaginae, 
thus  effectually  preventing  the  entrance  into  the  uterus  of 
infecting  material.  In  the  light  of  the  safeguards  with  which 
Nature  has  protected  the  uterus,  there  is  no  need  for  the  douche 
either  before  or  after  a  normal  labor.  Why  the  need  for  vagi- 
nal examination  at  all  in  this  class  of  cases?  It  is  possible  to 
get  nearly  all  the  information  required  by  external  measure- 
ment and  palpation.  As  an  argument  for  frequent  vaginal 
examination,  it  might  be  said  that,  unless  these  examinations 
are  made,  some  important  complication  might  be  overlooked. 
This  might  be  so  if  we  had  not  other  means  for  acquiring  this 
information.  In  delayed  flrst  stages,  when  the  life  of  the 
mother  and  child  may  be  threatened,  it  may  be  necessary  not 
only  to  introduce  the  hand  into  the  vagina,  but  into  the  uterus, 
for  the  purpose  of  making  an  accurate  diagnosis.  But  who 
would  advise  this  as  a  routine  procedure? 

The  management  of  normal  labor  may  seem  a  prosy  subject, 
but  when  we  realize  that  its  mismanagement  continues  to  form 
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a  prolific  field  from  which  is  drawn  a  large  amount  of  gyneco- 
logical work,  it  becomes  a  very  serious  matter. 

The  difficulty  of  rendering  the  hands  and  nails  aseptic  is  so 
great  that  many  gynecologists  and  obstetricians  have  resorted 
to  the  use  of  rubber  gloves  in  their  work;  but  even  if  you  have 
an  aseptic  gloved  obstetrical  finger,  it  is  still  difficult  to  render 
the  vulva  and  external  genitals  aseptic,  and  the  danger  re- 
mains of  carrying  the  infecting  organism  from  the  external 
genitals  to  the  uterus.  The  possibility  of  this  danger  exists 
with  every  digital  examination. 

When  engaged  to  attend  a  primipara  the  physician  should 
make  it  his  duty,  at  not  later  than  the  third  or  second  week 
before  the  expected  labor,  to  make,  as  a  routine  procedure, 
careful  external  measurements  of  the  pelvis,  thorough  exam- 
ination by  external  palpation,  as  well  as  a  digital  examination 
of  the  pelvis,  either  per  vaginam  or  per  rectum,  and,  if  by  the 
latter  route,  the  bowels  should,  of  course,  have  been  previously 
well  emptied.  This  should  be  done  in  multiparas  who  have 
had  tedious  or  complicated  labors.  By  this  examination  not 
only  is  the  viability  of  the  child  determined,  but  multiple  preg- 
nancy, the  position  of  the  fetus  in  the  uterus,  and  the  condition 
of  the  genital  canal. 

The  great  advantage  of  making  the  diagnosis  of  fetal  pre- 
sentation and  position  by  external  palpation  is  that  it  can  be 
done  with  absolutely  no  risk  of  infection  to  the  patient.  Not 
only  can  abnormal  positions  be  determined,  but  some  of  them 
may  be  converted  into  a  normal  vertex  position  by  external 
version.  This  the  writer  has  done  a  number  of  times.  If  the 
sacro-pubic  diameter  measures  nineteen  centimetres  or  more, 
it  is  safe  to  say  that  the  pelvis  is  ample.  The  diagonal  conju- 
gate is  best  measured  by  introducing  two  fingers  in  the  vagina, 
with  the  tip  of  the  second  fingeragainst  the  most  prominent  part 
of  the  sacro-vertebral  angle,  marking  the  point  where  the  sub- 
pubic ligament  cuts  the  radial  border  of  the  examining  hand, 
and  subtracting  one-half  to  three-quarters  of  an  inch  for  the 
true  conjugate  diameter  of  the  pelvis.  In  examining  all  preg- 
nant women  the  hand  should  be  scrubbed  as  thoroughly  as 
possible  in  soap  and  water  and  then  with  bichloride  solution. 
The  hand  should  not  be  wiped  unless  on  a  sterilized  towel;  as 
a  rule,  a  lubricant  is  not  necessary,  but  if  it  is  used  it  should 
be  sterilized  also. 

In  running  the  palmar  surface  of  the  hand  over  the  abdomen 
the  location  of  the  fetus  will  be  learned  almost  by  the  first 
touch.     The  location  of  the  fetal  poles  is  the  next  step.     The 
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lower  pole,  which  is  usually  the  head,  may  be  easily  deter- 
miued  by  standing  with  the  back  to  the  mother's  head  and 
placing  the  hands  over  the  lower  segment  of  the  uterus,  with 
the  little  fingers  one  or  two  inches  above  the  sj'mphysis  pubis; 
the  finger  tips  are  forced  gently  down  into  the  brim  of  the 
pelvis.  If  the  pelvic  excavation  is  filled  before  labor  has  be- 
gun, then  the  presenting  part  is  the  vertex,  as  no  other  part 
sinks  into  the  lesser  pelvis  until  labor  does  begin.  When  the 
head  lies  above  the  brim  it  is  less  easily  palpated .  The  head 
is  easily  distinguished  from  the  breech  by  its  greater  mobility, 
by  its  solid,  globular  shape,  and  by  the  presence  of  a  sulcus 
between  it  and  the  fetal  trunk.  Ballottement  of  the  head  is 
frequently  possible  even  when  it  lies  above  the  inlet. 

When  the  head  is  in  the  inlet  one  side  of  the  brim  will  be 
found  more  completely  filled  than  the  other.  On  one  side  of 
the  brim  is  the  frontal  portion  of  the  head;  on  the  other  the 
nape  of  the  neck  occupies  the  pelvic  brim.  That  side  of  the 
pelvic  tumor  most  prominent  is  the  sinciput.  The  sinciput  to 
the  right  indicates  a  left  position.  The  cephalic  prominence  is 
most  marked  in  occipito-posterior  positions. 

While  with  a  well-flexed  head  the  frontal  extremity  is  most 
prominent,  with  the  partially  extended  head  there  is  very  little 
difference  to  be  noted,  and  in  face  presentation  the  occiput  is 
most  distinct. 

When  the  vertex  presentation  has  been  determined,  by  mov- 
ing the  hand  upward  toward  the  fundus  with  firm,  gentle 
pressure  a  slight  obstruction  is  found,  which  is  the  anterior 
shoulder.  If  the  shoulder  is  near  the  median  line,  within  one 
or  two  inches  of  it,  the  occiput  is  usually  in  anterior  position; 
if  three  or  more  inches  from  the  median  line,  the  position  is 
usually  posterior.  If  the  shoulder  is  to  the  right  of  the  median 
line,  the  occiput  is  usually  in  right  position;  if  to  left,  the 
occipito  left  position  is  indicated. 

The  positions  of  the  fetal  heart  sounds  are  of  much  diag- 
nostic value.  These  sounds  are  most  audible  over  the  upper 
part  of  the  back  of  the  child's  chest,  covering  an  abdominal 
area  of  about  three  inches.  The  location  of  the  heart  sounds 
usually  serves  to  distinguish  left  from  right  positions  and  an- 
terior from  posterior  positions.  In  posterior  positions  the  heart 
sounds  are  very  faint  or  rarely  may  not  be  heard  at  all.  The 
diagnosis  of  presentation  and  position  by  abdominal  palpation 
is  not  quite  so  easily  made  after  as  before  labor  begins.  Pal- 
pation of  the  abdomen  must  be  suspended  when  uterine  con- 
traction takes  place. 
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In  breech  presentation  it  is  at  once  noted  that  there  is  no 
transverse  sulcus,  as  found  when  the  head  is  in  the  pelvis,  and 
all  the  other  signs  of  head  presentation  are  absent.  As  a  con- 
firmation of  this  diagnosis,  the  head  is  found  in  the  fundus 
of  the  uterus.  The  differential  diagnosis  between  head  and 
breech  is  always  important  and  should  always  be  made.  The 
diagnosis  of  transverse  presentation  is  usually  easily  deter- 
mined; the  long  axis  of  the  child  is  felt  to  be  transverse.  As  a 
further  aid  in  confirming  the  diagnosis  of  position,  the  condi- 
tion and  presentation,  the  fetal  heart  sounds  are  of  much' 
value.  They  also  inform  us  of  the  condition  of  the  child  and 
help  us  in  the  recognition  of  multiple  pregnancy.  In  vertex 
presentation  the  heart  sounds  are  most  audible  over  the  back 
of  the  child  and  below  the  mother's  umbilicus.  In  breech  pre- 
sentations the  sounds  are  plainly  heard  when  the  back  is  an- 
terior, but  are  heard  with  great  difficulty  if  the  back  is  pos- 
terior. In  weighing  evidence  furnished  by  the  fetal  heart 
sounds,  it  must  not  be  forgotten  that  sounds  are  better  con- 
ducted by  solids  than  liquids,  and  that  the  exact  situation  of 
the  fetal  heart  sounds  corresponds  with  that  portion  of  the  back 
or  chest  which  happens  to  be  in  contact  with  the  uterine  wall. 
For  this  reason  the  fetal  heart  sounds  may  be  quite  distinct, 
and  a  few  months  later  be  scarcely  audible  because  of  the 
change  in  the  relation  between  the  child  and  uterine  wall. 
The  fetal  sounds  may,  therefore,  change  with  the  change  in 
position  of  the  mother.  There  are  many  pathological  condi- 
tions which  may  be  determined  by  palpation.  A  pendulous 
abdomen  in  the  first  pregnancy  would  suggest  pelvic  defor- 
mity. Hydramnion  would  be  recognized  by  increased  size  and 
permanent  tension  of  uterine  tumor,  by  preternatural  mobility 
of  the  fetus,  and  usually  by  the  presence  of  suprapubic  edema. 
Hydrocephalus  may  be  recognized  if  the  head  is  sufficiently 
enlarged  to  give  rise  to  difficulty  in  delivery.  Hydramnion  in 
single  fetation  may  sometimes  be  mistaken  for  twin  pregnancy, 
especially  as  multiple  pregnancy  is  usually  associated  with  ex- 
cess of  liquor  amnii.  In  single  fetation  with  hydramnion  there 
is  greater  mobility  of  the  fetus.  In  multiple  pregnancy  there 
is  a  larger  number  of  small  parts  and  these  are  more  widely 
distributed.  The  palpating  of  two  fetal  heads,  one  in  the  pel- 
vic excavation  and  one  in  the  upper  uterine  segment,  together 
with  two  fetal  heart  beats  at  different  rates,  makes  the  diag- 
nosis positive.  Two  fetal  poles  more  than  twelve  inches  apart 
-cannot  belong  to  the  same  child. 
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The  two  positions  which  occur  most  frequently  are  occipito- 
left  anterior  and  occipito-dextro-posterior,  so  that  it  is  com- 
paratively safe  to  make  a  diagnosis  of  O.  L.  A.  if  the  back  of 
the  fetus  is  to  the  left,  and  0.  D.  P.  if  the  back  is  to  the  right. 

Much  stress  has  been  laid  upon  noting  the  progress  of 
labor,  which  usually  means  the  amount  of  cervical  dilatation; 
but  in  normal  cases,  if  the  head  is  advancing,  it  is  fairly  safe 
to  say  that  the  cervix  is  dilating.  We  know,  of  course,  that 
in  primipara)  the  head  may  be  descending  into  the  pelvis  and 
yet  the  cervix  be.  but  slightly  dilated.  If  the  head,  then,  is  de- 
layed in  its  descent,  it  may  be  necessary  to  aid  in  dilating  the 
cervix. 

The  extent  of  cervical  dilatation,  as  determined  by  vaginal 
examination,  has  become  an  index  of  the  expected  duration  of 
labor,  and,  for  the  purpose  of  economizing  the  time  of  the  ob- 
stetrician, is  freely  made  use  of.  The  question  is,  are  we  jus- 
tified in  subjecting  a  woman  to  these  risks  in  normal  labor, 
knowing  as  we  do  the  danger  of  infection  ?  So  long  as  labor 
is  progressing  satisfactorily,  and  we  have  previously  gotten 
the  necessary  information  regarding  the  pelvis,  both  by  meas- 
urement and  examination,  is  it  not  wiser  to  defer  the  vaginal 
examination  until  there  is  some  need  or  indication  for  med- 
dling— and  then  interfere  only  after  the  hands  and  external 
genitals  have  been  thoroughly  washed  and  scrubbed  with  soap 
and  water,  and  then  with  one  of  the  antiseptic  solutions,  and 
finally  in  boiled  water? 

To  conduct  a  case  of  labor  ideally  you  must  previously 
eliminate  the  existence  of  pelvic  deformity  or  other  abnormali- 
ties, the  progress  of  labor  must  be  observed  by  extra-vaginal 
methods,  and  after  delivery  nothing  must  be  permitted  to  enter 
the  vagina. 

1015  Sixteenth  street,  N.  W. 


REMARKS   ON  THE  OPERATIVE  TREATMENT  OF   PROLAPSE.' 


JOHN  B.  DEAVER,   M.D., 
Philadelphia,  Pa. 


The  term  prolapse  of  the  uterus  has  come  to  mean  a  condi 
tion  where  the  cervix  uteri  approaches  more  nearly  the  vagi- 

1  Read  before  the  Section  on   Gynecology,   College  of  Physicians  of 
Philadelphia,  February  15,  1900. 
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nal  orifice  than  is  normal.  This  may  be  a  misleading  term. 
The  so-called  prolapse  which  is  due  to  hypertrophy  of  the 
uteras  is  not,  strictly  speaking,  a  prolapse.  A  true  prolapse  is 
one  in  which  the  uterus  as  a  whole  approaches  the  vaginal 
orifice,  thus  altering  its  anatomical  relation.  We  can  retain 
the  term,  and  at  the  same  time  keep  an  intelligent  classifica- 
tion in  view,  by  dividing  prolapse  of  the  uterus  into  simple  or 
true,  and  hypertrophic  or  false. 

Simple  or  true  prolapse  occurs  as  a  result  of  one  of  many 
causes.  It  occurs  most  commonly  in  aged  women,  and  in  un- 
married women  of  low  vitality  who  have  led  lives  of  hard 
labor,  or  in  women  whose  pelvic  floor  has  been  destroyed  by 
tears  or  injuries.  It  occurs  in  one  of  three  varieties,  according 
to  the  degree  of  prolapse— first,  slight  downward  displace- 
ment; second,  where  the  cervix  approaches  within  one  or  two 
inches  of  the  vaginal  orifice;  third,  where  the  cervix,  and  fre- 
quently the  entire  uterus,  carrying  the  bladder  and  rectum, 
protrudes  through  the  vaginal  orifice. 

Hypertrophic  or  false  prolapse  occurs  in  one  of  two  varie- 
ties— a  hypertrophic  elongation  of  the  infra  vaginal  cervix  or  of 
the  supravaginal  portion  of  the  cervix.  Of  this  variety,  or 
false  hypertrophy,  I  have  but  little  to  say,  for  unless  they 
cause  marked  symptoms  they  had  better  be  let  alone.  If 
there  is  any  indication  for  interference,  amputation  of  the 
elongated  cervix  will  bring  about  a  satisfactory  result.  Of  the 
simple  variety  of  true  prolapse,  the  treatment  will  depend  upon, 
first,  the  cause  of  the  prolapse;  and,  second,  the  degree.  In 
the  second  variety,  which  is  of  a  severer  degree,  more  radical 
measures  must  be  instituted.  There  are  three  indications  to 
be  met  as  a  rule:  the  vaginal  canal  and  the  vulvar  outlet 
must  be  restored  to  its  normal  condition,  and  the  enlarged  or 
subinvoluted  uterus  corrected,  and  the  uterine  support  applied 
from  above. 

In  repairing  a  torn  perineum  the  object  to  be  secured  is  the 
restoration  of  the  pelvic  floor.  The  Emmet  operation,  which 
unites  the  torn  ends  of  the  levator  ani  muscle  and  restores  the 
pelvic  fascia,  meets  the  indication.  The  repair  of  the  torn 
cervix  and  the  curettement  of  the  uterine  canal  (in  the  absence 
of  disease  of  the  uterine  appendages)  will  aid  in  the  process  of 
involution. 

To  support  the  uterus  from  above  there  are  four  methods  of 
procedure  to  be  considered,  three  of  which  are  to  be  mentioned 
in  this  connection  only  to  be  condemned.  The  results  of  the 
operation  devised  by  Alexander  show  that  it  will  not  support 
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an  enlarged  or  boggy  uterus,  nor  will  shortening  of  the  round 
ligaments  intra-abdominallj^ 

Vaginal  hysterectomy  not  only  will  not  correct  the  condi- 
tion, but  in  many,  if  not  in  all,  instances  will  be  followed  by 
prolapse  of  the  anterior  and  posterior  vaginal  walls  to  an  ag- 
gravated degree,  to  the  extent,  at  least,  of  occasioning  more 
discomfort  than  complained  of  before.  The  uterus  should  only 
be  removed  when  the  site  of  a  pathological  lesion  sufficient  to 
w'arrant  it. 

We  have  left  ventrofixation,  and,  if  anywhere,  it  is  here 
that  the  indication  for  the  operation  arises.  In  women  past 
the  child-bearing  period  the  sutures  can  be  placed  between  the 
coruua  of  the  uterus.  If  the  possibility  of  pregnancy  still 
■exists,  then  the  uterine  sutures  should  be  placed  on  the  ante- 
rior surface,  about  one  inch  below  and  midway  between  the 
cornua,  so  that  the  pregnant  uterus  is  free  to  enlarge. 

In  the  third  variety,  when  the  prolapse  is  complete,  in  addi- 
tion to  ventrofixation  an  anterior  or  posterior  colporrhaphy,  or 
both,  may  be  necessary.  The  cystocele  is  corrected  by  the  re- 
moval of  a  sufficiently  large  oval  flap,  denuding  the  mucous 
membrane  and  submucous  tissue,  by  which  the  muscular  coat 
of  the  bladder  is  exposed.  The  incision  extends  from  immedi- 
ately behind  the  meatus  urinarius  to  the  cervix  uteri.  Two 
rows  of  catgut  sutures  appose  the  edges  of  the  incision,  the 
deeper  taking  in  the  submucous  and  the  muscular  coats  of  the 
bladder,  and  the  superficial  the  mucous  membrane.  The  de- 
nudation of  the  anterior  vaginal  wall  in  the  correction  of  the 
•cystocele,  and  of  the  posterior  vaginal  wall  in  the  repair  of  the 
torn  or  relaxed  pelvic  floor,  is  made  with  a  scalpel. 

The  repair  of  the  anterior  vaginal  wall  is  the  first  step  in  the 
operative  technique;  when  this  is  accomplished  the  rubber 
gloves  worn  are  discarded  and  a  new  pair,  previously  steril- 
ized, put  on.  The  next  step  is  the  ventrofixation,  and,  lastly, 
the  perineum  is  restored. 

The  operation  upon  the  posterior  vaginal  wall  is  done  after 
the  manner  of  Emmet,  except  that  the  denudation  is  made  in 
one  large  flap  with  a  scalpel,  and  includes  the  submucous  tis- 
sues, thus  exposing  the  muscular  coat  of  the  rectum  and  the 
fibres  of  the  levator  ani  muscle  which  have  been  torn  from  the 
side  of  the  vagina,  thus  occasioning  the  sulci.  There  is  no 
doubt  that  this  method  of  operation  gives  a  better  guarantee 
of  apposition  of  the  torn  fibres  of  the  levator  ani  muscle  and 
therefore  a  better  ultimate  result. 
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TWO   CASES  OF  EXTRAUTERINE   PREGNANCY: 

(a)  tubo-ovarian  pregnancy  following  relapsing  appendicitis; 

(b)  ruptured  tubal  pregnancy  with   symptoms  of  infection 

treated  by  vaginal  puncture. • 


JOHN  G.  CLARK,  M.D., 

Professor  of  Gynecology  in  the  University  of  Pennsylvania, 

Philadelphia,  Pa. 


The  two  cases  of  extrauterine  pregnancy,  which  recently 
liave  been  admitted  to  the  gynecological  department  of  the 
University  of  Pennsylvania,  present  two  points  of  interest:  the 
first  bears  upon  the  method  of  treatment,  the  second  upon  the 
etiology  of  the  ectopic  pregnancy,  which  appears  to  have  been 
due  to  a  contiguous  inflammation  of  the  Fallopian  tube  origi- 
nating in  a  relapsing  appendicitis. 

In  the  first  case  the  patient  was  in  a  profoundly  depressed 
state,  exhibiting  markedly  septic  symptoms,  and  was  in  no 
•condition  for  an  abdominal  operation.  The  history  of  the  case 
was  as  follows: 

N.  C,  age  28  years;  married  three  years;  no  children,  no 
miscarriages.  Omitting  the  details  of  her  previous  history, 
which  have  no  special  bearing  upon  the  present  illness,  I  may 
say  that  she  missed  her  first  regular  menstrual  period  August 
10,  and  about  the  middle  of  the  month  came  to  the  conclusion 
that  she  was  pregnant,  because  of  the  cessation  of  the  menses 
and  because  she  suffered  from  morning  sickness.  September 
1,  while  handling  heavy  milk  cans,  she  was  struck  a  violent 
blow  in  the  left  lower  abdomen,  which  was  immediately 
followed  by  sickening  pains  in  this  region  and  a  slight  ute- 
rine hemorrhage.  Although  the  pain  and  hemorrhage  grew 
progressively  worse,  she  kept  at  work  until  the  end  of  the 
month,  when  she  was  ordered  to  bed  by  her  physician  on  ac- 
count of  threatened  abortion,  all  of  the  symptoms  of  which  were 
now  well  developed.  At  the  end  of  a  week,  the  impending 
abortion  apparently  having  been  thwarted,  she  left  her  bed 
and  assisted  actively  in  helping  her  family  to  move,  but  again 

'  Read  before  the   Section  on   Gynecology,   College   of  Physicians  of 
Philadelphia,  February  15,  1900. 
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was  forced  to  go  to  bed  in  four  days  on  account  of  the  return 
of  all  of  her  former  sj'mptoms. 

The  bearing-down  pains  were  now  nearly  constant,  and 
large,  foul-smelling  clots  of  blood  were  passed  by  the  vagina. 
About  this  time  the  uterus  was  thoroughly  curetted  by  her 
physician,  and  the  metrorrhagia  ceased  and  was  followed  by  a 
scant,  reddish-j'ellow,  odorless  discharge.  Subsequent  to  the 
operation  her  abdomen  became  very  tympanitic  and  tender, 
and  she  had  severe  lancinating  pain,  especially  in  the  hypo- 
gastric region,  which  was  associated  with  frequent  nausea  and 
bilious  vomiting,  obstinate  constipation,  and  painful  and  fre- 
quent micturition.  The  acuteness  of  these  symptoms  subsided 
somewhat  after  several  days,  but  remained  more  or  less  con- 
tinuous until  her  admission  to  the  hospital.  Since  the  begin- 
ning of  her  attack  she  has  rapidly  lost  flesh  and  strength. 
Three  weeks  ago  the  uterus  was  again  curetted,  and  one  week 
ago  a  uterine  douche  was  given,  but  both  failed  to  relieve  her. 

Subjective  Symptoms  on  admission  to  the  Hospital. — 
Patient  feels  very  weak  and  tired,  is  subject  to  hot  and  cold 
sensations,  has  complete  loss  of  appetite,  and  there  is  nausea 
and  vomiting  invariably  after  taking  food.  Urination  is  fre- 
quent and  burning,  and  the  bowels  are  obstinately  constipated. 
There  is  a  distressing  feeling  of  over-distension  in  the  lower 
abdomen,  with  occasional  sharp,  lancinating  pains  in  the  hypo- 
gastric region. 

Objective  Symptoms. — Temperature  100°  to  102°  F. ;  pulse 
small,  low  tension,  fair  strength,  rate  94  to  108  beats  per 
minute;  respirations  average  24  to  the  minute.  Extreme  pal- 
lor of  the  skin  and  mucous  membranes;  markedly  pinched 
expression  and  great  emaciation;  tongue  dry  and  covered 
with  a  thick  yellow  fur;  frequent  vomiting  of  undigested  food 
and  bile.  Examination  of  the  lungs  shows  increased  tactile 
and  vocal  fremitus,  increased  resonance,  and  loud  breath 
sounds,  due  to  the  easy  transmission  of  the  normal  sounds 
through  the  thin  chest  walls.  The  heart  is  slightly  enlarged 
to  the  left,  the  apex  beat  being  greatest  in  the  fifth  interspace 
near  the  nipple  line.  The  heart  sounds  are  somewhat  valvular 
in  character,  and  there  is  a  slight  accentuation  of  the  pulmonic 
second  sound;  in  the  third  interspace  between  the  left  sternal 
and  nipple  line  a  loud,  localized  blowing  systolic  murmur  is 
heard.  Pulsation  is  distinctly  felt  in  the  cervical  veins,  and  a 
bruit  le  diable  is  heard  on  both  sides,  especially  on  the  right. 
The  skin  of  the  abdomen  is  very  greatly  stretched  and  of  a 
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bluish,  glossy  appearance,  and  there  is  great  rigidity,  especially 
on  the  left  side.  There  is  marked  tympany  above  a  line  drawn 
from  one  inch  above  the  anterior  superior  spine  of  the  right 
ilium,  through  a  point  one  inch  above  the  umbilicus,  to  a  third 
point  one  and  a  half  inches  above  the  upper  border  of  the 
left  ilium.  Percussion  below  this  line  gives  absolute  dulness, 
and  palpation  of  this  area  reveals  a  hard,  apparently  non- 
fluctuating  mass,  especially  prominent  above  the  symphysis 
and  in  the  left  iliac  region.  Pressure  upon  this  area  gives 
dull,  agonizing  pain,  more  marked  in  the  left  side. 

Gynecological  Examination. — Vaginal  outlet  nuUiparous. 
Perineum  and  vagina  normal.  Uterus  is  antetlexed  and 
presses  the  bladder  against  the  symphysis;  it  is  only  slightly 
movable,  its  range  of  mobility  being  limited  by  a  mass  poste- 
rior to  it.  The  vaginal  fornices  are  hard  and  indurated,  espe- 
cially to  the  left  and  posteriorly.  In  the  latter  situation  there 
is  moderate  bulging,  and  the  vaginal  finger  at  this  point 
receives  a  distinct  percussion-wave  impulse  from  the  abdom- 
inal hand. 

Treatment. — On  account  of  the  serious  condition  of  the 
patient,  it  was  thought  best  to  keep  her  under  observation  for 
a  few  days,  during  which  time  she  wis  given  tonic  and  stimu- 
lating treatment,  consisting  of  strychnine,  Blaud's  pills,  occa- 
sionally a  brisk  purgative,  hot  fomentations,  and  hot  flaxseed 
poultices  to  the  abdomen;  in  addition  to  which  a  copious  hot 
vaginal  douche  at  115°  F.  was  given  thrice  daily. 

Three  days  after  her  admission  to  the  hospital  the  patient 
began  to  menstruate,  and  during  this  time  suffered  agonizing 
pain  in  the  lower  abdomen.  For  five  or  six  days  subsequent 
to  this  there  was  marked  improvement,  the  pulse  becoming 
stronger,  the  nausea  and  vomiting  ceasing,  and  the  abdomen 
being  less  tender  to  pressure.  About  this  time,  however,  her 
symptoms  again  became  less  favorable;  but  she  soon  regained 
the  ground  which  apparently  had  been  lost,  and  in  fifteen  days 
from  her  admission  to  the  hospital  there  was  considerable  im- 
provement in  the  abdominal  symptoms.  At  this  time  it  was 
deemed  safe  to  proceed  with  an  operation.  On  examination 
under  anesthesia  a  peculiar  crepitant  feeling  was  noted  on 
pressure  between  the  rectal  and  abdominal  examining  hands. 
The  mass  was  slightly  fluctuant,  and,  although  producing  no 
bulging  in  the  vaginal  fornix,  the  transmitted  wave  from  the 
abdominal  hand  could  nevertheless  be  detected  plainly  at  this 
point.     On  account  of  the  fluctuant  temperature  it  was  thought 
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possible  that  the  pelvic  mass  was  an  abscess  following  a  mis- 
carriage, although  the  history  and  examinations  pointed  more 
strongly  to  ectopic  pregnancy.  The  puncture  of  the  mass  per 
vaginam  was  deemed  advisable,  first,  because  of  the  great 
anemia  and  depression  of  the  patient,  which  precluded  the 
possibility  of  a  serious  abdominal  operation;  second,  distinct 
fluctuation  posterior  to  the  uterus;  third,  active  infection  of 
the  blood  clot,  which  simulated  a  pelvic  abi-cess;  and,  fourth, 
the  length  of  time  subsequent  to  the  rupture  of  the  tube,  per- 
mitting a  complete  walling-off  of  the  infectious  matter  by  peri- 
toneal adhesions  from  the  general  abdominal  cavity. 

On  puncture  in  the  median  vaginal  line,  posterior  to  the  cer- 
vix a  large  quantity  of  foul-smelling  blood  clots  were  evacu- 
ated, followed  later  by  a  fetus  five  centimetres  in  length.  The 
placenta  was  almost  as  large  as  the  hand,  but  was  removed 
without  special  difficulty.  The  cavity  was  thoroughly  irrigated 
and  packed  with  gauze. 

Contrary  to  expectations,  the  patient  stood  the  effects  of 
ether  splendidly,  and  during  the  operation  the  pulse  never  went 
above  100. 

The  subsequent  notes  of  the  case  are  as  follows:  November 
20,  three  days  after  operation:  Gauze  removed  and  cavity 
thoroughly  irrigated.  The  temperature  is  still  hectic,  and  there 
is  still  induration  and  dulness  on  percussion  over  the  lower  ab- 
domen, which,  however,  is  much  less  than  before  operation. 
November  21:  Gauze  drainage  removed  and  replaced  by  a 
rubber  tube,  which  is  held  in  place  by  a  vaginal  gauze  pack. 
There  is  a  free  discharge  of  a  bloody  fluid;  the  anemia  is  less. 
November  25:  As  a  result  of  daily  irrigations  the  discharge 
has  become  less.  Dulness  and  induration  over  lower  abdomen 
greatly  diminished.  Temperature  ranges  between  98.2°  and 
99"";  pulse  strong  and  full.  Her  appetite  is  enormous,  her 
tongue  is  clean,  and  her  bowels  are  regular.  Examination 
of  the  blood  shows  rapid  recovery  from  its  impoverishment. 
December  1 :  Slight  evening  rise  of  temperature  to  99°.  Patient 
is  rapidly  gaining  in  flesh,  color,  and  strength.  The  ectopic 
sac  is  still  being  drained,  and  the  discharge  amounts  in  twenty- 
four  hours  to  about  one  fluidounce  of  thin,  yellow,  non-offensive 
pus.  The  abdominal  mass  is  almost  imperceptible.  The  sys- 
tolic murmur,  which  was  very  loud  upon  admission,  is  less 
audible,  and  pulsation  of  the  cervical  veins  is  no  longer  noted. 
December  9:  All  drainage  removed;  vagina  irrigated  twice 
daily  with  normal  salt  solution;  no  dulness,  induration,  promi- 
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nence,  or  tenderness  over  the  area  noted  on  admission. 
December  12:  Patient  was  discharged  cured  to-day.  She  is 
now  in  good  flesh,  her  complexion  is  of  a  healthy  color,  and  the 
blood  count  is  nearly  normal.  There  is  no  longer  any  pain, 
tenderness,  or  induration  of  the  abdomen.  Her  bowels  are 
regular  and  digestion  is  perfect.  She  expresses  herself  as  being 
in  as  vigorous  health  as  ever  in  her  life.  The  hemic  murmur 
is  still  plainly  heard,  but  softer.  The  uterus  is  now  in  good 
position  and  freely  movable;  the  right  vaginal  fornix  is  free; 
on  the  left  side  and  posteriorly  there  remains  some  induration, 
but  this  is  confined  to  the  true  pelvis.  Examination  causes  no 
pain.  On  being  discharged  from  the  hospital  she  was  given 
a  prescription  of  strychnine,  one- sixtieth  of  a  grain,  to  be  taken 
twice  daily,  and  asked  to  report  in  a  few  weeks.  December 
22:  Patient  reported  at  hospital  for  examination.  General 
health  better  than  at  time  of  her  discharge.  January  12, 1900: 
Returned  for  examination.  Vigorous  health  continues.  He- 
mic murmur  is  no  longer  audible,  and  the  outlines  of  the  heart 
are  normal. 

A  review  of  the  blood  chart  before  and  after  her  operation 
shows  the  following: 


Date. 


Red  blood 
cells. 


November  1,  1899.  (Be- 
fore operation.) 

November  9,  1899.  (Be- 
fore operation.) 

November  18,  1899.  (Af- 
ter operation.) 

November  21,  1899.    .. 

November  24,  1899 

November  30,  1899 

December  'S,  1899 

December  8,  1899 

December  12, 1899 

December  22,  1899 

January  12,  1900 


2,190,000 

2,200,000 

2.250,000 
2,850,000 
3,780,000 
2,975,000 
3,510,000 
4,210,000 
4.450,000 
4,250,000 
4,600,000 


Hemoglobin. 


30  per  cent 
30  per  cent 


32  per 

33  per 
41  per 
45  per 
65  per 
74  per 
85  per 
93  per 

100  per 


cent 
cent 
cent 
cent 
cent 
cent 
cent 
cent 
cent 


White  blood 
cells. 


16,000 

16,800 

6,480 

11,480 

10,400 

13.450 

7,800 

5,120 

8,420 

6,000 

7,460 


Highest 
temperature. 


100.5°  F. 
101.5°  F. 


99° 

100.5° 
99.5° 

100.2° 
99.3° 
98.2° 
98.2° 
98.2° 
98,2° 


F. 

F. 
F. 
F. 
F. 
F. 
F. 
F. 
F. 


One  of  the  most  interesting  phenomena  in  this  case  is  the 
rapid  increase  in  the  percentage  of  hemoglobin  and  the  num- 
ber of  red  blood  corpuscles,  which  showed  marked  improve- 
ment at  each  blood  examination  subsequent  to  the  operation. 
Another  point  which  is  of  special  interest  is  the  study  of  the 
leucocytosis,  which  is  noticed  as  an  accompaniment  of  the 
hectic  temperature.     As  soon  as  this  temperature  reaches  the 
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normal  the  number  of  leucocytes  also  drops  to  the  normal  and 
continues  practically  so  throughout  her  convalescence. 

From  the  standpoint  of  curative  treatment  I  look  upon  this 
case  as  an  exceptionally  brilliant  demonstration  of  what  may 
be  accomplished  by  vaginal  puncture  in  properly  selected  cases. 
In  this  case  the  patient's  symptoms  rapidly  disappeared  and  her 
general  condition  improved  steadily  from  the  day  of  her  opera- 
tion. 

It  is  especially  in  this  class  of  extrauterine-pregnancy  cases 
that  vaginal  puncture  is  indicated.  In  cases  of  recent  rup- 
ture when  there  is  free  blood  in  the  peritoneal  cavity,  this 
procedure  is  certainly  not  advisable;  but  when  the  blood  has 
become  encapsulated  and,  as  in  this  instance,  is  infected,  and 
the  patient  is  in  a  profoundly  depressed  physical  condition,  no 
abdominal  operation  is  justifiable  when  this  simple  procedure, 
free  of  shock,  may  be  instituted. 

TUBO-OVARIAN  PREGNANCY   FOLLOWING   RELAPSING 
APPENDICITIS. 

The  second  case  which  I  present  is  of  interest  from  the  etio- 
logical standpoint,  for  the  history  points  very  strongly  to  the 
involvement  of  the  Fallopian  tube  on  the  right  side  by  contigu- 
ity from  the  vermiform  appendix. 

The  patient  has  a  typical  history  of  relapsing  appendicitis, 
and  the  ectopic  pregnancy  followed  after  the  third  attack. 
The  development  of  her  present  condition  is  as  follows:  Up 
to  seven  years  ago  she  was  healthy,  although  never  robust, 
when  she  had  an  attack  of  la  grippe,  followed  by  severe  pain  in 
the  right  side  in  the  region  of  the  vermiform  appendix.  This 
continued  quite  acute  for  five  days,  being  accompanied  by  con- 
siderable elevation  of  temperature,  when  it  subsided  and  the 
patient  was  again  able  to  leave  her  bed.  The  pain,  however, 
continued  in  that  site,  but  was  not  of  such  an  acute  character. 
This  condition  lasted  for  about  six  months,  when  she  was  again 
seized  with  an  attack  similar  to  the  first,  which  lasted  about  a 
week,  when  she  became  very  much  better  and  continued  in 
fairly  good  health  until  four  months  ago.  At  this  time  she 
again  suffered  severe  pain  in  the  right  side,  after  what  appeared 
to  be  a  normal  menstrual  period.  At  this  time  the  tenderness 
was  situated  lower  in  the  pelvis  and  was  well  localized  over  the 
ovarian  region.  Coincident  with  this  attack  a  tender  mass 
about  the  size  of  a  hen's  egg  was  noticed  in  this  region  by  her 
physician.     For  the  last  four  months  menstruation  has  been 
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very  frequent,  the  longest  interval  between  periods  being  only 
three  weeks,  and  frequently  the  flow  would  occur  every  week. 
The  flow  was  always  painful  and  profuse.  The  pain  in  the 
right  ovarian  region  has  been  constant  and  is  of  a  dull  aching, 
changing  at  times  to  a  sharp,  lancinating  character.  The 
swelling  is  also  still  perceptible,  and  she  still  has  dysuria. 
There  is  no  history  of  vomiting  or  dizziness.  Since  the  attacks 
began  she  has  been  under  the  care  of  her  physician,  who  has 
carried  out  a  very  thorough  line  of  local  treatment,  but  which, 
however,  has  been  absolutely  ineffective  in  controlling  the  pain. 

The  gynecological  examination  was  as  follows:  Vaginal 
outlet  considerably  relaxed;  cervix  normal;  uterus  in  ante- 
flexion, normal  in  size,  fully  movable  ;  left  ovary  and  tube 
normal;  on  right  side  the  Fallopian  tube  is  distended  and  is 
apparently  fused  into  an  inflammatory  mass  with  the  ovary. 
This  mass  is  slightly  adherent,  but  may  be  moved  freely  about 
in  the  pelvis.  Vermiform  appendix  not  palpable.  The  tubo- 
ovarian  mass  is  dense,  non-fluctuating,  and  feels  like  a  solid 
tumor  of  the  ovary. 

As  there  was  no  characteristic  history  of  ectopic  pregnancy, 
the  condition  was  looked  upon  as  a  tubo-ovarian  inflammatory 
mass  and  abdominal  section  was  recommended. 

The  abdominal  incision  revealed  a  tubo-ovarian  mass  of 
dense,  hard  consistence,  closely  enveloped  by  the  omentum, 
from  which  numerous  adventitious  vessels  were  projected  into 
the  tumor.  On  separation  of  the  omentum,  part  of  which  was 
excised,  the  tube  and  ovary  were  found  intimately  fused  to- 
gether. The  ovary  was  not  entirely  involved,  the  inner  two- 
thirds  being  normal.  On  account  of  the  peculiar  purplish  hue 
of  the  ovarian  mass  a  diagnosis  of  tubo-ovarian  pregnancy  was 
made.  The  outer  pole  of  the  ovary  and  the  tube  were  excised . 
On  section  of  the  fusiform  end  of  this  mass  in  the  laboratory  a 
small  embryo  two  and  a  half  centimetres  in  length,  enclosed 
in  its  envelope,  was  found.  After  the  removal  of  the  tubo- 
ovarian  tumor  a  careful  examination  of  the  vermiform  appen- 
dix was  made,  and,  after  some  little  difficulty,  it  was  found  em- 
bedded in  adhesions  beneath  the  cecum,  and  had  been  in  close 
relationship  to  the  upper  surface  of  the  tubo-ovarian  mass. 
The  lumen  of  the  appendix  was  completely  obliterated,  and  the 
entire  organ  had  shrunken  to  a  small,  wiry,  hard  cord. 

In  this  case  there  can  be  little  question  but  that  the  tubo- 
ovarian  inflammation  was  secondary  to  the  relapsing  appendi- 
citis, for  there  was  absolutely  no  evidence  of  inflammation  on 
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the  opposite  side,  the  tube  and  ovary  being  perfectly  normaL 
Then,  too,  the  chronic  character  of  the  appendicitis  and  the 
more  acute  involvement  of  the  tube  and  ovary  would  point 
strongly  to  the  latter  being  secondary  to,  but  dependent  upon, 
the  former.  On  first  inspection  it  appeared  that  this  was  a  true 
case  of  ovarian  pregnancy,  but  Dr.  Williams  has  examined  the 
specimen  and  so  far  has  not  been  able  to  confirm  this  diagno- 
sis. It  is  therefore  most  likely  a  simple  tubo-ovarian  preg- 
nancy, fecundation  having  occurred  either  in  a  developing 
follicle  from  which  the  embryo  has  grown  out  into  the  tube,  or 
the  whole  developmental  process  may  have  occurred  solely  in. 
the  tube. 

The  chief  point  of  interest,  therefore,  is  the  probable  bearing 
of  the  relapsing  appendicitis  upon  the  etiology  of  the  ectopic 
pregnancy,  the  relationship  of  cause  and  effect  being  very 
patent  so  far  as  the  clinical  history  of  the  case  is  concerned. 

218  South  Fifteenth  street. 


DEATH  AFTER    OPERATION  POSSIBLY  DUE  TO  UNSUSPECTED- 
INTERSTITIAL  HEPATITIS. 


BY 


I.   S.  STONE,   M.D., 
Washington,  D,  C. 


In  a  recent  operation  for  a  comparatively  slight  pelvic  dis- 
order, an  "old  salpingitis,"  with  the  patient  apparently  in 
good  condition,  a  fatal  result  appeared  to  be  due  to  unsuspected 
cirrhosis  of  the  liver. 

The  perfection  of  surgical  technique,  comprising  all  that  is 
meant  by  this  term,  is  now  so  far  advanced  that  we  can  almost 
eliminate  sepsis  as  a  cause  of  mortality,  yet  there  is  a  percent- 
age of  mortality  which  appears  to  bear  out  the  old  adage  that 
it  is  the  "  unexpected  which  happens." 

We  were  formerly  taught  that  any  heart  lesion,  as  indicated 
by  a  "  bruit,"  or  any  irregular  action  of  the  heart,  negatived 
operation,  or  at  least  indicated  serious  danger  from  anesthesia. 
We  had  the  same  idea  about  the  presence  of  albumin  or  casts 
in  the  urine,  and  only  recently  can  it  be  said  that  we  have 
approached  to  a  relatively  correct  interpretation  of  the  results 
of  urinary  examinations.     In  passing  we  can  but  allude  to  the 
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vast  number  of  operations  performed  successfully  upon  patients 
with  known  heart  and  kidney  lesions. 

It  must  indeed  be  a  serious  if  not  absolutely  alarming  condi- 
tion of  either  of  these  organs  which  would  suffice  to  stay  the 
hand  of  the  surgeon  should  an  emergency  demand  immediate 
treatment. 

The  well-known  cases  of  heart  or  kidney  disease  have  never 
proved  fatal  during  anesthesia  or  immediately  after  operation^ 
in  the  writer's  experience;  but,  on  the  contrary,  in  a  small 
number  of  cases,  fatty  degeneration  of  the  heart  or  certain 
forms  of  nephritis  have  contributed  to  an  unexpectedly  fatal 
result.  Now  for  the  first  time  we  have  to  note  an  unexpected 
death  after  operation  in  a  patient  with  neither  of  the  organs 
seriouslj'  involved  which  are  usually  thought  of  first  import- 
ance to  the  patient  who  is  subjected  to  an  operation  of  more  or 
less  danger. 

Case  — Mrs.  Mary  B.,  age  24,  colored,  was  admitted  to  Co- 
lumbia Hospital  January  10,  1900.  Family  history  negative. 
She  had  been  married  five  years;  had  one  miscarriage  (in  1896),, 
but  no  children  at  term.  Menstruation  had  been  regular,  con- 
tinuing six  days,  and  always  preceded  by  pain.  She  com- 
plained of  pain,  chiefly  in  the  right  ovarian  region  and  back, 
but  which  was  not  increased  by  change  of  position  or  upon 
standing.  Her  uterus  was  retro  verted  and  both  ovaries  and 
uterus  firmly  adherent  low  down  in  the  pelvis,  a  result  of  a 
former  pelvic  peritonitis.  Her  lungs  were  normal.  Her 
heart  appeared  to  have  a  very  slight  mitral  insufficiency. 
Her  spleen  and  liver  appeared  to  be  of  normal  size,  and  ther& 
was  nothing  which  would  deter  any  surgeon  from  operating. 
She  had  been  complaining  of  her  pelvic  pain  for  at  least  one 
year,  and  it  was  thought  best  to  liberate  the  adherent  organs- 
through  an  abdominal  incision.  The  examination  of  her  urine 
gave  negative  evidence  only.  The  amount  of  urine  was  thirty 
ounces  per  diem,  specific  gravity  1022;  urea  nine  grains  to- 
the  ounce.  No  casts  or  albumin.  The  operation  was  done 
on  January  13  under  my  supervision.  Nothing  unusual  or 
very  difficult  presented,  and  after  the  separation  had  been 
accomplished  the  uterus  was  "suspended"  to  the  lower  end 
of  the  incision  and  the  patient  put  to  bed  in  a  perfectly  sat- 
isfactory condition. 

Her  highest  temperature  was  100"^  F.  on  admission,  January 
10;  highest  temperature  after  operation,  99.8°  F.  on  14th.  Pulse 
was  102  on  admission,  then  68  to  80  until  operation,  then  96  to- 
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lOS  for  two  days,  and  back  to  94  on  the  14th  and  15th;  on 
the  IGth,  the  day  preceding  death,  it  rose  to  100,  and  to  13G  on 
the  17th.  Tiie  temperature  was  about  normal  on  the  15th,  and 
subnormal  on  the  Itith  and  17th. 

The  patient  did  perfectly  well  until  the  night  of  January  15, 
the  third  day  after  operation,  when  she  was  quite  restless  and 
slightlj'-  delirious.  On  the  IGth  she  had  grown  very  much 
excited  and  hysterical;  would  scream  loudly  and  had  to  be 
restrained.  There  were  occasional  lucid  intervals,  which  would 
be  succeeded  by  a  relapse  into  unconsciousness  and,  later,  deep 
stupor.  A  diagnosis  of  meningitis  was  suggested,  but,  as  may 
be  seen  later,  was  not  confirmed.  Her  respirations  were  quite 
frequent  and  at  times  irregular,  but  not  of  Cheyne-Stokes 
variety.  There  was  no  distinct  convulsion  at  any  time,  and 
the  only  convulsive  movements  were  irregular  twitching  of 
the  lower  extremities.  Her  pupils  were  widely  dilated  after 
the  onset  of  the  alarming  symptoms.  Her  skin  being  very 
dark,  it  was  impossible  to  discover  any  discoloration  or  pig- 
mentation. Neither  did  the  conjunctivse  show  any  important 
change  in  color  or  appearance.  In  short,  there  was  no  suspicion 
of  liver  disease  of  any  kind  until  the  autopsy  disclosed  the  only 
discoverable  lesion,  (cirrhosis)  interstitial  hepatitis. 

Record  of  Autopsy  by  Dr.  Carroll,  pathologist  to  the  hos- 
pital.— Autopsy  two  hours  after  death.  Operation  wound 
united  and  perfectly  healed. 

Brain. — Removed  and  carefully  examined.  No  lesions  of 
blood  vessels.  No  exudate.  No  excess  of  fluid  in  ventricles. 
No  hemorrhage  into  brain  substance .     Normal  in  every  respect. 

Omentum. — Moderately  injected;  the  tissues  in  the  pelvis 
were  also  somewhat  injected. 

Abdominal  Cavity. — Contained  no  excess  of  fluid,  and  there 
was  no  evidence  of  inflammation  beyond  the  injection  above 
mentioned.     Stomach,  intestines,  and  pancreas  normal. 

Liver. — Perhaps  a  little  reduced  in  size,  of  very  firm  con- 
sistence, and  presented  a  very  marked  nutmeg  appearance,  ex- 
cept that  the  markings  were  very  regular  and  uniform.  The 
centres  of  the  lobules  presented  as  pinhead-size  reddish  or  red- 
dish-brown areas  surrounded  by  a  whitish  or  grayish  zone  of 
coasiderable  breadth,  suggesting  a  fatty  condition.  The  tissue, 
however,  was  not  friable,  and  on  section  the  firm  consistence 
and  glistening  appaaraace  proved  that  the  condition  was  more 
cirrhotic  than  fatty. 

Kidneys. — Slightly  enlarged  and  unusually  pale,  but  notfatty- 
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looking.  On  section  both  showed  a  thickening  of  the  cortical 
substance,  which  was  firm,  of  dull  reddish-gray  color,  and 
homogeneous  without  any  distinct  striation.  Malpighian  bodies 
not  apparent.  The  pyramids  were  coarsely  striated  and  mod- 
erately congested  at  their  bases. 

Spleen. — Normal  size  and  appearance,  slightly  injected. 

Lungs. — Entirely  normal,  no  fluid  in  pleural  cavities. 

Heart. — Normal,  except  that  there  was  a  slight  hypertrophy 
of  the  left  ventricle  and  some  dilatation  of  the  right. 

Microscopic  Examination.  Liver. — Shows  interstitial  he- 
patitis in  an  early  stage,  with  advanced  fatty  degeneration  and 
some  cell  necrosis,  which  is  not  general. 

Kidney. — Advanced  cloudy  swelling  and  granular  degenera- 
tion of  the  tubulated  epithelium  with  slight  fatty  changes. 

Spleen. — Congested  but  not  engorged;  follicles  normal;  no 
increase  of  connective  tissue. 

Heart  Muscle. — Normal, 

Bouillon  cultures  were  carefully  prepared  from  blood  of  kid- 
neys, liver,  spleen,  abdominal  cavity,  and  heart.  All  remained 
sterile,  not  one  showing  a  sign  of  growth  after  twenty-three 
days. 

1449  Rhode  Island  avenue. 
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PRELIMINARY  NOTE  ON  AN  OPERATION  FOR  SUSPENSION 
OF   THE  UTERUS. 


To  THK  Editor  of  The  American  Journal  of  Obstetrics,  etc. 


Dear  Sir:— Under  this  title  Dr.  Robert  T.  Morris  published 
in  the  March  issue  of  The  American  Journal  of  Obstetrics 
the  description  of  a  procedure  which,  as  he  says,  he  published 
at  that  time  "  in  order  to  fix  the  responsibility  for  the  opera- 
tion." I  suppose  he  means  by  this  to  claim  priority  for  the 
procedure  which  he  describes. 

Although  I  do  not  regard  the  matter  as  of  great  importance, 
I  have  deemed  it  only  just  to  call  the  attention  of  Dr.  Morris 
and  the  profession  to  the  fact  that  I  employed  the  very  method 
he  describes  in  several  cases  during  the  year  1896,  and  aban- 
doned it.     The  subject  was  presented  by  me  at  the  meeting 
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of  the  American  Gynecological  Society  held  at  Washington^ 
May  4,  5,  0,  1807,  and  published  in  the  Transactions  of  the 
Society  for  that  j^ear,  and  also  in  the  Medical  News,  Septem- 
ber 18,  1897,  p.  3G2,  in  the  following  words: 

"  In  some  instances  I  have  opened  the  sheath  of  the  round 
ligament  with  an  aneurism  needle,  lifted  the  ligament  out  of 
its  bed,  lapped  it  upon  itself,  stitched  it  in  that  position  with 
two  silk  sutures,  and  allowed  it  to  disappear  again  beneath  the 
peritoneum.  My  object  in  this  was  to  take  up  more  slack  in 
the  ligament,  thinking  I  could  make  it  run  in  its  sheath,  as  is 
done  b}"  pulling  upon  it  in  Alexander's  operation;  but  in  every 
instance  I  found  the  ligament  so  adherent  to  its  bed  that  it  had 
to  be  dissected  out  by  slipping  the  aneurism  needle,  which  had 
been  hooked  around  it,  back  and  forth,  which  procedure  waa 
attended  by  most  annoying  hemorrhage.  I  therefore  have 
abandoned  this  step  of  the  operation,  etc." 

The  only  step  in  which  the  procedure  as  employed  by  me 
differs  essentially  from  that  described  by  Dr.  Morris  lies  in  th& 
fact  that  he  approaches  the  round  ligament  through  an  ab- 
dominal incision,  while  I  attack  it  through  the  anterior  vagi- 
nal fornix. 

Yours  truly, 

J.  Riddle  Goffe,  M.D. 
22  East  Thirty-fifth  street, 
New  York. 


OPERATION  FOR  REPLACING  AN  INVERTED  UTERUS. 


To  THE  Editor  of  The  American  Journal  of  Obstethics,  etc. 


Dear  Sir: — I  wish  to  suggest  a  method  of  returning  an  in- 
verted uterus  which  I  have  tried,  but  do  not  remember  having 
seen  recommended. 

Several  years  ago  I  saw  a  woman  who,  two  months  after 
confinement,  was  found  to  have  an  inverted  uterus.  I  first 
saw  her  about  nine  months  after  labor. 

After  packing  the  vagina  for  a  day,  I  cut  a  strip  about 
half  an  inch  wide  off  a  sheet  of  strong  dental  rubber.  This  I 
wrapped  on  the  end  of  a  strong  pair  of  uterine  dressing  forceps 
(closed).  Now,  holding  the  uterus  well  down,  I  wrapped  the 
rubber  firmly  from  the  fundus  upward  to  the  cervix.  It  was 
astonishing  to  see  how  the  body  of  the  uterus  shrank.     I  found 
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"that  I  could  reinvert  it  without  much  trouble  until  the  fundus 
was  within  the  cervix.  I  did  not  succeed  in  completely  rein- 
verting  it.  Of  course,  as  the  body  entered  the  cervix,  the  rub- 
ber band  was  unwound  or  pulled  off  from  the  cervix  down- 
ward. When  the  fundus  was  completely  within  the  cervix 
(now  comes  the  new  feature  of  the  operation),  I  introduced  a 
Gariel  air  bag,  sewed  the  cervix  firmly  over  this,  and  then  in- 
flated. The  vagina  was  now  packed.  This  was  left  in  situ 
until  next  day. 

I  then  found  that  the  stitches  had  all  torn  out  and  the  in- 
version had  completely  re-established  itself.  The  parts  now 
looked  so  dark  and  sloughy  that  I  removed  the  uterus  at  the 
neck.  I  cut  gradually  through  the  neck,  tying  as  I  went. 
The  patient  recovered  promptly  and  perfectly.  The  physician 
who  preceded  me  in  this  case  was  sued  for  fifteen  thousand 
dollars  damages,  so  I  could  not  report  it  at  the  time.  The  suit 
was  decided  in  the  doctor's  favor. 

Yours  truly, 
Frank  A.  Glasgow,  M.D., 

Professor  of  Clinical  Gynecology  in  Medical  Department  of 
Washington  University,  St.  Louis;  Gynecologist  to  St. 
Louis  Maternity  Hospital. 

4056  Washington  avenue,  St.  Louis, 
February  28,  1900. 


LYMPHATIC  PUERPERAL  INFECTION. 


To  THE  Editor  of  Thk  American  JouRyAL  of  Obstetrics,  etc. 


Dear  Sir: — On  page  38?  of  your  March  number,  under  the 
■subject  of  "  Lymphatic  Puerperal  Infection,"!  am  reported  as 
considering  a  certain  case  as  one  of  "undoubted  sapre?>u'a.'' 
On  the  contrary,  my  case  was  one  of  "  mixed  infection,  the 
streptococcus  predominating,"  and  this  fact  justified  the  hys- 
terectomy which  I  performed.  I  am,  of  course,  opposed  to 
major  operation  in  case  of  sapremia. 

Yours  truly, 

Egbert  H.  Grandin. 
56  East  Fifty-eighth  street,  New  York, 
March  20,  1900. 
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TRANSACTIONS    OF    THE    SECTION    ON 

GYNECOLOGY  OF  THE  COLLEGE  OP 

PHYSICIANS  OF  PHILADELPHIA. 


Stated  Meeting,  February  15,  1900. 
The  Chairman,  John  B.  Shobek,  M.D.,  presiding. 
Dr.  H.  D.  Beyea  read  a  paper  entitled 

DERMOID   CYSTOMA   OF  THE   PELVIC   CONNECTIVE   TISSUE, 
WITH   REPORT   OF  A   CASE.* 

Dr.  John  G.  Clark. — This  paper  should  not  be  passed  over 
without  complimenting  Dr.  Beyea  for  the  careful  way  in  which 
he  has  worked  out  this  subject.  He  is  to  be  congratulated 
also  upon  the  fact  that  he  has  recognized  the  third  case  of  this 
kind  reported  in  the  United  States  and  the  twenty-second  case 
occurring  in  medical  literature. 

In  the  study  of  this  subject  I  have  been  struck  with  the  fact 
that  the  dermoids  of  the  pelvic  connective  tissue  conform  much 
more  closely  to  the  superficial  dermoids  of  the  other  parts  of 
the  body,  being  made  up  largely  of  the  epiblastic  layer,  whereas 
the  tissues  of  the  true  ovarian  dermoid  are  derived  frequently 
from  all  three  of  the  embryonic  layers;  thus,  in  the  dermoid 
cyst  of  the  ovary  the  rudimentary  parts  of  practically  every 
organ  in  the  body  have  been  found. 

Kromer  and  Wilms  have  both  recently  carried  out  very 
careful  investigations  upon  ovarian  dermoids,  and  have  each 
arrived  at  the  conclusion  that  they  originate  from  an  atypical 
growth  of  a  non-fertilized  ovum,  which  accounts  for  the  pres- 
ence of  all  the  embryonic  tissues. 

In  Emmet's  case  of  dermoid  cyst  of  the  pelvic  connective 
tissue,  published  some  years  ago,  some  doubt  may  arise  as  to 
whether  it  was  not  ovarian  in  its  origin;  for,  as  reported  by 
Sanger,  it  would  appear  that  all  of  the  ovary  was  not  removed 
at  the  time  of  the  operation,  and  it  is  therefore  possible  that  it 
was  derived  from  this  source. 

In  Dr.  Beyea's  case  no  stone  has  been  left  unturned  to  prove 
that  the  tumor  primarily  originated  in  the  connective  tissue. 
The  case  is  unquestionably  a  very  interesting  one,  first  because 
it  is  so  very  rare,  and,  second,  because  it  brings  up  the  question 
of  the  diagnosis  and  the  etiology  of  these  unique  growths. 

Dr.  John  G.  Clark  reported 

'  See  original  article,  p.  433. 
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TWO  CASES  OF  EXTRAUTERINE  PREGNANCY:  (ci)  TUBO-OVARIAN 

PREGNANCY   FOLLOWING   RELAPSING   APPENDICITIS; 

(b)    RUPTURED    TUBAL    PREGNANCY   WITH 

SYMPTOMS   OF   INFECTION   TREATED 

BY   VAGINAL   PUNCTURE.' 

Dr.  John  B.  Deaver  read  a  paper  entitled 

REMARKS  UPON  THE  OPERATIVE  TREATMENT  OF  UTERINE 

PROLAPSE.* 

Dr.  John  C.  Da  Costa. — While  agreeing  -with  Dr.  Deaver 
in  a  good  many  of  his  points,  I  do  not  entirely  agree  with  him 
as  to  ventrofixation.  Amputation  of  the  cervix  and  then  ante- 
rior and  posterior  colporrhaphy  are  the  regular  steps.  When 
it  comes  to  holding  the  uterus  up,  and  the  troubles  in  subse- 
quent pregnancies,  you  will  find  that  most  of  the  troubles  that 
have  occurred  have  been  in  cases  where  ventrofixation  has 
been  done.  Where  ventrosuspension  has  been  done  you  find 
no  trouble.  The  ordinary  rule  for  ventrofixation  has  been  to 
attach  the  uterus  by  sutures  running  through  its  posterior 
wall,  attaching  it  firmly  to  the  abdominal  wall,  which  stitches 
are  kept  in  for  from  ten  days  to  two  weeks.  When  pregnancy 
occurs  there  has  been  trouble  in  almost  all  these  cases.  If,  on 
the  contrary,  ventrosuspension  is  done  and  the  sutures  put,  not 
in  the  posterior  wall,  but  in  the  top  of  the  uterus,  1  think  it 
will  be  found  no  trouble  follows. 

Dr.  Deaver  speaks  of  going  back  to  the  scalpel  to  do  either  a 
posterior  or  anterior  colporrhaphy.  In  1881  I  began  to  do  sub- 
mucous denudation  of  those  parts.  If  a  small  pair  of  blunt- 
pointed  scissors  is  used,  making  a  little  nick  for  the  anterior 
colporrhaphy  in  the  anterior  wall  and  pushing  the  scissors 
ahead,  one  will  be  surprised  to  find  how  rapidly  the  work  can 
be  done.  The  same  method  is  used  in  posterior  colporrhaphy. 
You  can  in  that  way  do  a  submucous  denudation  and  do  the 
whole  operation  in  ten  or  fifteen  minutes,  and  will  be  sure  to 
leave  no  buttonholes  in  the  tissue,  which  is  not  ordinarily  the 
case  in  operations  done  with  the  scalpel. 

In  sewing  up  the  anterior  wall  I  do  not  use  catgut  sutures;  I 
enter  the  stitch  about  an  eighth  of  an  inch  from  the  edge  of  the 
cut,  keeping  it  buried  until  it  emerges  an  eighth  of  an  inch 
from  the  edge  on  the  other  side,  and  thus  bring  the  tissue  to- 
gether. Using  silk,  I  do  not  run  the  risk  of  infected  catgut. 
I  had  some  unfortunate  experiences  with  catgut,  and  have 
since  gone  back  to  the  use  of  Chinese  silk  and  silver  wire. 

Dr.  H.  D.  Bey'EA. — I  believe  that  one  of  the  most  important 
factors  in  the  successful  operative  treatment  of  uterine  pro- 
lapse is  what  I  may  call  the  preliminary  preparation  for  opera- 
tion. In  the  usual  case,  those  in  which  the  cervix  has  reached 
or  passed  the  ostium  vaginae,  there  is  present  a  secordary 
hypertrophy  of  the   entire    uterus,    resulting    frcm    chronic 

'  See  original  article,  p.  495.  '  See  original  article,  p.  478. 
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hyperemia  and  edema  of  the  uterine  tissues;  supravaginal 
elongation  and  hypertrophy  of  the  cervix,  due  to  traction  on 
the  cervix  hy  the  prolapsed  vaginal  walls  while  the  fundus  of 
the  uterus  is  prevented  from  further  descent  by  the  uterine 
ligaments  and  intra-abdominal  pressure ;  hyperemia  and 
hypertrophy  of  the  vaginal  cervix;  and  an  over-stretching  of 
the  vaginal  walls  and  vaginal  outlet,  hyperemia  and  some- 
times edema.  If  aplastic  operation  is  undertaken  with  these 
pathological  conditions  i)rominent,  the  operator  is  unable  to 
accurately  judge  the  amount  of  tissue  to  be  denuded  and  in- 
cluded in  the  suturing  to  restore  the  destroyed  and  atrophied 
supports  and  shape  of  the  vagina.  Any  preliminary  treat- 
ment or  procedure  then  which  would  reduce  the  amount  of 
these  secondary  pathological  conditions  is,  I  think,  of  the 
greatest  value  in  securing  a  successful  result  of  plastic  opera- 
tions. Therefore  it  is  my  practice  to  first  replace  the  uterus  in 
the  knee-chest  position  and  keep  it  in  place  by  having  the 
patient  remain  in  the  recumbent  position  in  bed  for  at  least 
two  or  three  weeks.  Also,  she  assumes  the  knee-chest  posi- 
tion for  ten  or  fifteen  minutes  each  day,  is  given  a  vaginal 
douche  of  a  gallon  or  more  of  hot  water  two  or  three  times 
daily,  and  the  intestinal  contents  are  kept  soft  by  a  saline  lax- 
ative. As  a  result  of  this  treatment  the  uterus  reduces  in  size 
{a  uterine  canal  that  measures  six  or  seven  inches  will  be 
reduced  to  three  or  four  inches),  ulcerations  of  the  cervix  will 
heal  and  the  hypertrophy  diminish,  and  the  vaginal  walls  and 
outlet  will  contract. 

The  method  of  operation  I  have  practised  for  pronounced 
uterine  prolapse  is,  with  slight  modifications,  that  taught  me 
by  Dr.  Penrose,  and  aims  to  restore  the  supports  of  the  vaginal 
outlet  and  vagina  and  secure  involution  or  superinvolution  of 
the  uterus.  This  operation  consists  in,  first,  the  amputation 
of  the  cervix;  second,  a  modified  Sims  operation  on  the  ante- 
rior vaginal  wall;  and,  third,  an  operation  on  the  posterior 
vaginal  wall  and  perineum,  in  which  the  denudation  resembles 
that  of  Hegar's  operation.  In  performing  Sims'  operation  the 
greatest  amount  of  tissue  possible  is  brought  together  in  the 
median  line,  a  wide  area  of  denudation  is  made,  the  limbs  of 
denudation  communicate  anteriorly  near  the  urethra,  and  an 
additional  small  circular  area  of  denudation  is  made  posteriorly 
near  the  cervix  in  the  median  line.  These  denuded  areas  are 
brought  together  by  silkworm-gut  sutures  introduced  trans- 
versely beneath  the  denuded  areas  and  through  the  muscular 
wall  of  the  bladder.  In  performing  the  Hegar  operation  the 
levator  ani  muscle  and  fascia  are  caught  deeply  on  each  side  by 
transverse  silkworm-gut  sutures  and  brought  together  in  the 
median  line,  so  that  the  greatest  possible  perineal  support  is 
attained.  After  the  completion  of  the  operation  the  vagina  is 
found  to  scarcely  admit  the  tip  of  the  index  finger,  but  a  few 
weeks  after  the  sutures  are  removed  the  vagina  is  only  a  little 
less  than  normal  in  size.  It  is  of  importance  that  the  sutures 
remain  in  position  for  four  weeks.     This  method  of  operation 
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lias  given  me  excellent  results,  and  among  about  thirty  cases 
there  has  been  but  one  return  of  the  prolapse.  In  this  one  case 
there  was  a  very  complete  atrophy  of  the  muscles  of  the  pelvic 
floor,  and  it  waa  realized  at  the  time  of  operation  that  the  pro- 
lapse would  most  probably  return.  The  vaginal  operation  here 
should  have  been  cotabined  with  ventrosuspension,  or,  better, 
hysterectomy  with  elevation  of  the  stump.  In  one  case  the 
patient  became  pregnant  a  year  after  operation,  went  to  term, 
and  had  a  normal  labor.  There  was  a  slight  tear  of  the  peri- 
neum, which  I  repaired  with  two  or  three  sutures.  Six  months 
after  labor  the  uterus  was  in  good  position.  I  would  therefore 
conclude  from  my  experience  with  this  operation  that  it  is  only 
in  extremely  rare  cases,  where  there  is  a  very  complete  atrophy 
of  the  vaginal  muscle  supports,  that  it  is  necessary  to  do  a 
ventrosuspension  with  plastic  operations;  that  the  vaginal 
operation  should  suflSce  to  cure  prolapse  of  the  uterus. 

Dr.  Edward  P.  Davis.— Dr.  Deaver's  paper  suggests  a  dis- 
cussion of  the  question  as  to  what  constitutes  the  essential  ele- 
ment for  the  support  of  the  pelvic  contents.  Some  believe  that 
the  fascia  of  the  pelvis  is  the  important  factor,  while  others  lay 
•especial  stress  upon  the  function  of  the  levator  ani  muscle.  It 
does  not  seem  reasonable  to  suppose  that  muscular  tissue  only 
should  be  called  upon  to  exercise  a  constant  supporting  action, 
and  it  is  probably  true  that  both  tissues  are  necessary  and  of 
equal  importance  in  securing  the  result. 

Dr.  Deaver  laid  special  stress  upon  dissecting  until  he  came 
to  muscular  tissue  and  then  bringing  this  muscle  accurately 
together.  This  subject  has  recently  been  treated  in  a  paper 
by  Harris,  in  which  much  the  same  ground  covered  by  Dr. 
Deaver's  paper  is  discussed. 

Dr.  Deaver  (closes) :  In  answer  to  Dr.  Da  Costa,  I  think  that 
the  ventrofixation  should  precede  the  perineal  operation. 

In  regard  to  sutures,  I  agree  that  silk  is  sometimes  difficult 
to  take  out  when  you  have  an  incision  anteriorly  and  posteri- 
orly. Catgut  has  served  me  well.  I  believe  I  have  experi- 
enced better  results  with  the  kumol  catgut  prepared  after 
the  manner  of  Dr.  Clark  than  any  other,  from  the  standpoint 
of  sterilization,  but  there  are  certain  things  I  do  not  like  about 
it:  it  is  wiry,  and  before  using  rubber  gloves  it  was  apt  to  make 
indentations  upon  the  fingers.  The  very  fine  gut  I  find  a  little 
brittle.  On  the  whole,  my  success  with  the  catgut  has  been 
quite  satisfactory. 

In  the  question  of  denudation,  I  dare  say  that  the  scissors 
answer  every  purpose.  It  is  not  often  I  buttonhole  the  flap, 
but  can  readily  see,  as  Dr.  Da  Costa  has  said,  how  it  can  be  done.' 

In  regard  to  the  operation  used  by  Dr.  Beyea  in  connection 
with  the  Sims  operation,  there  is  no  question  but  that  it  an- 
swers in  certain  cases.  I  infer  from  Dr.  Beyea's  remarks  that 
^n  a  bad  form  of  prolapse  it  would  not  suffice  without  ventro- 
fixation. I  have  done  these  operations  with  success,  and 
where  patients  would  not  submit  to  the  abdominal  operation  I 
have  introduced  a  pessary. 
33 
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la  the  restoration  of  the  pelvic  floor,  I  aim  to  restore  both  the- 
fascial  and  muscular  structures. 

I  have  read  the  paper  referred  to  by  Dr.  Davis. 

Dr.  John  B.  Shober  presented 

A    SPECIMEN     OF    EPITHELIOMA     OF    CERVIX    UTERI    REMOVED- 
BY   VAGINAL   HYSTERECTOMY. 

This  specimen  is  one  of  a  uterus  removed  by  vaginal  hyste- 
rectomy from  a  woman  38  yeajs  of  age  for  epithelioma  of  the- 
cervix  in  a  very  early  stage.  Dr.  Williams,  who  has  made  a 
pathological  examination,  tells  me  that  it  is  in  as  early  a  stage 
as  he  has  ever  seen  carcinoma  in  this  region.  The  carcinoma- 
tous tissue  seems  to  be  confined  in  a  definite  and  limited  area.. 
The  woman  was  seen  three  years  ago  and  had  bilateral  laceia- 
tion  of  the  cervix  with  hypertrophy  and  endocervicitis.  I  ad- 
vised her  to  have  the  cervix  repaired,  and  warned  her  of  the 
danger  of  developing  malignant  disease.  She  refused  opera- 
tion. A  few  weeks  ago  she  returned,  when  upon  first  examina- 
tion I  thought  there  was  nothing  more  than  erosion,  and  sim- 
plj^  out  of  precaution,  in  view  of  a  differential  diagnosis,  excised 
a  small  piece  for  examination,  and  the  malignant  process  was 
found, 

1  regret  that  I  did  not  in  this  case  remove  more  of  the  vagi- 
nal tissue  at  the  time  of  operation.  Although  I  felt  sure  that 
I  got  outside  of  all  of  what  appeared  to  be  the  area  of  disease,, 
at  the  same  time  it  would  have  been  possible  at  the  operation^ 
to  have  removed  at  least  an  inch  or  three-quarters  of  an  inch 
more  of  the  vagina. 

I  operated  upon  a  similar  case  about  three  years  ago,  itt 
whom,  however,  the  disease  was  a  little  more  extensive,  in- 
volving part  of  the  vaginal  vault.  I  was  able  to  remove  fully 
an  inch  of  vagina  at  the  vaginal  vault,  and,  as  I  thought,  well' 
outside  the  seat  of  disease.  I  have  just  heard  that  only  three 
months  after  leaving  the  hospital  there  was  a  return  of  the 
carcinoma,  and  that  six  months  after  that  she  was  dead. 

This  specimen  is  a  small  uterus,  free  from  adhesions,  with- 
out disease  of  ovaries  or  tubes.  The  seat  of  disease  appears  to- 
be  confined  to  a  small  area  of  the  portio  vaginalis.  It  turned 
out  very  easily  from  the  anterior  incision  of  the  vaginal  wall. 
It  was  only  necessary  to  apply  two  clamps  on  each  side  of  the 
broad  ligament.  The  woman  is  making  a  very  easy  convales- 
cence. There  was  no  shock  and  the  temperature  was  never 
above  100".  The  pulse  has  been  normal  and  there  has  been  no- 
more  disturbance  than  with  an  operation  upon  the  perineum 
or  cervix. 

Dr.  Williams  has  brought  a  microscopic  slide  of  the  growth, 
which  shows  the  typical  structure  of  early  epitbelicma. 

Dr.  John  B.  Deaver:  This  is  a  unique  specimen  from  the 
fact  that  it  is  in  the  incipient  stage.  A  question  which  I  have- 
not  definitely  settled  is  whether  vaginal  hysterectomy,  even  in 
the  presence  of  incipient  carcinoma,  should  be  done.     Further- 
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more,  after  doing  vaginal  hysterectomy,  I  have  felt  sorry  I  did 
not  cut  away  more  of  the  vagina.  I  believe  we  can  offer  a 
better  safeguard  against  return  by  doing  a  combined  operation: 
first  dissecting  off  the  vaginal  membrane  wide  of  the  cervix, 
tying  off  the  uterine  arteries,  and  then  going  up  and  complet- 
ing the  operation  through  the  abdomen. 

While  I  have  never  made  the  attempt  to  dissect  out  the 
glands  along  the  iliac  vessels,  except  when  enlarged,  I  think  it 
should  be  done.  Dr.  Kelly,  I  understand,  makes  this  his  prac- 
tice. This  is  the  ideal  way,  I  do  not  see  why  we  should  do 
pelvic  surgery  different  from  surgery  of  the  other  parts  of  the 
body.  In  removing  epithelioma  of  the  lip  I  open  up  the  neck 
and  remove  the  submaxillary  lymphatic  glands.  As  I  have 
said,  the  question  is  not  settled  in  my  own  mind  whether  we 
ought  to  do  a  vaginal  hysterectomy,  even  where  the  case  is  in 
so  early  a  stage  as  that  of  Dr.  Shober. 

Dr.  John  G.  Clark. — The  question  of  the  radical  removal 
of  cancer  of  the  uterus  is  one  which  has  interested  me  very 
greatly.  In  1895  I  carried  into  effect  a  plan  for  the  more  radi- 
cal removal  of  cancer  of  the  uterus,  in  which  a  large  portion 
of  the  broad  ligaments,  along  with  the  pelvic  lymph  glands, 
were  extirpated.  Since  then  I  have  performed  eighteen  of 
these  operations,  in  many  of  which  the  iliac  glands  were 
removed. 

The  difficulties  of  this  method  have  been  urged  as  an  objec- 
tion against  it.  These  objections  are  well  taken,  for  I  recog- 
nize the  fact  that  it  is  both  difficult  and  requires  considerable 
time  for  its  proper  execution,  and,  unless  it  can  be  shown  that 
distinctly  better  results  are  obtained  for  its  employment,  I  am 
willing  to  give  it  up.  Personally,  I  have  no  reason  to  discard 
this  method  because  of  its  high  mortality,  for  in  eighteen 
operations  I  have  so  far  had  no  fatal  result. 

I  heartily  concur  with  Dr.  Deaver  in  his  opinion  as  to  the 
advisability  of  the  abdominal  operation.  Instead  of  perform- 
ing the  combined  operation,  in  which  the  vaginal  part  is  done 
first,  I  reverse  the  order  and  first  liberate  the  adnexa  and 
dissect  out  the  uterine  vessels  from  above  ;  having  completed 
this  part  of  the  operation,  which  may  be  looked  upon  as  the 
cleaner  field,  I  should  then,  were  it  necessary,  complete  the 
operation  from  below. 

In  all  of  these  operations  the  introduction  of  bougies  into  the 
ureters  is  a  very  great  safeguard.  In  the  operation  which  I 
have  proposed,  the  most  difficult  step,  according  to  my  experi- 
ence, has  been  the  freeing  of  sufficient  of  the  vaginal  wall  to 
insure  the  removal  of  the  local  disease.  The  only  hope  in 
these  cases  is  to  remove  all  of  the  tissue  anatomicallj^  possible, 
and  to  this  end  I  feel  that  it  is  highly  essential  to  excise  at 
least  three-fourths  of  an  inch  of  vaginal  tissue  outside  of  the 
carcinomatous  area. 

Dr.  Werder,  of  Pittsburg,  has  offered  what  appears  to  me  a 
very  good  modification  of  the  abdominal  operation,  which  I 
hope  on  the  first  opportunity  to  put  into  effect.     To  obviate  the 
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usual  difficaltiea  of  the  removal  of  the  vaginal  tissue  he  offers 
the  following  plan:  After  liberating  the  broad  ligaments  from 
above,  the  uterus  is  pushed  into  the  vagina,  where  it  is  caught 
by  traction  forceps  and  pulled  down  to  the  external  outlet. 
Having  done  this,  he  is  able  with  the  cautery  to  excise  a 
considerable  cuff  of  vaginal  tissue.  He  has  now  operated 
upon  four  or  five  cases,  and  in  a  personal  conversation 
recently  he  expressed  great  confidence  in  the  efficacy  of  this 
method. 

As  to  the  removal  of  the  pelvic  lymph  glands,  which  has 
been  advised  by  Rumpf,  Reis,  and  myself,  I  feel  that  this 
procedure  is  perhaps  of  prognostic  rather  than  of  actual 
curative  value.  If  these  glands  are  thoroughly  removed  and 
on  microscopic  examination  are  found  to  be  free  of  carcino- 
matous metastases,  the  prognosis  is  favorable  if  the  local 
involvement  has  been  thoroughly  excised;  if,  on  the  other 
hand,  these  glands  are  found  to  be  the  seat  of  metastases,  I 
look  upon  the  prognosis  as  a  gloomy  one.  With  regard  to  the 
glandular  metastases,  carcinoma  of  the  uterus  is  radically 
different  from  carcinoma  of  the  breast.  In  the  latter  con- 
dition early  involvement  of  the  glands  is  the  rule  ;  in  the 
former  it  is  invariably  late.  The  one  essential,  therefore, 
which  I  should  emphasize  above  all  others,  is  the  extensive 
removal  of  vaginal  tissue  adjacent  to  the  carcinoma  of  the 
cervix.  To  accomplish  this  I  feel  that  the  abdominal  method 
has  great  advantages  over  any  form  of  vaginal  operation.  In 
very  fat  women  there  is  an  exception  to  the  rule,  for  the  thick 
abdominal  walls  preclude  the  possibility  of  a  thorough  ab- 
dominal operation,  and  under  these  circumstances  the  vaginal 
method  can  be  carried  out  as  effectively  and  with  less  danger 
than  the  abdominal. 


TRANSACTIONS  OF  THE  WOMAN'S 
HOSPITAL    SOCIETY. 


Meeting  of  February  27,  1900. 
The  President,  Joseph  E.  Janvrin,  M.D.,  m  the  Chair. 

Dr.  George  C.  Freeborn  exhibited  a  number  of  specimens 
showing 

PATHOLOGIC  CHANGES  IN  FIBROMYOMATA  OF  THE  UTERUS. 

Fibromyomata  of  the  uterus,  when  they  reach  any  consider- 
able size,  are  subject  to  several  forms  of  pathologic  changes. 
One  of  the  most  common  is  calcification,  which  may  be  partial 
or  complete.  Usually  the  change  occurs  in  circumscribed 
areas;   at  times  it  forms  a  complete  shell  of  greater  or  less 
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thickness  around  a  part  or  the  entire  periphery  of  the  tumor; 
and  in  some  instances  the  wliole  tumor  becomes  involved.  It 
occurs  in  all  classes  of  these  tumors,  but  is  apparently  more 
common  in  the  subserous  variety.  The  change  is  caused  by 
the  deposition  of  lime  salts  in  the  connective-tissue  elements  of 
the  tumor,  the  muscular  elements  not  being  involved,  especially 
in  the  early  stages.  An  analysis  of  the  calcific  material  shows 
its  composition  to  be  as  follows:  calcium  carbonate,  40  per 
cent;  calcium  phosphate,  29  per  cent;  calcium  sulphate,  13  per 
cent;  organic  matter,  0.4  per  cent. 

Calcification  of  the  submucous  and  interstitial  forms  has 
given  rise  to  the  so-called  "uterine  calculi."  The  analysis 
given  above  was  of  one  of  these  "  uterine  calculi." 

Complete  calcification  of  uterine  fibromyomata  causes  a 
cessation  of  growth.  Cases  are  on  record  where  calcified 
subserous  fibromyomata  have  become  detached  from  the  uterus 
and  found  free  in  the  pelvic  cavity. 

Fatty  degeneration  was  formerly  believed  to  be  a  very 
common  change  in  these  tumors,  but  more  careful  microscopic 
examination  of  this  supposed  change  seems  to  prove  that  it  is 
not  of  common  occurrence.  The  change,  when  it  does  occur, 
is  found  chiefly  in  the  interstitial  and  submucous  variety — 
the  "soft  fibroids,"  really  myofibromata. 

One  case  of  amj-loid  degeneration  has  been  recorded  by 
Stratz. 

]^ecrobiosis  is  a  change  brought  about  in  these  tumors  by  an 
impairment  of  their  nutrition.  As  a  result  of  this  a  slow 
death  of  the  tumor  occurs.  Its  tissue  elements  become  mace- 
rated and  soft.  Its  color  changes  to  a  reddish  brown  through 
the  destruction  of  the  red  blood  cells  and  the  diffusion  of  their 
coloring  matter.  A  general  infection  takes  place,  resembling 
that  due  to  enclosed  putrefying  material.  This  change  is 
comparatively  rare  and  is  found  chiefly  in  the  interstitial 
fibromyomata. 

Myxomatous  degeneration  is  probably  the  most  common  of 
all  the  pathologic  changes  occurring  in  this  class  of  tumors. 
It  is  confined  chiefly  to  the  large  interstitial  and  submucous 
varieties.  This  change  may  be  confined  to  a  single  or  several 
moderately  circumscribed  areas,  but  at  times  the  entire  tumor 
is  involved.  The  parts  affected  become  soft,  the  intercellular 
substance  swells  and  becomes  jelly-like.  As  the  process  ex- 
tends the  tumor  becomes  soft  and  in  the  early  stages  resembles 
edematous  tissue,  hence  the  term  "edematous  fibroid."  In 
later  stages  of  the  process  small  cysts  appear,  which  are  filled 
with  a  clear,  albuminous  fluid;  in  later  stages  these  cysts 
coalesce,  forming  larger  ones;  and  in  the  latest  stages  the 
tumor  may  be  converted  into  one  or  more  large  cysts,  filled 
either  with  a  clear  fluid  or  a  mixture  of  fluid  and  necrotic 
material,  forming  the  "fibrocystic  tumor." 

Suppuration  is  a  process  due  to  infection  of  the  tumor.  This 
infection  may  be  the  result  of  a  mechanical  injury  of  the 
tumor;  it  may  be  conveyed  from  without  through  the  genital 
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canal;  or  the  infection  may  come  from  some  of  the  hollow 
viscera— the  bladder  or  intestine.  In  its  early  stages  it  is 
confined  to  the  exposed  portions  of  the  tumor,  but,  as  a  rule,  it 
advances  rapidly  and  soon  involves  the  entire  new  growth. 
In  advanced  stages,  ulceration,  necrosis,  and  gangrene  occur, 
and  a  '*  sloughing  fibroid  "  is  the  result.  There  are  a  number 
of  cases  on  record  of  fibromyomata  of  the  uterus  becoming 
converted  into  pus  sacs.  From  an  analysis  of  these  cases  it 
appears  that  the  vast  majority  of  them  were  of  tumors 
attached  to  the  external  surface  of  the  uterus,  and  the  ques- 
tion has  been  raised  as  to  the  correctness  of  the  diagnosis, 
which  was  usually  a  macroscopic  one.  It  has  been  suggested 
that  many  may  have  been  suppurating  cysts  of  the  ovary.  We 
have  had  one  case  submitted  to  us  for  examination  where 
after  careful  study  the  conclusion  was  reached  that  it  was  a 
suppurating  cyst  of  the  ovary  instead  of  an  abscess  of  a  uterine 
fibromyoma,  as  was  diagnosed  clinically. 

Malignant  changes  are  frequently  reported  as  occurring  in 
the  class  of  tumors  under  consideration.  Pathologically  they 
cannot  be  considered  as  degenerations,  as  they  are  new 
growths.  From  careful  study  of  carcinoma  found  in  this 
class  of  tumors,  it  is  now  believed  that  they  are  ingrowths 
from  a  carcinoma  of  the  uterus  itself.  It  must  be  borne  in 
mind,  however,  that  it  is  possible  for  a  carcinoma  to  arise  in 
the  tumor  itself,  as  there  is  a  class  of  tumor — adenomyoma — 
that  occurs  in  the  uterus,  and  which  contains  elements  from 
which  a  carcinoma  might  originate. 

Sarcoma  being  a  tumor  that  takes  its  origin  from  the  con- 
nective-tissue elements,  there  is  no  reason  why  it  should  not 
arise  in  the  tumors,  as  it  contains  more  or  less  of  connective 
tissue.  This  form  of  new  growth  is  apparently  quite  common, 
from  the  number  of  recorded  cases.  One  authority  has  sug- 
gested that  many  of  these  reported  cases  may  have  been  only 
inflammatory  changes,  as  the  microscopic  appearances  are  so 
similar,  especially  in  the  early  stages.  From  our  personal  ex- 
perience we  are  in  agreement  with  him. 

Dr.  George  T.  Harrison. — The  demonstration  which  Dr. 
Freeborn  has  given  us  is  a  beautiful  one.  Of  course  he  does 
not  intend  that  we  infer  that  the  retrograde  changes  stop 
here.  I  should  think  that  in  some  of  the  specimens  shown 
extensive  necrosis  would  have  followed  had  the  tumors  not 
been  removed. 

Dr.  Freeborn. — The  pathological  changes  which  I  have 
demonstrated  are  progressive  changes,  which  begin  in  a  small 
area  and  gradually  extend  and  involve  other  tissues.  In  some 
of  the  specimens  the  changes  are  confined  to  but  one  set  of 
tissues.  If  the  process  had  gone  on,  other  tissues  would  have 
been  involved. 

Dr.  J.  DouGAL  BissELL. — I  recently  saw  a  case  in  which 
the  tumor  extended  up  to  the  liver  and  was  thought  to  be  a 
part  of  that  organ.  The  specimen  showed  three  different 
changes. 
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Dr.  James  N.  West. — We  are  in  the  habit  of  speaking  of 
malignant  degeneration  of  fibromata,  and  are  apt  to  refer  to 
this  as  a  reason  why  a  patient  should  submit  to  operation. 
Fibroid  tumors  must  be  composed  of  tissue  in  which  malignant 
changes  frequently  occur.  I  have  seen  many  such  cases. 
About  eight  months  ago  a  patient  presented  herself  at  the 
•clinic.  A  mass  could  be  felt  in  the  pelvis,  and  I  made  a  diag- 
nosis of  fibroid.  Operation  was  advised  but  refused.  Recently 
she  returned  and  I  opened  the  abdomen.  It  was  then  too  late 
to  save  the  patient,  for  everything  was  involved.  The  tumor 
was  a  subperitoneal  one,  situated  on  the  fundus  of  the  uterus, 
and  the  carcinomatous  changes  which  had  taken  place  ex- 
tended to  all  the  pelvic  organs. 

Dr.  Freebokx. — I  take  exception  to  the  term  "malignant 
degeneration."  Such  a  thing  does  not  exist.  "  Malignant 
change"  is  the  proper  term.  Carcinoma  is  a  new  growth  and 
not  a  degeneration.  The  case  referred  to  by  Dr.  West  was  in 
all  probability  one  of  adenomyomata,  a  condition  to  which  Von 
Hecklinghausen  called  attention  three  years  ago.  There  is 
no  gland  tissue  in  fibroids.  Carcinoma  always  grows  from 
epithelial  structure.  It  cannot  develop  from  fibrous  tissue. 
From  the  literature  and  from  my  personal  experience  I  find 
thatin  most  of  the  cases  of  so  called  "  malignant  degeneration  " 
in  submucous  and  interstitial  fibromyomata  the  changes  are 
due  to  an  ingrowth,  except,  perhaps,  in  the  soft  variety,  the 
adenomyomata  (?).  which  is  found  in  the  horn  of  the  uterus 
aad  is  rare.  This  form,  extensively  described  by  Von  Reck- 
linghausen, has  excited  much  interest  in  Germany  and,  more 
recently,  in  France.  Here  there  are  epithelial  elements  and 
carcinoma  may  develop,  but  not  otherwise.  In  most  cases  the 
condition  is  an  ingrowth  from  a  pre-existing  carcinoma  on  the 
outside  of  the  tumor.  These  tumors  contain  an  element  which 
develops  into  carcinoma — i.e.,  epithelium. 

Dr.  Bissell. — Did  you  find  necrotic  changes  in  any  of  the 
specimens? 

Dr.  Freeborn. — Yes,  in  several.  Most  of  the  specimens 
present  the  early  stages  of  the  malignant  change.  I  often  find 
necrotic  material  in  these  tumors,  but  not  all  necrotic  tissue  is 
septic.  When  such  a  condition  exists,  however,  the  tumor 
may  be  readily  infected  by  bacteria  from  the  intestines,  and 
then  trouble  will  follow.  It  is  now  believed  that  tiie  patho- 
genic germs  contained  in  suppurative  cysts  may  travel  through 
the  lymphatics.  The  bacillus  coli  communis  has  been  found 
in  pus  tubes  and  in  the  uterine  cavity.  The  typhoid  bacillus 
has  also  been  found  in  the  uterus.  These  germs  travel  very 
readily,  but  in  a  manner  which  is  not  generally  understood, 
although  it  is  supposed  to  be  through  the  lymphatics. 

Dr.  Janvrix. — When  a  malignant  growth  develops  in  one 
part  of  the  uterus  and  finally  invades  the  fibroid,  as  you  say 
it  does,  what  is  the  actual  change  which  takes  place  in  the 
fibroid? 

Dr.  Freeborn. — The  normal   tissue  of  the  fibromyomata 
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gradually  becomes  invaded  and  destro^'ed  by  the  carcinoma,, 
as  is  the  case  in  anj-  other  part  of  the  body.  Histologically, 
carcinomatous  tissue  replaces  the  normal  tissue.  It  is  not- 
necessarily  a  process  of  long  duration. 

Dr.  Janvrin. — The  reason  I  asked  this  question  is  because 
I  liave  frequentl}'"  performed  vaginal  bysterectomy  in  cases  in 
which  a  small  fibroid  of  the  uterus  existed  and  in  wbich  the 
cervix  was  the  seat  of  carcinoma,  wbich  had  begun  to  spread 
into  the  parametrium  and  finally  had  invaded  the  fibroid. 

Dr.  Freeborn. — Fibromyomata  are  rather  resistant  to 
carcinoma.  They  are  of  slow  growth  and  do  not  contain  epi- 
thelial tissue:  therefore  carcinomatous  changes  do  not  grow 
into  them  readily.  On  the  other  hand,  the  uterus  contains 
epithelial  tissue,  and  proliferation  of  cells  takes  place  much 
more  rapidl}^  and  carcinoma  is  easily  developed. 

Dr.  Janvrin. — We  often  tind  epithelioma  in  close  contact 
with  fibrous  growths,  yet  the  latter  have  not  become  infected. 

Dr.  Freeborn. — Years  ago  it  was  said  that  epithelioma 
and  tibroid  never  coexist  in  the  same  patient.  Some  years  ago- 
I  exhibited  a  specimen  showing  that  the  two  conditions  could 
and  did  exist.  It  is  now  known  that  this  is  not  infrequently 
the  case. 

In  regard  to  Dr.  West's  case,  I  would  say  that  I  hope  soon 
to  present  a  specimen  illustrating  the  condition  to  which  he- 
refers,  viz.,  in  which  the  intestines  and  all  the  pelvic  organa 
are  involved  in  the  carcinomatous  growth.  There  is,  however, 
a  class  of  cases,  called  pseudomyxomata,  in  which  the  tumor 
contains  a  jelly-like  material  which  resembles  very  much  that 
found  in  cyst-adenoma  of  the  ovary. 

Dr.  George  T.  Harrison  showed  a  specimen  of 

MYOMA  REMOVED  BY  KOLPOMYOMECTOMY. 

This  specimen,  a  myoma,  was  removed  from  the  uterus  of  a. 
woman  on  May  16  last.  Briefly,  the  history  is  as  follows: 
The  patient  is  89  or  40  years  of  age  and  has  always  enjoyed 
good  health  until  about  two  years  ago,  when  she  noticed  that 
her  menstrual  flow  was  too  profuse.  Of  late  the  loss  of  blood 
has  been  so  great  that  her  fears  were  aroused  lest  she  should 
bleed  to  death.  She  failed  to  seek  medical  advice  because  of  a 
disinclination  to  undergo  an  examination.  When  she  came 
into  my  hands  bimanual  palpation  revealed  the  existence  of  a 
large  myoma  which  was  probably  submucous.  I  was  forced 
to  resort  to  the  use  of  vaginal  tampons  of  iodoform  at  first,  as- 
a  temporary  recourse.  As  soon  as  I  was  able  to  control  the 
hemorrhage,  I  proposed,  as  a  palliative  measure,  dilatation  of 
the  cervix,  curettage  and  packing  of  the  uterine  cavity  with 
iodoform  gauze.  This  method  proved  efficacious  in  relieving 
the  patient  from  excessive  loss  of  blood.  As  an  additional 
therapeutic  aid  I  exhibited  five  grains  of  th5''roid  extract  thre& 
times  a  day.     The  case  progressed  favorably  until  May  last,. 
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when  the  patient  sent  for  me  to  relieve  her  of  urinary  reten- 
tion, as  she  was  utterly  unable  to  void  even  the  slightest 
amount  of  urine.  In  endeavoring  to  ascertain  the  cause  of 
this  symptom,  which  had  come  on  suddenly,  I  found  that  the 
OS  uteri  was  dilated  and  the  myoma  was  presenting.  I  ad- 
vised operation,  and  on  May  16,  in  the  presence  of  Dr.  S.  B. 
Morrison,  of  Virginia,  I  placed  the  patient  on  a  table,  had  ether 
given,  and  proceeded  to  operate  by  kolpomyomectomy.  As 
the  patient  was  a  virgin,  I  was  obliged  to  enlarge  the  vaginal 
outlet  by  making  two  lateral  incisions  in  the  posterior  vaginal 
wall  and  perineum.  I  then  cut  through  the  enveloping  cap- 
sule and  enucleated  the  tumor,  while  powerful  efforts  at  trac- 
tion were  simultaneously  made  by  my  assistant.  The  fundus 
was  inverted  and  there  was  danger  of  taking  off  part  of  the 
uterine  wall.  By  exercising  care  this  was  avoided  and  the 
tumor  delivered.  The  greater  part  of  the  enveloping  capsule 
was  ablated,  the  uterus  reinverted,  and  its  cavit}^  packed  with 
iodoform  gauze.  The  patient  made  a  perfect  recovery.  In 
the  performance  of  the  operation  I  was  ably  assisted  by  Drs. 
Noll  and  G.  Harrison. 

The  importance  of  the  case  is  that  it  shows  that  a  great 
many  such  cases  can  be  operated  upon  by  kolpomyomectomy 
instead  of  abdominal  hysterectomy,  and  the  patient  thus 
spared  the  dangers  which  attend  the  latter  operation.  By 
stimulation  many  interstitial  growths  can  be  made  to  enter  the 
uterine  cavity,  thus  becoming  submucous,  and  can  then  be 
easily  approached  and  removed  through  the  cervical  canal. 
This  vvas  beautifully  illustrated  in  a  case  which  came  under 
m}"  observation  a  number  of  years  ago.  The  woman  had  an 
iatraafcerine  growth,  and  I  proceeded  to  dilate  the  cervix  with 
sponge  tents,  as  was  then  the  custom.  I  then  passed  my  fin- 
ger into  the  uterine  cavity  and  found  that  the  tumor  was  inter- 
stitial, and  decided  to  emplo}"  Emmet's  method  of  traction, 
viz.,  seizing  the  tumor  and  making  traction  upon  it  in  order  to 
form  a  pedicle.  In  this  I  failed.  A  month  later  I  again  di- 
lated the  cervix  and  repeated  the  procedure,  with  the  result 
that  I  converted  an  interstitial  growth  into  a  submucous 
growth  and  was  able  to  remove  it  through  the  cervix.  This 
method  is  much  better  than  abdominal  extirpation. 

Dr.  Freeborn. — I  have  never  heard  of  instances  in  which 
large  fibromyomata  have  been  expelled  per  vaginam,  but  I  have 
known  an  intrauterine  tumor  to  be  expelled  from  the  uterus 
after  the  latter  had  been  removed  from  the  body.  On  one  oc- 
casion I  made  a  section  of  a  uterus  containing  a  tumor  and 
left  it  for  a  few  minutes  to  attend  to  something  else.  When  I 
returned  I  found  that  the  muscles  of  the  uterus  had  contracted 
and  expelled  the  tumor.  I  have  also  seen  this  happen  when  a 
uterus  containing  an  interstitial  fibroid  was  incised  over  the 
tumor. 

I>R.  Mallett. — I  once  saw  a  case  somewhat  similar  to  that 
reported  by  Dr.  Harrison.  My  case  was  also  given  thyroid  ex- 
tract, but  it  did  not  act  well.     I  now  substitute  the  mammary" 
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extract  in  these  cases,  for  it  does  not  produce  any  unpleasant 
symptoms. 

Daring  ray  Woman's  Hospital  experience  I  remember  see- 
ing Dr.  Harrison  treat  a  case  of  intrauterine  tumor  by  dilata- 
tion and  packing  of  the  uterus  with  iodoform  gauze.  I  would 
now  prefer  to  remove  such  a  tumor  by  abdominal  myomecto- 
my rather  than  subject  the  patient  to  the  months  of  treatment 
incident  to  repeated  dilatation  and  packing  of  the  uterine 
oavity. 

Dr.  Harrison. — The  great  advantage  of  vaginal  myomec- 
tomy lies  in  its  safety.  In  tlie  case  I  have  just  reported  the 
woman  did  not  have  a  rise  of  temperature  of  more  than  half  a 
■degree  after  the  operation,  nor  did  she  have  an  ache  or  a 
pain.  Soon  after  I  opened  the  abdomen  of  another  patient  for 
the  purpose  of  removing  a  tumor  by  laparatomy,  and  she  died 
four  days  later. 

Dr.  J.  DouGAL  BissELL  then  read  several  ^ 

NOTES  ON  OBSTETRICAL  CASES. 

Each  case  has  certain  features  of  interest  and  may  serve  in 
its  study  to  throw  some  light  upon  similar  cases  which  have 
occurred  in  the  practice  of  others. 

Case  I.  Oligohydramnios  associated  with  Diseased  Ad- 
nexa. — Miss  F.,  age  24,  unmarried,  applied  to  me  for  advice 
in  July,  1893.  On  examination  the  uterus  was  found  enlarged, 
and  on  the  right  side  a  mass  was  discovered,  which,  having 
associated  with  it  pain,  slight  elevation  of  temperature,  and 
profuse  leucorrhea,  was  diagnosed  as  pyosalpinx.  On  the 
right  side  the  adnexum  seemed  thickened  and  adherent.  The 
patient  had  not  menstruated  in  eight  weeks,  and,  suspecting 
pregnancy,  I  instituted  no  active  treatment,  but  advised  her  to 
remain  under  observation.  I  did  not  see  her  again  until  three 
months  later,  when,  hastily  summoned  to  her  apartment,  I 
found  her  in  severe  pain.  Digital  examination  revealed  a 
pregnant  uterus;  cervix  was  soft  and  dilated;  temperature 
103°.  As  she  presented  all  symptoms  of  active  miscarriage,  I 
prescribed  quinine  and  antifebrin  to  stimulate  uterine  action 
and  to  reduce  temperature.  Upon  my  return  a  few  hours 
later,  fetus  had  been  born,  the  placenta,  fetus,  and  sac  coming 
away  as  one.  There  was  no  liquor  amnii  present,  and  the  sac 
fitted  closely  over  every  feature  of  the  child.  I  saw  no  evi- 
dence of  life  in  the  fetus,  and,  on  questioning  those  present,  it 
was  evident  there  had  been  none.  On  the  third  day  after  the 
miscarriage  the  lochia  suddenly  ceased,  the  pain  increased  on 
right  side,  and  temperature  rose  to  103",  subsiding  after  seve- 
ral days  of  frequent  intrauterine  douching.  Profuse  and  pain- 
ful menstruation  followed  the  miscarriage  for  three  months 
successively,  at  the  end  of  which  time  I  opened  her  abdomen 
and  removed  from  the  left  side  a  pus  tube  and  hematoma  of 
the  ovary,  and  from  the  right  side  a  firmly  embedded  ovary 
with  a  thickened,  adherent,  and  occluded  tube. 
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The  conception  must  necessarily  have  taken  place  from  the 
Tight  side,  as  that  ovary  alone  possessed  healthy  tissue,  the 
left  being  completely  destroyed  by  hemorrhage  within  its 
structure  and  the  tube  occluded  with  pus.  The  tube  of  the 
right  side  was  diseased  when  removed,  but  the  condition  found 
•^t  operation  could  hardly  have  existed  prior  to  conception,  and 
as  she  stated  that  she  had  been  sick  and  under  another  physi- 
cian's care  during  the  latter  part  of  her  pregnancj^  it  is  prob- 
able that  her  condition  was  then  acute  pelvic  inflammation. 
With  regard  to  the  envelope  of  the  fetus,  the  question  arises, 
What  influence,  if  any,  had  the  pelvic  disease  upon  its  devel- 
opment? The  pelvic  condition  was  undoubtedly  a  factor  in 
-causing  the  miscarriage,  but  could  it  also  have  been  a  direct 
or  indirect  cause  of  oligohydramnios? 

Case  II.  Complete  Procidentia  of  a  Five-Months  Preg- 
nant Uterus. — This  case  is  one  of  complete  procidentia  of  a 
five-months  pregnant  uterus.  When  called  in  consultation  by 
the  patient's  phj'sician,  Dr.  Cutujian,  I  found  the  uterus  as 
far  out  of  the  pelvis  as  the  surrounding  structure  would  per- 
mit. The  cervix  uteri  projected  several  inches  through  the 
vulva;  its  diameter  measured  three  and  a  half  inches,  and  its 
length  to  the  internal  os  the  same.  The  external  os  was  suffi- 
ciently open  to  admit  the  passage  of  two  fingers,  but  the  inter- 
nal OS  was  contracted.  I  attempted  the  reduction  of  the  uterus 
without  administering  an  anesthetic,  but  was  compelled  to  de- 
sist because  of  occasioning  severe  pain  about  the  perineum. 
When  chloroform  was  administered  and  the  uterus  reduced,  it 
was  discovered  that  the  mucous  surface  about  the  posterior 
commissure  and  the  vaginal  wall,  to  the  extent  of  about  a 
square  inch,  had  by  extreme  pressure  of  the  engorged  cervix 
undergone  more  or  less  strangulation  and  was  the  cause  of 
the  acute  pain.  It  was  quite  plain  from  this  condition,  as  well 
as  from  the  statement  of  the  patient,  that  there  had  been  a 
constant  pressure  upon  these  parts  for  many  hours.  After  re- 
turning the  uterus  to  its  normal  position,  I  found  more  diffi- 
culty in  entering  the  cavity  than  I  had  anticipated;  for  by  the 
replacement  of  the  organ  the  body  was  necessarily  carried  fur- 
ther from  me.  offering  an  additional  hindrance  to  those  already 
existing,  and  rendering  the  necessary  manipulation  in  empty- 
ing the  uterus  almost  impossible,  t  then  forcibly  prolapsed 
the  uterus  and  proceeded  to  empty  its  cavity  with  more  ease. 
The  internal  os  was  found  very  rigid,  and  a  forcible  dilatation 
with  Goodell's  dilator  was  necessary.  With  the  tip  of  one 
finger  in  the  cavity  I  was  able  to  secure  a  foot  which  conven- 
iently came  within  reach,  and  by  this  means  I  was  soon  able  to 
■extract  the  body,  but  the  rigidity  of  the  os  prevented  the  pas- 
sage of  the  head.  Finding  that  the  os  would  not  yield  easily, 
and  knowing  that  the  life  of  the  fetus  was  not  to  be  considered, 
I  used  sufficient  force  to  separate  the  body  from  the  head  in 
order  to  facilitate  a  quick  delivery.  When  the  head  of  a  fetus 
of  this  size  is  left  in  the  uterine  cavity  it  will,  under  ordinary 
circumstances,  be  found  more  or  less  difficult  to  extract  with 
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the  small,  smooth  forceps  in  common  use,  for^  being  a  round 
body  and  having  no  fixed  point,  it  moves  away  from  its  grasp. 
I  have  found,  in  the  several  cases  that  have  come  under  my 
care,  that  one  of  Jacobs'  small  ti'action  forceps  is  most  advan- 
tageous for  this  purpose,  but  as  it  has  sharp  points  it  should 
be  used  with  great  caution.  The  points  should  follow  the  tip 
of  the  finger  to  the  head,  the  finger  constantly  directing  and 
guarding  the  points  so  as  to  prevent  the  possibility  of  an  acci- 
dent to  the  uterine  wall.  The  blades  are  then  opened  only 
wide  enough  to  grasp  the  head;  the  sharp  spikes  prevent  the 
slipping  away  of  the  head,  and,  penetrating  the  bones,  the 
brain  cavity  is  soon  emptied,  thus  allowing  an  easj"  and  rapid 
delivery.  The  traction  forceps  being  comparatively  small,  it 
occupies  but  little  room  in  the  cervical  canal  and  uterine  cav- 
ity, and  for  that  reason  can  be  most  easily  directed.  It  is, 
however,  a  dangerous  instrument  if  the  sharp  points  are  not 
constantly  protected  by  the  tip  of  the  directing  finger  until  the 
head  is  grasped. 

Case  III.  Complete  Degeneration  of  an  Amniotic  Sac. — 
The  next  case  to  which  I  invite  your  attention  belongs  to  a 
class  I  believe  to  be  extremely  rare.  I  am  obliged  to  relate  it 
from,  memory,  as  my  notes  upon  it,  unfortunately,  are  lost. 
The  essential  features  of  the  case,  however,  I  vividly  recall. 

In  June,  1898,  I  was  hastily  summoned  to  a  patient  who  had 
been  threatened  for  several  days  with  a  miscarriage.  When  I 
arrived  at  her  bedside  I  found  the  fetus  and  placenta  born. 
The  fetus  was  well  developed  and  measured  twelve  inches. 
This  immediately  attracted  my  attention,  as  not  being  in  accord 
with  the  history  of  pregnancy  given  by  the  mother,  which  was 
as  follows  : 

Six  months  previous  to  this  confinement  symptoms  of  preg- 
nancy developed,  and  between  the  fourth  and  the  sixth  weeks 
nausea  was  so  persistent  and  alarming  that,  by  the  advice  of 
an  eminent  gynecologist  in  an  adjoining  city,  her  uterus  was 
opened,  curetted,  and  packed  with  gauze.  After  this  treat- 
ment nausea  soon  ceased  and  she  left  the  sanitarium  within 
a  few  weeks.  Menstruation  not  returning  the  next  month,  she 
considered  herself  again  pregnant,  and,  when  she  came  under 
my  care,  dated  her  conception  from  the  time  she  returned  to- 
her  home.  The  size  of  the  fetus  being  twelve  inches  tells  a 
different  story,  and  the  condition  of  the  afterbirth  gives  us  a 
probable  explanation.  The  placenta  itself  seemed  healthy,  but 
there  was  no  trace  of  the  sac  except  about  the  margin  of  the 
placenta,  where  its  remnants  were  observed,  and  from  the 
uterus  tbere  was  discharged  a  considerable  quantity  of  broken- 
down  material.  With  the  assistance  of  Dr.  Broun  I  imme- 
diately scraped  away  a  quantity  of  this  degenerated  tissue, 
which  I  took  to  be  the  remains  of  what  was  once  the  amniotic 
sac. 

The  interest  in  this  case  centres  in  the  fact  that  although 
the  uteras  was  curetted  and  packed  with  gauze,  yet  the  fetus 
was  not  expelled  until  the  end  of  six  months.     The  operation. 
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relieved  the  persistent  nausea,  but  evidently  occasioned  a  dis- 
eased condition  of  the  membranes,  which  must  necessarily  have 
existed  in  a  greater  or  less  degree  for  four  months  without  in- 
terfering materially  with  the  development  of  the  fetus.  In 
curetting  the  uterus  I  passed  the  curette  its  entire  length  up 
into  the  left  horn,  which  makes  it  probable  to  my  mind  that  the 
fetus  developed  in  close  proximity  to,  if  not  partly  within,  the 
tube,  thus  escaping,  but  with  injury,  the  attempted  interfer- 
ence four  months  previous. 

Case  IV.  Ari  Unnecessary  Cesarean  Section  upon  a 
Patient  icitli  Normal  Pelvic  Measurements ;  Subsequent 
Labor  ivith  Birth  of  Child  through  Pelvic  Canal. — The  fol- 
lowing case  is  related  only  to  illustrate  how  the  patient  is 
often  at  the  complete  mercy  of  the  physician,  how  bold  the 
ignorant  can  be,  and  how  low  morally  a  professional  adviser 
may  sink. 

Mrs.  H.,  age  "24.  applied  to  me  for  advice  three  years  ago, 
suffering  from  indefinite  pains  through  the  pelvis.  On  exami- 
nation I  found  a  thickening  about  left  side,  a  somewhat  sensi- 
tive coccyx,  and  a  broad  scar  reaching  from  the  symphysis 
pubis  to  within  a  short  distance  of  the  ensiform  cartilage.  She 
stated  that  Cesarean  section  had  been  performed  upon  her  two 
years  before,  the  physician  giving  as  a  reason  that  the  pelvic 
canal  was  too  small  to  admit  of  the  passage  of  the  child.  I 
failed  to  find  any  abnormality  of  the  pelvis  excepting  about  the 
coccyx,  which  was  slightly  sensitive  to  pressure  and  inclined 
forward  a  little.  It  was  movable,  however,  and  did  not  di- 
minish materially  the  antero-posterior  diameter  of  the  outlet. 
She  further  stated  that  she  had  been  advised  by  the  operator 
to  have  her  uterus  removed,  as  it  was  his  opinion  that  another 
pregnancy  would  certainly  kill  her.  Several  months  after  this 
consultation  she  again  sought  my  advice,  when  I  found  her 
pregnant  and  advised  non-interference.  She  was  seen  by 
Dr.  Cleveland  also,  who  concurred  in  my  advice. 

On  November  23,  1898,  I  was  called  at  1  p.m.  to  attend  her 
in  labor.  Pains  at  that  time  were  quite  strong;  head  rested 
R.  O.  A.  and  progress  for  a  time  seemed  good.  Finding  after 
several  hours  that  the  head  was  not  descending  satisfactorily 
and  that  the  uterine  pains  were  diminishing,  I  ruptured  the 
bag.  This  seemed  to  stimulate  uterine  contraction  but  little, 
so  I  applied  forceps.  The  child,  which  was  found  to  weigh 
within  a  fraction  of  eight  pounds,  was  delivered  with  com- 
parative ease;  the  perineum  was  lacerated,  but  immediately 
repaired,  and  the  recovery  of  both  mother  and  child  was  un- 
interrupted. 

From  the  account  the  woman  and  her  husband  gave  it  would 
seem  that  the  physician  did  not  even  make  an  effort  to  deliver 
with  forceps.  He  informad  them,  several  months  before  the 
child  was  expected,  that  the  malformation  of  the  coccyx  so 
obstructed  the  pelvic  outlet  that  it  could  not  be  born  through 
the  genital  canal,  and  Cesarean  section  would  have  to  be 
performed.     The  long-looked-for  opportunity  of  his  life  had 
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arrived,  as  he  is  said  to  have  afterward  expressed  himself,  and 
he  took  advantage  of  the  once  injured  but  now  unoffending 
coccj'x  to  gratify  his  ambition.  We  must  conchide  that  the 
operation  was  advised  through  ignorance  or  prompted  by  self- 
ish motives.  What  a  pity  that  the  moral  as  well  as  the  in- 
tellectual side  of  a  student's  nature  could  not  be  trained, 
examined,  and  passed  upon  !  How  necessary  it  seems  to 
emphasize  the  teaching  that  surgerj'  does  not  consist  alone  in 
knowing  how  to  handle  the  knife,  but  in  knowing  both  how 
and  when:  that  an  operation  should  never  be  done  that  can  be 
avoided;  that  when  there  is  a  selection  of  two  methods  of  pro- 
cedure, never  should  the  graver  be  chosen  where  there  is  a 
probability  of  the  less  grave  giving  the  desired  relief !  No 
language  can  be  too  strong  in  condemning  one  who  operates 
with  other  motive  than  the  sole  purpose  of  benefit  to  the 
patient;  who  would  jeopardize  the  patient's  life  for  selfish  gain 
in  money  or  reputation.  Such  a  one  stands  in  the  eye  of  the 
moral  law  a  criminal. 

Dr.  Harrison. — I  would  like  to  ask  Dr.  Bissell  why,  in  one 
of  the  cases  reported,  he  went  up  into  the  uterus  with  forceps 
after  the  fetus  instead  of  allowing  the  uterus  to  empty  itself. 
It  is  almost  impossible  to  get  hold  of  such  a  small  head  in  the 
uterus,  for  it  almost  invariably  slips  out  of  reach.  I  admit  that 
he  overcame  the  difficulty  very  cleverly,  but  the  question  I 
raise  is  one  of  principle. 

Dr.  J.  DouGAL  Bissell. — In  reply  to  Dr.  Harrison's  question 
regarding  my  reason  for  emptying  the  uterus,  I  would  say  that 
the  patient  had  been  suffering  from  prolapse  of  the  uterus  for 
more  than  two  years  and  that  this  was  her  second  conception 
during  that  time.  The  first  one  was  carried  only  three  months, 
although  every  effort  was  made  to  prevent  miscarriage.  She 
was  kept  in  bed,  tamponed,  and  the  uterus  was  supported  by 
pessaries,  but  the  uterus  invariably  prolapsed.  During  the 
pregnancy'  which  is  considered  in  the  paper  she  was  also  treat- 
ed systematically  as  before.  The  fetus  was  carried  a  little 
longer,  but  the  same  discouragements  were  met  with,  until  at 
last  the  uterus  remained  down  so  long  that  a  temperature  rang- 
ing between  102°  and  103°  F.  was  reached.  This,  with  the  con- 
dition existing  about  the  perineum,  made  us  fear  that  gangrene 
would  soon  set  in.  In  the  face  of  such  symptoms,  and  in  view 
of  the  fact  that  all  previous  efforts  to  keep  the  uterus  up  had 
failed  during  both  pregnancies,  we  thought  it  best  to  empty 
the  uterus  promptly. 

The  patient's  subsequent  history  is  also  interesting.  She 
became  pregnant  eight  months  later,  was  treated,  as  before, 
with  supports,  rest  in  bed,  etc.,  but  miscarried  at  the  third 
month. 

Dr.  Harrison. — I  once  had  a  sad  experience  of  this  kind. 
I  was  present  at  an  operation  upon  the  sister-in-law  of  the  ope- 
rator. The  patient  had  recently  been  curetted  and  was  con- 
sidered not  to  be  pregnant.  In  fact,  it  was  thought  that  preg- 
nancy could  be  absolutely  excluded.    There  was  a  tumor  in  the  ■ 
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pelvis,  for  the  removal  of  which  the  abdomen  was  opened.  As- 
soon  as  I  saw  the  uterus  I  at  once  saw  that  it  was  a  pregnant 
uterus  and  whispered  to  the  operator  that  he  had  better  close 
the  abdominal  incision.  He  proceeded,  however,  in  his  manip- 
ulation, and  the  uterus  was  found  to  contain  a  five-months- 
fetus.     The  patient  died  three  or  four  daj's  later. 

Dr.  L.  Grant  Baldwin. — I  have  had  no  experience  with 
cases  so  far  advanced  as  that  reported  by  Dr.  Bissell,  but  I 
have  seen  several  cases  in  which  pregnancy  continued  after 
curettement.  This  occurs  quite  frequently  and  is  due  to  the 
mistake  which  is  made  in  trying  to  remove  the  products  of 
conception  with  the  curette.  In  these  cases  the  curette  is  the 
worst  possible  instrument  to  use,  for  it  simply  slips  over  the 
uterine  wall  or  the  membranes  and  misses  the  fruit  sac.  A 
Keith  forceps  is  a  much  safer  as  well  as  more  competent 
instrument. 

Dr.  Mallett. — These  cases  are  very  interesting,  and  I  ven- 
ture to  say  that  there  is  not  a  man  present  here  this  evening  who 
has  not  met  similar  ones.  I  know  of  one  instance  in  which  a 
celebrated  gynecologist  curetted  the  uterus  very  thoroughly  (as 
he  thought),  and  a  few  days  later  the  patient  gave  birth  to 
twins  of  three  or  four  months'  development. 

Dr.  Janvrin. — I  would  like  to  ask  Dr.  Bissell  why  he  found 
it  impossible  to  keep  the  uterus  up  in  the  case  of  procidentia. 
If  such  was  the  case  I  should  think  it  one  in  which  total  abla- 
tion would  be  justifiable  at  a  subsequent  date. 

Dr.  West. — In  the  case  under  discussion  I  think  that  per- 
haps the  case  might  have  been  carried  on  to  full  term  if  the 
woman  had  been  put  to  bed  and  given  hot  douches.  I  have 
seen  a  case  in  which  this  was  done  with  a  successful  result. 

Dr.  Bissell. — The  condition  of  the  patient  was  such  that 
there  was  nothing  to  be  done  but  to  empty  the  uterus.  The 
patient  had  had  three  miscarriages  since  the  development  of 
the  procidentia.  I  always  try  to  save  a  child  when  it  is  possible 
to  do  so,  but  in  this  case  the  condition  cannot  be  appreciated 
by  one  who  did  not  see  the  condition. 

Dr.  Clarence  R.  Hyde. — I  recently  had  a  case  under  my 
care  almost  similar  to  the  one  reported  by  Dr.  Bissell.  The 
woman  had  a  complete  procidentia  and  in  addition  was  seven 
months  pregnant.  The  cervix  was  large,  edematous,  and  pro- 
truded from  the  vulva,  and  by  its  pressure  upon  the  fourchette 
had  caused  ulceration  at  that  point.  She  informed  me  that 
the  procidentia  was  present  prior  to  her  last  confinement  and 
that  she  had  then  worn  a  pessary.  Acting  on  this  suggestion^ 
I  inserted  a  pessary,  which  gave  excellent  support.  A  month 
later  she  again  presented  herself.  The  procidentia  had  not  re- 
curred and  she  expressed  herself  as  being  entirely  comfortable. 
Examination  showed  nothing  abnormal.  I  am  unable  to  say 
whether  or  not  she  went  to  full  term,  as  I  never  saw  her  after 
that. 

Official  Transactions. 

Clarence  Reginald  Hyde, 

Secretary- 
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TRANSACTIONS  OF  THE   NEW  YORK 
OBSTETRICAL  SOCIETY. 


Meeting  of  March  IS,  1900. 
The  President,  Clement  Cleveland,  M.D.,  in  the  Chair. 

PERITONITIS     FROM      RUPTURED     OVARIAN      CYST;      FORCIBLE 

DISTENSION   OF   THE   INTESTINES  WITH   GAS   TO 

RELIEVE   OBSTRUCTION. 

Dr.  Clement  Cleveland. — When  the  woman  from  whom 
this  specimen  was  removed  entered  the  Woman's  Hospital 
her  temperature  was  101°,  pulse  above  100,  respiration  rapid, 
and  she  had  an  immensely  distended,  sensitive  abdomen. 
These  symptoms  had  followed  a  fall  on  the  sidewalk.  Under 
anesthesia  I  was  able  to  find  a  tumor,  reaching  nearly  to  the 
umbilicus,  which  I  took  to  be  a  tense  ovarian  cyst  or  myo- 
fibroma. On  opening  the  abdomen  I  found  a  tense  multilocu- 
lar  cyst,  one  of  whose  cavities  had  ruptured.  I  removed 
the  tumor  without  diflficulty,  using  Skene's  electric  clamp. 
As  there  was  peritonitis,  I  incised  the  posterior  cul-de-sac 
and  drained  with  gauze.  From  the  beginning  she  did  badly. 
The  next  day  I  determined,  although  so  short  a  time  had 
elapsed  since  the  operation,  to  move  the  bowels.  I  gave  her 
calomel,  which  she  vomited;  salts  she  vomited;  high  enemata 
could  get  no  fecal  movement  and  no  gas.  Then  I  waited  to 
see  what  Nature  would  do;  but  she  passed  no  gas,  had  no  re- 
lief, and  continued  to  vomit.  Forty-eight  hours  after  opera- 
tion things  looked  very  desperate,  and  I  determined  to  distend 
the  lower  bowel,  supposing  the  ileus  might  not  be  entirely 
due  to  paralysis  of  the  intestine,  but  that  there  might  be  some 
obstruction  which  could  be  overcome  in  that  way.  I  asked 
my  assistant.  Dr.  Broome,  to  go  to  the  hospital  and  distend 
the  bowel  with  oxygen,  my  idea  being  that  by  distending  the 
collapsed  portion  up  to  the  point  where  the  constriction  oc- 
curred, it  might  relieve  the  twist  or  obstruction.  He  did  so, 
the  distension  of  the  bowel  causing  pain  and  faintness,  but  she 
recovered,  passed  a  great  deal  of  gas,  and  became  quite  flat. 
She  was  given  a  high  enema  of  turpentine  and  soapsuds  and 
had  a  good  fecal  movement.  The  vomiting  stopped  immedi- 
ately after  she  began  to  expel  gas.  The  urine  in  the  beginning 
showed  traces  of  albumin,  but  no  casts.  Now  there  is  much 
albumin  with  casts.  She  has  been  in  a  semi-coma  for  forty- 
eight  hours,  and  this  is  becoming  profound.  I  feel  she  will 
not  live.  My  reason  for  bringing  up  the  case  is  to  speak  of 
the  method  of  distending  the  lower   collapsed   bowel  in  the 
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hops  of  relieving  the  point  of  obstruction.     Oxygen  was  used 
simply  because  it  was  convenient. 

Dr.  Brothers  said  he  had  used  gas  from  a  siphon  of  seltzer 
water. 

Dr.  Cleveland. — I  have  used  that  method  in  relieving  an 
intussusception,  turning  the  siphon  upside  down  and  only 
using  the  gas. 

Dr.  Pry  or  showed  a  new 

CYSTOSCOPE, 

a  modification  of  Chetwood's  instrument. 

Iq  using  his  instrument  I  found  that  the  light  was  thrown 
back  from  the  sides  of  the  tube,  and,  furthermore,  in  many  ap- 
plications to  the  bladder,  that  the  light  and  its  carrier  took  up 
too  much  space  and  interfered  with  maneuvres. 

The  handle  is  changed  so  as  to  reduce  to  a  minimum  the  possi- 
bility  of  wetting  the  wires  and  the  formation  of  a  short  circuit. 
The  light  is  hidden  and  is  thrown  only  upon  the  field  to  be  in- 
spected. 

The  lumen  of  the  tube  is  entirely  free  for  the  passage  of 
instruments  or  for  inspection.  The  light  is  always  where  it  is 
wanted,  and  the  operator  is  entirely  free  from  all  the  embar- 
rassments incident  to  the  manipulation  of  mirrors  and  focus- 
sing of  lenses. 

The  instruments  can  be  sterilized  by  boiling  the  tube  and  by 
bathing  the  lamp  and  carrier  with  carbolic  solution. 

The  heat  from  the  lamp  will  not  burn  the  tissues. 

I  have  no  difficulty  in  using  it  in  my  office  without  anes- 
thesia, but  prefer  to  employ  the  instrument  while  the  patient 
is  under  ether  and  in  the  Trendelenburg  position. 

I  use  the  instrument  as  follows:  With  the  patient  on  the 
back  in  a  lithotomy  position,  I  introduce  the  tube  without  the 
lamp,  and,  using  this  as  a  catheter,  I  empty  the  bladder;  the 
table  is  then  lowered  into  the  Trendelenburg  position  and  the 
lamp  introduced  in  its  proper  place,  in  a  comparatively  dry 
field.  The  only  caution  that  I  have  to  express  in  using  the 
instrument  is  against  bearing  hard  upon  the  mucous  membrane 
while  moving  the  instrument  from  side  to  side.  But  this  pre- 
caution is,  of  course,  necessary  in  using  any  sort  of  tubular 
cystoscope. 

Tne  instrument  is  exceedingly  simple,  and  the  light  is  fur- 
nished by  a  cell,  which  is  readily  renewed  and  at  a  very  trivial 
cost.  The  instrument  will  be  valuable  to  those  who  have  to 
demonstrate  to  a  class  the  features  of  normal  and  diseased 
bladders. 

The  paper  of  the  evening  was  then   read  by  Dr.  Abram 

RnTTTWT?<5    nrt 


Brothers  on 


SOME  POINTS  IN   THE  DIAGNOSIS  AND   MANAGEMENT   OF 
CYSTITIS   IN   THE   FEMALE. 

The  author  referred  to  the  symptomatology  of  the  disease  in 
33 
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its  acute  and  chronic  forms,  and  emphasized  the  fact  that  with 
the  modern  means  of  exact  diagnosis  of  vesical  conditions  ob- 
scure lesions  were  no  longer  a  mystery.  ''Irritable  bladder" 
is  now  a  mj'tli.  The  author  has  been  working  chiefly  with  the 
Nitze  cystoscope,  and  believes  it  to  have  advantages  over  the 
Kelly  instrument  in  that  the  bladder  is  directly  illuminated 
and  a  larger  area  can  be  seen  in  each  field.  The  position  of 
the  patient,  too,  is  easy,  and  no  preliminary  dilatation  or  anes- 
thesia is  necessary.  Further,  the  interior  of  the  bladder  is 
distended  by  a  fixed  quantity  of  an  antiseptic,  transparent 
medium  (boracic  acid  solution).  The  author  then  related  the 
various  visible  changes  in  the  bladder  in  disease  and  accepted 
Casper's  classification:  (1)  change  in  color  and  lustre;  (!^)  in- 
creased capillary  circulation;  (3)  swelling;  (4)  changed  secre- 
tion. The  inspection  of  the  bladder  is  positively  contraindi- 
cated  in  acute  infiammations,  but  is  allowed  in  all  forms  of 
subacute  and  chronic  inflammations.  Dr.  Brothers  narrated 
in  detail  the  treatment  of  the  various  forms  of  vesical  inflam- 
mation, insisting  upon  as  early  an  examination  of  the  bladder 
cavity  as  is  permissible  for  the  establishment  of  the  exact 
diagnosis.  He  then  showed  the  Nitze  instrument,  comparing 
it,  as  he  exhibited  it,  with  the  instruments  devised  by  Kelly. 
He  claimed  simplicity  and  greater  ease  of  manipulation  for  the 
Nitze  cystoscope. 

Dr.  Skene. — I  am  pleased  to  hear  Dr.  Brothers  take  the 
ground  that  instrumental  investigation  is  very  seldom  neces- 
sary in  order  to  make  a  diagnosis  of  cystitis.  I  am  quite  con- 
fident that  if  one  wall  adopt  the  plan  recommended  by  Dr. 
Brothers,  of  excluding  all  other  conditions  which  produce  simi- 
lar symptoms  to  those  that  obtain  in  cystitis,  a  diagnosis  can 
be  made  not  only  in  acute  but  in  chronic  cystitis;  and  while 
I  entirely  agree  with  the  doctor  and  have  adopted  the  same 
views  in  teaching  for  a  number  of  years  with  reference  to 
acute  cystitis,  I  would  also  say  that  there  is  the  same  dan- 
ger of  doing  damage  and  increasing  the  trouble  in  chronic 
cystitis.  If  one  will  exclude  all  the  urethral  troubles  that  can 
be  excluded  by  inspection,  such  as  caruncle,  and  inflammation 
of  the  lower  half  or  third  of  the  ureter,  all  diseases  above  the 
vulva,  all  dilatation,  all  adhesions,  and  so  on,  the  difficulty 
can  be  localized  with  a  great  degree  of  certainty.  It  is  a  curi- 
ous fact  that  a  very  slight  displacement  of  the  bladder  will 
cause  frequent  urination,  with  some  pain,  in  an  erect  position, 
whereas  complete  prolapse  will  cause  no  such  symptoms. 
This  is  paralleled  by  the  fact  that  in  a  slight  downward  dislo- 
cation of  the  stomach  there  is  pain  in  the  stomachic  region, 
whereas  in  marked  displacement  there  is  less.  The  same 
thing  occurs  in  abdominal  dislocation  of  the  kidney:  a  slight 
dislocation  gives  more  disturbance  generally  than  one  that  can 
wander  all  over  the  abdominal  cavity.  The  explanation  is  in 
the  fact  that  the  supports  of  those  organs  resist  as  long  as  they 
can;  when  they  are  stretched  beyond  all  power  of  resistance  on 
their  part,  they  give  up  and  there  is  no  longer  any  pain.     It  is 
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always  a  great  advantage  to  exclude  all  those  conditions  which 
set  up  symptoms  similar  to  cystitis,  and  they  can  be  excluded 
without  any  cystoscopic  examination.  When  the  conditions 
or  degrees  of  cystitis  present  cannot  be  diagnosticated  in  that 
way,  they  can  very  clearly  and  definitely  be  made  out  by 
examination  of  the  urine  in  the  vast  majority  of  cases.  I  know 
of  no  diseases  where  doubt  remains,  except  in  secondary  peri- 
cysti tides,  in  some  forms  of  ulcer  and  some  neoplasms,  where  to 
determine  the  exact  pathology  an  examination  of  the  bladder 
is  necessary.  It  is  not  necessary  in  calculus;  the  bimanual 
touch  will  reveal  the  presence  of  calculi  of  any  size  worthy  of 
notice,  when  they  cannot  be  passed.  Without  dwelling  on  the 
subject  at  any  greater  length,  I  am  quite  confident  that  not 
only  can  cystitis  be  diagnosticated,  but  various  forms  of  cysti- 
tis may  be  made  out,  by  ordinary  methods  of  exclusion,  the 
urine  analysis,  and  the  ordinary  history  of  cystitis  as  we  ob- 
tain it  from  the  patient.     I  am  quite  positive  about  that. 

With  reference  to  the  reason  why  we  should  take  all  this 
trouble  to  avoid  the  use  of  the  instrument:  I  have  never  seen 
a  case,  where  an  examination  of  the  bladder  was  made  in 
cystitis,  that  the  trouble  was  not  aggravated,  even  by  the  most 
careful  experts;  and  while  I  read  and  hear  a  great  deal  about 
the  use  of  the  cystoscope  and  the  endoscope  as  being  entirely 
free  from  causing  any  difficulty  whatsoever,  I  myself  confess  in 
my  own  experience  I  have  been  as  careful  as  possible,  but  I 
have  had  trouble.  I  have  had  the  advantage  of  seeing  cases 
from  experts  where  they  have  had  trouble  that  occurred  long 
enough  ago  for  them  to  see  the  bad  results.  It  is  an  exceed- 
ingly important  point  not  only  for  the  general  practitioner 
but  for  the  expert.  Sir  Henry  Thompson  many  years  ago 
said  that  the  introduction  of  any  instrument  into  the  bladder 
was  an  outrage  which  should  be  avoided  as  far  as  possible. 

The  Kelly  instrument  is  only  Kelly's  in  so  far  as  it  is  made 
of  metal  instead  of  hard  rubber.  It  has  not  one  advantage  as- 
Kelly's  that  it  did  not  have  as  Robert  Newman's.  He  used 
the  endoscope  and  gave  beautiful  illustrations  of  what  he  saw 
twenty-five  or  thirty  years  ago.  I  feel  we  ought  to  give  one- 
third  of  the  credit  to  the  inventor  of  the  endoscope,  one-third  to 
Newman,  and  the  remaining  third  to  Dr.  Kelly.  The  great 
thing  he  introduced  was  the  use  of  the  Trendelenburg  position; 
that  is  enough  to  immortalize  any  man.  The  great  advantage 
in  the  use  of  the  endoscope  is  in  cases  where  we  have  to  ex- 
amine the  ureter,  not  the  bladder.  It  requires  expert  facility 
to  pass  the  catheter  into  ureters  through  the  endoscope. 

In  the  use  of  the  cystoscope,  I  find  that  examination  has- 
been  very  much  facilitated  by  using  a  straight  one.  I  had 
one  made  some  time  ago.  It  is  not  quite  so  easy  to  introduce, 
but  when  as  straight  as  the  old-fashioned  female  catheter — 
that  slight  curve  is  all  that  is  necessary — it  can  be  introduced 
with  the  greatest  ease,  and  then  it  is  a  perfect  instrument. 
Turbidity  caused  by  bleeding  can  be  overcome  by  washing  the 
bladder  with  acetic  acid.     With  a  catheter  attached  to  the 
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straight  cN'stoscope  I  find  I  can  use  ureteral  catheters  with  as 
much  faciHt}^  with  more  than  with  the  Kell}^  instrument ; 
possibly  that  is  because  I  have  had  more  practice  with  the 
cystoscope  than  with  the  endoscope. 

Dr.  Brothers  spoke  about  distending  the  bladder  with  the 
piston  syringe.  It  is  most  dangerous  to  use  it.  It  may  not  be 
in  his  hands,  but  in  tbe  hands  of  the  ordinary  practitioner  it  is 
exceedingly  dangerous.  The  bladder  is  an  organ  which  dilates 
very  slowly,  and  it  resents  any  effort  to  dilate  it  quickly. 
Most  syringes  jerk,  but  the  old-fashioned  fountain  syringe 
has  an  arrangement  by  which  you  can  regulate  the  flow,  and 
it  is  safer — you  are  sure  you  are  not  introducing  any  air;  with 
the  piston  syringe  you  do  not  know  but  you  may.  I  wish  to 
say  here  a  word  about  the  introduction  of  air.  Nothing  short 
of  caustic  will  give  as  much  distress  as  air. 

There  is  much  talk  about  the  introduction  of  bacteria  and 
germs  of  disease  into  the  bladder.  The  fact  is  that  the  inflam- 
mation is  caused  by  the  introduction  of  bacteria  once  where  a 
thousand  times  it  is  due  to  the  injury  we  do.  If  there  be  an 
ulcerated  surface,  I  do  not  see  that  one  could  do  much  harm  by 
adding  a  few  more  germs  to  a  surface  already  swarming  with 
them.  If  the  mucosa  be  all  right  the  germs  will  do  no  harm. 
I  have  never  found  the  slightest  difficulty  in  keeping  the  cysto- 
scope clean.  I  have  used  it  a  great  many  years,  and  I  am  sure 
I  never  did  any  harm  by  introducing  bacteria  in  that  way.  For 
topical  applications  the  endoscope  is  the  best,  but  it  is  not  by 
any  means  the  best  for  removing  neoplasms.  The  eroded  base 
will  continue  to  bleed  or  it  will  break  down  and  urinary  salts 
will  be  deposited  on  it. 

It  is  not  advisable  to  catheterize  the  ureters  unless  you  have 
disease  of  the  pelvis  of  the  kidney  or  ureter.  For  diagnostic 
purposes  Harris'  instrument  is  efficient  and  safe. 

Dr.  Joseph  Brettauer. — I  appreciate  Dr.  Skene's  remarks, 
especially  the  advice  not  to  catheterize  the  ureters.  It  is  sel- 
dom necessary  and  is  dangerous.  I  have  had  one  very  un- 
pleasant experience.  A  young  woman,  whose  urine  contained  a 
small  amount  of  pus,  white  blood  cells,  and  small  casts,  com- 
plained of  pain  on  the  right  side  in  the  region  of  the  kidney, 
and  was  running  a  temperature  of  100°  to  100^°.  She  was  a 
member  of  a  family  in  which  tuberculosis  was  not  a  rare  oc- 
currence, and  the  idea  of  its  being  a  tubercular  kidney  came  at 
once  to  me.  With  the  utmost  care  the  ureteral  catheter  was 
introduced.  A  specimen  of  urine  from  each  kidney  was  taken 
and  examined;  one  contained  some  pus,  the  other  was  clear; 
no  tubercle  bacilli  were  found.  The  patient,  however,  who 
up  to  that  time  was  not  even  an  invalid,  started  in  with  a 
chill  and  a  temperature  of  105°  lasting  three  weeks.  Finally 
the  kidney  was  removed.  It  proved  to  be  tubercular,  but  at 
the  same  time  it  was  infected — it  was  infected  at  the  time  of 
the  introduction  of  the  catheter  into  the  ureter.  The  bladder 
was  carefully  washed  out  before  the  introduction  was  made, 
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every  instrument  used   was    clean,   but  the    patient  within 
twenty-four  hours  showed  infection. 

Dr.  Cragin. — Before  the  remarks  of  the  Society  go  before 
the  pubUc,  I  am  anxious  that  Dr.  Skene's  position  should  be 
understood  with  reference  to  carrying  infection  into  the 
bladder.  I  feel  sure  he  would  not  want  to  say  that  there 
would  be  no  danger  of  carrying  infection  by  the  catheter  into 
the  bladder.  I  think  there  is  a  little  misunderstanding,  unless 
I  did  not  hear  aright.  I  feel  sure  all  those  who  have  to  do  with 
diseases  of  women  have  to  recognize  the  danger  of  a  dirty 
catheter  or  the  carrying  of  the  germs,  etc.,  from  the  vulva.  I 
understood  that  Dr.  Skene  did  not  fear  carrying  infection  into 
the  bladder— simply  feared  injury  to  the  bladder. 

Dr.  Skene. — I  do  not  fear  carrying  in  of  germs  half  so  much 
as  traumatism.  I  am  just  as  much  afraid  of  introducing  in- 
fection into  the  bladder  as  into  the  peritoneum. 

Dr.  Harrison. — I  am  glad  to  hear  Dr.  Skene  pay  the 
tribute  he  did  to  Dr.  Newman,  who  was  the  earliest  worker 
in  the  field.  Dr.  Newman  was  very  fond  of  using  nitrate  of 
silver.  He  used  a  very  large  percentage — forty  to  sixty  per 
cent.  As  a  means  of  diagnosis  in  one  case,  at  least,  the  endo- 
scope left  us  in  the  lurch.  Dr.  Newman  had  been  treating  a 
case  of  chronic  cystitis  with  the  endoscope — Dr.  Emmet  had 
turned  over  all  his  bladder  cases  to  him — but  one  case  Dr. 
Emmet  saw,  and  on  making  an  examination  he  said,  "The 
woman  has  stone  in  the  bladder,"  and  proceeded  to  open  it. 
With  the  endoscope  Dr.  Newman  had  failed  to  observe  this. 
With  the  method  at  our  hand  the  same  mistake  might  be 
made  also  with  the  Nitze  method.  You  would  not  make  the 
mistake  with  the  Kelly  method.  As  a  means  of  differential 
diagnosis  it  is  a  great  advantage  and  helps  with  some  cases 
that  would  be  in  the  dark  without  it.  We  could  not  make  a 
differential  diagnosis  very  often  without  it.  It  is  fortunate  that 
it  is  not  necessary  to  use  the  cystoscope  in  treating  most  chronic 
cases  of  cystitis.  Sir  Henry  Thompson  taught  that  in  these 
cases  of  cystitis,  the  chronic  cases,  we  must  introduce  a  very 
small  amount  of  fluid  in  irrigating  the  bladder — four  ounces 
as  the  greatest  amount.  Newman  showed  that  the  proper  way 
was  to  dilate  the  bladder,  if  you  had  to  put  the  patient  under 
ether.  In  chronic  cystitis  with  contracture,  where  the  bladder 
felt  through  the  abdominal  walls  like  the  uterus  of  a  woman 
who  has  just  given  birth  to  a  child,  where  the  walls  are 
thickened  and  she  suffers  with  dribbling  of  urine,  the  prognosis 
Dr.  Brothers  spoke  of  was  unfavorable.  I  do  not  know  of  a 
more  grateful  district  in  the  whole  domain  of  therapeutics 
than  the  treatment  of  those  cases.  You  can  cure  most  cases 
if  you  take  pains;  it  requires  patience  and  perseverance,  not 
only  on  the  part  of  the  patient,  but  on  the  part  of  the  physician. 
The  best  cure  is  by  the  gradual  dilatation  of  the  bladder,  and 
the  proper  way  to  do  that  is  by  the  pressure  method.  I  always 
use  a  funnel,  as  with  it  you  can  regulate  the  pressure  to  any 
degree. 
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Dr.  H,  N.  Vineberg. — It  is  a  matter  of  surprise  to  me  that 
an^v  cue  in  this  couutry  to  whom  Howard  Kelly's  method  is 
known  should  go  abroad  to  study  a  much  more  complicated 
and  a  decidedly  less  useful  method.  The  advantages  of  Kel- 
ly's simple  method  of  cystoscopy  in  the  female,  over  electro- 
cystoscopy  as  described  by  the  reader  of  the  paper,  are  so  nu- 
merous that  one  scarcely  knows  where  to  begin. 

1.  Kell}''s  cystoscope  is  a  plain  metallic  tube  and  can  be  easily 
sterilized.  Casper's  cystoscope  is  a  complicated  instrument 
which  is  sterilized  with  difficulty.  Casper '  advises  that  the 
instrument  be  sterilized  by  submerging  it,  except  the  funnel 
part,  for  twenty-four  hours  in  a  three  per  cent  carbolic  acid. 
Should  the  instrument  be  required  for  use  twice  in  the  same 
day,  it  must  be  carefully  cleansed  with  a  soft  brush  and  soap, 
care  being  taken  that  no  fluid  enters  the  funnel. 

2.  With  Kelly's  method  the  interior  of  the  bladder  is  in- 
spected directly,  and  the  character  of  the  objects  seen  as  easily 
recognized  as  they  would  be  on  the  surface  of  the  body.  With 
'Casper's  instrument  the  objects  are  viewed  through  a  prism 
and  through  the  medium  of  a  fluid.  It  takes  some  training  to 
distinguish  the  true  nature  of  the  objects  presented  to  the 
vision,  and  there  is  in  consequence  a  great  latitude  for  errors. 

3.  One  of  the  most  frequent  and  rebellious  conditions  in 
■women  is  chronic  cystitis.  Its  detection  can  be  accomplished 
Tvith  both  instruments,  but  here  the  usefulness  of  Casper's  in- 
strument ends,  while  Kelly's  cystoscope  affords  us  one  of  the 
greatest  aids  in  bladder  therapeutics  by  permitting  direct  ap- 
plications with  the  aid  of  sight  to  the  diseased  areas.  This 
advantage  cannot  be  sufficiently  estimated  by  any  one  who 
has  not  availed  himself  of  it,  and  is  of  itself  sufficient  to  com- 
pletely supersede  the  Nitze-Casper  method.  I  have  a  case 
under  observation  now  which  forcibly  illustrates  the  great 
value  of  making  direct  topical  applications  to  the  diseased 
areas  in  obstinate  cystitis.  The  patient,  a  trained  nurse,  had 
been  for  the  past  three  years  under  the  care  of  some  of  the 
best  known  specialists  in  the  city.  Her  bladder  symptoms 
were  so  severe  and  obstinate  that  a  suprapubic  cystotomy 
was  done.  This  afforded  some  relief  while  the  fistula  was 
kept  open,  but  on  its  closure  the  symptoms  returned  with 
their  former  severity.  Instillations  of  solutions  of  nitrate  of 
silver  were  now  made  into  the  bladder.  The  symptoms  only 
grew  worse.  The  patient  almost  became  desperate.  When 
she  went  out  in  the  daytime  she  had  to  wear  a  rubber  bag 
to  catch  the  urine,  which  was  evacuated  from  the  bladder 
every  few  minutes.  At  night  she  kept  a  pus  basin  at  her  side, 
as  she  would  be  compelled  to  urinate  every  ten  or  fifteen  min- 
utes. The  act  of  micturition  was  attended  with  agonizing 
pain  and  tenesmus.  After  six  weeks'  treatment,  in  which 
topical  applications  of  solutions  of  nitrate  of  silver  varying 
from  five  per  cent  to  twenty  per  cent  were  made  to  the  ulcer- 
ated and  eroded  patches,  of  which  there  were  a  great  many, 

'  "  Handbuch  der  Cystoskopie,"  Leipzig,  1898,  p.  48. 
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the  symptoms  underwent  most  remarkable  improvement.  She 
-could  retain  her  urine  for  three  and  four  hours  during  the 
day,  and  had  to  get  up  to  urinate  only  two  or  three  times  during 
the  night.  At  present  she  often  can  sleep  through  the  whole 
night  without  having  to  get  up  once. 

4.  The  removal  of  small  foreign  bodies  from  the  bladder,  the 
snipping-off  of  small  growths,  and  the  curetting  and  cauteriz- 
ing of  the  vesical  mucosa  are  easily  effected  through  a  me- 
dium-sized Kelly's  cystoscope.  On  the  other  hand,  one  has 
-only  to  see  Nitze's  operation  cystoscope  and  he  will  be  con- 
vinced of  the  technical  diflBculties  inherent  in  its  use.  Casper 
himself  speaks  of  it  in  very  reserved  terms. 

5.  Cystoscopy  has  frequently  for  its  object  the  detection  of 
the  condition  of  either  kidney.  With  Kelly's  method  this  fre- 
quently may  be  attained  by  getting  the  ureteral  orifice  into 
view  and  noting  the  character  of  the  fluid  the  ureter  is  dis- 
<3harging.  Casper  states  that  with  his  cystoscope  he  is  fre- 
quently unable  to  do  so,  and  has  in  consequence  to  resort  to 
catheterization  of  the  ureters.  The  explanation  of  this  differ- 
ence in  the  two  methods  has  already  been  referred  to.  In  the 
one  we  view  the  discharge  with  the  naked  eye,  in  the  other 
through  a  prism  and  the  medium  of  a  fluid. 

7.  Although  admitting  that  the  risk  of  infecting  a  sound 
kidney  by  catheterization  of  the  ureter  has  been  very  much 
overdrawn,  it  must  be  conceded  that  such  a  riskis  present  even 
in  the  most  skilful  hands.  Now,  with  Kelly's  method  this  risk 
is  reduced  to  a  minimum.  With  the  patient  in  the  knee-chest 
posture,  and  having  gotten  the  ureteral  orifice  into  the  lumen 
of  the  cystoscope,  the  catheter  may  be  directly  passed  into  the 
ureter  with  the  aid  of  light  and  without  coming  into  contact 
at  all  with  the  vesical  mucosa.  This  is  certainly  a  great  ad- 
vantage when  we  are  examining  for  a  tuberculous  kidney  and 
when  a  certain  amount  of  localized  secondary  affection  of  the 
bladder  is  almost  invariably  present.  One  may  even  take  the 
precaution  of  swabbing  the  speculum  and  mouth  of  the  ureter 
with  a  wad  of  antiseptic  absorbent  cotton  before  passing  the 
ureteral  catheter.  This  precaution  cannot  be  taken  with  Cas- 
per's cystoscope.  It  is  true  the  bladder  is  filled  with  a  boric 
acid  solution,  but  it  is  not  of  such  a  strength  (three  per  cent) 
as  to  kill  the  tubercle  bacilli.  Consequently  the  catheter  be- 
fore reaching  the  ureter  must  pass  through  a  fluid  in  which 
tubercle  bacilli  may  be  present.  Further  still,  with  Kelly's 
cystoscope,  by  applying  the  end  of  the  instrument  or  one 
shaped  for  the  purpose  over  the  ureteral  orifice,  urine  may  be 
collected  directly  from  either  kidney,  thus  further  obviating 
the  necessity  of  catheterizing  the  ureters. 

Dr.  Skene  and  the  reader  of  the  paper  laid  great  stress  upon 
the  advantage  of  the  Nitze-Casper  cystoscope  over  Kelly's  in 
that  its  calibre  was  small  and  required  no  prior  dilatation  of 
the  urethra.  Now,  as  a  matter  of  fact,  no  dilatation  of  the 
urethra  is  necessary,  as  a  rule,  with  Kelly's  method.  For  sim- 
ple cystoscopy  a  No.  8  (8  millimetres)  is  sufficient.     This  is  no 
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larger  than  the  Xitze-Casper  int^trunient.  I  have  even  been 
able  to  catheterize  the  ureters  through  a  No.  8  cystoscope.  I 
have  never  had  occasion  to  use  a  hirger  cystoscope  than  a  No. 
10.  excepting  a  few  times  when  1  was  a  novice  at  the  work 
and  once  since  when  I  had  occasion  to  remove  a  hairpin  from 
tlie  bladder.  In  the  majority  of  women  this  size  can  be  passed 
without  prior  dihitation  of  the  urethra.  This  certainly  I  am 
safe  in  saying,  that  after  having  used  the  cystoscope  several 
huntlred  times  I  have  never  observed  a  single  instance  where 
the  control  of  the  vesical  sphincter  was  in  the  slightest  degree 
impaired  bj'  its  use. 

A  great  deal  of  stress  has  also  been  laid  upon  the  trauma- 
tism likely  to  be  produced  by  the  sharp  end  of  Kelly's  cysto- 
scope. Of  course  a  bungling  use  of  the  instrument  might 
injure  the  vesical  mucosa.  But  an  unskilful  use  of  the  Nitze- 
Casper  cystoscope  is  attended  with  even  greater  danger.  Cas- 
per states  that  a  novice  frequently  pushes  the  beak  of  the  in- 
strument against  the  vesical  wall  and  makes  a  pocket  for  it, 
with  the  result  that  the  mucosa  is  burned  by  the  lamp  and  the 
examiner  wonders  why  he  can't  see  anything.  Traumatism  of 
the  bladder  wall  can  and  ought  to  be  avoided  with  either  in- 
strument. 

Dr.  Brothers. — I  feel  grateful  to  the  Society  for  the  cordial 
reception  I  have  received.  I  feel  particularly  thankful  to  Dr. 
Skene  for  his  statements.  In  regard  to  the  word  of  caution  as 
to  the  manipulation  of  the  bladder,  my  feeling  is  expressed  in 
my  paper.  I  have  used  the  piston  syringe  in  fifty  or  one  hun- 
dred cases  and  have  done  no  damage.  There  has  been  no 
particular  skill  on  my  part.  An  ordinary  soft  catheter  is 
passed  first.  The  syringe  cannot  hold  more  than  six  ounces;  it 
is  filled  slowly.  At  the  first  expression  of  sensitiveness  on  the- 
part  of  the  patient  the  introduction  ceases.  As  this  is  done 
with  the  flow  from  the  fountain  syringe,  I  cannot  see  any 
harm  in  it.  I  feel  that  jou  can  accomplish  a  less  amount  of 
dilatation  than  with  a  continuously  flowing  syringe.  In  the 
piston  syringe  we  have  the  amount  of  liquid  measured;  with 
the  fountain  syringe  we  do  not — that  is  my  reason  for  using  it. 
I  formerly  used  the  fountain  syringe. 

Dr.  Vineberg  took  ray  paper  very  much  to  heart,  as  was 
shown  by  his  coming  prepared  with  a  typewritten  argument. 
I  did  not  say  the  Nitze  method  was  the  only  one  to  be  used;  in 
fact,  I  gave  Kelly  all  the  credit  due  him.  On  the  other  side  he: 
is  not  given  that  much  credit — Koplik  is  getting  it  all. 
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Meeting  of  Friday,  December  15,   1899. 
The  President,   S.  S.  Adams,  M.D.,  in  the  Chair. 

Dr.  W.  M.  Sprigg  read  a  paper  entitled 

EXTERNAL     PALPATION     VERSUS    VAGINAL     EXAMINATION    IN 
NORMAL   LABOR.' 

Dr.  H.  D.  Fry  said  he  was  not  prepared  to  adopt  external 
palpation  to  the  extent  suggested  by  the  essayist.  The  paper 
is  timely,  because  this  valuable  method  of  diagnosis  is  not  to  be 
neglected,  but  its  value  is  only  gained  by  constant  practice. 
He  agreed  with  the  essayist  that  it  is  wise  to  make  an  exami- 
nation two  or  three  weeks  before  delivery,  though  it  is  not 
always  necessary  to  make  a  vaginal  examination,  viz.,  in 
those  cases  where  the  pelvis  is  normal  in  measurement  and 
the  head  well  down  the  pelvis  or  will  go  down  on  pressure. 
Dr.  Fry  did  not  like  the  title  of  the  paper;  it  expresses  antago- 
nism in  the  two  methods  of  examination,  when  one  is  an  aid  to 
the  other.  He  did  not  consider  vaginal  examination  meddle- 
some midwifery,  if  we  use  antiseptic  precautions.  The  vagi- 
nal secretion  is  germicidal  in  health,  but  it  may  become  dis- 
eased or  alkaline,  when  it  has  no  germicidal  properties.  In 
speaking  of  making  preliminary  examinations  the  essayist 
mentions  touching  the  promontory  of  the  sacrum  with  the  in- 
dex finger.  If  the  pelvis  is  normal  the  finger  is  not  long  enough 
to  reach  this  point.  It  is  valuable  to  ascertain  which  side  of 
the  abdomen  is  the  back  of  the  child:  this  can  be  done  by 
pressing  deeply  over  the  linea  albea,  when  fluctuation  is  dis- 
tinct on  one  side  and  the  back  of  the  child  on  the  other.  Ab- 
dominal palpation  is  easy  in  some  cases,  but  not  so  in  others, 
notably  in  those  with  fat  abdominal  walls.  The  point  of  max- 
imum sound  of  the  fetal  heart  sometimes  causes  a  mistake  in 
the  diagnosis  of  the  position,  owing  to  the  excessive  amount  of 
liquor  amnii.  He  does  not  believe  in  using  abdominal  palpa- 
tion exclusively,  especially  since  we  can  make  our  hands  clean 
or  use  gloves  or  the  rubber  apron  over  the  vulva.  There  may 
be  no  relation  between  the  advance  of  the  head  and  the  dila- 
tation of  the  cervix.  It  is  important  to  ascertain  the  progress 
of  the  dilatation  and  the  descent  of  the  head  with  the  finger. 
In  long  labors  where  the  cervix  is  slow  in  dilating,  the  speaker 
thinks  he  aids  it  very  materially  with  tha  fingers,  besides  not- 

'  See  original  article,  p.  473. 
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ing  tho  degree  of  rotation.  Sometimes  there  is  a  projection 
from  the  sacrum  into  the  pelvis  which  wonkl  not  he  discovered 
by  external  measurement.  During  the  course  of  an  occiput- 
anterior  labor  it  may  he  necessary  to  make  two  or  three  va- 
ginal examinations.  Dr.  Fr}'  believes  in  interfering  with 
labor  when  we  can  assist  the  patient  in  so  many  ways. 

Dr.  I.  S.  Stone  said  the  essayist  has  done  the  good  thing  in 
that  he  has  shown  us  that  it  is  possible  to  do  without  vaginal 
examinations.  Many  of  us  will  confess  that  a  few  years  ago 
we  thought  it  impossible  to  do  without  the  vaginal  touch. 
Speaking  of  asepsis,  he  related  a  case  in  which  there  had  been 
a  miscarriage  and  the  physician  had  ordered  a  douche  of  bi- 
chloride and  an  enema;  there  was  only  one  syringe  in  the 
bouse,  and  it  is  probable  that  it  would  have  been  used  for  both 
purposes  without  being  sterilized. 

Dr.  John  T.  Winter  said  he  was  glad  to  hear  Dr.  Fry  de- 
fend the  necessity  for  vaginal  examination.  He  had  been 
•called  to  see  a  case  in  labor  for  twelve  or  fourteen  hours,  the 
bag  of  waters  broken  and  no  dilatation  of  the  cervix,  and  had 
been  compelled  to  dilate  with  his  fingers.  He  also  often 
pushed  up  the  head  to  allow  the  liquor  amnii  to  escape  into  the 
lower  segment  of  the  sac.  He  confessed  to  not  being  skilled 
in  abdominal  palpation. 

Dr.  W.  S.  Bowen  said  he  thought  a  great  deal  of  this  meth- 
od as  described  by  the  essayist.  The  more  you  use  it  the  more 
you  like  it.  He  was  taught  it  at  the  University  of  Maryland 
Hospital  and  had  kept  it  up.  It  is  easy  except  in  patients  with 
fat  abdomens.  On  pushing  the  fingers  well  down  behind  the 
pelvic  brim,  if  the  pelvis  is  full  you  know  the  presentation  is 
vertex;  if  it  is  empty,  during  the  last  months  in  a  primipara,  a 
breech  is  suspected,  and  the  diagnosis  can  be  made  as  easily 
as  if  the  whole  abdominal  wall  were  removed  and  we  could 
look  in.  The  examination  should  be  made  at  the  beginning  of 
the  ninth  month.  If  a  breech  is  discovered  we  are  justified  in 
doing  a  version.  He  cited  a  case  of  a  patient  who  had  been 
delivered  twice,  both  breech,  and  both  children  were  lost.  The 
third  time  he  was  called  and  found  a  breech  and  converted  it 
into  a  vertex,  and  the  child  was  saved.  If  at  the  ninth  month, 
in  a  primipara,  the  pelvis  is  empty,  we  may  suspect  trouble; 
it  may  mean,  in  a  normal  pelvis, a  large  head  or  placenta  previa. 
Dr.  Bowen  cited  a  case  in  which  the  pelvis  continued  empty 
and  he  felt  a  boggy  mass  on  the  right  side  which  he  thought 
to  be  the  placenta.  He  made  a  vaginal  examination  and 
found  the  os  tightly  closed.  He  was  called  suddenly  and 
found  ker  in  convulsions  and  the  placenta  previa. 

Dr.  S.  S.  Adams  said  he  thought  we  were  unable  to  judge 
of  the  progress  of  labor  by  abdominal  palpation  alone,  at  least 
sufiSciently  to  go  away  and  leave  the  patient.  He  also  thought 
that  while  the  patient  might  be  satisfied  with  abdominal  pal- 
pation before  labor,  she  would  be  hard  to  convince  that  she 
was  being  rightly  treated  if  a  vaginal  examination  was  not 
made  during  labor. 
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Dr.  E.  E.  Morse  said  he  had  practised  this  method  of  ex- 
amination and  found  it  very  valuable,  but  he  did  not  rely  on 
it  alone;  though  he  believed  that  the  fewer  vaginal  examina- 
tions made  the  better. 

Dr.  W.  M.  Sprigg  said  the  object  of  his  paper  was  to  call 
forth  a  discussion  on  the  advantages  of  abdominal  palpation. 
The  subject  is  not  given  the  consideration  it  deserves  by  teach- 
•ers.  It  can  only  be  learned  by  continued  practice.  He  agreed 
with  Dr.  Fry  that  the  time  often  comes  when  vaginal  exami- 
nation is  necessary,  as  he  stated  in  his  paper.  In  normal  labor 
vaginal  examination  is  not  always  necessary.  The  practice 
of  vaginal  examination  half  hourly,  as  suggested  in  some  text 
books,  is  unnecessary.  He  thought  it  possible  to  tell  the 
amount  of  flexion  and  also  to  aid  flexion  through  the  abdom- 
inal wall. 
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Meeting  of  January  3,    1900. 
The  President,  Mr.  Alban  Doran,  in  the  Chair. 

Dr.  Herbert  Spencer  read  a  paper  on  four  cases  of 

rupture  of  the  uterus  successfully  treated  by 
packing  the  tear  per  vaginam  with  iodoform  gauze. 

They  were  the  only  cases  in  which  he  had  adopted  this 
method  of  treatment,  and  the  only  cases  which  he  had  known 
recover.  All  the  others  (about  eight  in  number)  have  died  in 
a  few  hours  from  shock  and  hemorrhage  or  in  a  few  days  from 
sepsis.  Twice  he  had  performed  abdominal  hysterectomy  with 
a  fatal  result.  After  quoting  some  remarks  he  made  in  the 
Obstetrical  Transactions  for  1897  upon  the  great  danger  of 
the  operation  of  abdominal  hysterectomy  in  patients  shocked 
by  rupture  of  the  uterus,  the  author  expressed  the  belief  that 
the  mortality  of  rupture  of  the  uterus  might  be  lessened  by  the 
use  of  gauze  packing.  Having  alluded  to  the  advocacy  of 
gauze  packing  by  others,  he  expressed  his  own  views,  for  the 
purpose  of  discussion,  as  follows: 

In  the  treatment  of  rupture  of  the  uterus — 

1.  Abdominal  section  is  rarely  required,  and  almost  solely 
in  cases  where  the  fetus  has  passed  completely  or  in  great  part 
into  the  peritoneal  cavity.  It  should  be  performed  rapidly  under 
local  infiltration  anesthesia,  and  should  be  followed  by  flush- 
ing of  the  peritoneal  cavity  with  normal  salt  solution  and  by 
suture  of  the  tear,  if  possible,  or,  if  this  be  not  possible,  by 
packing  the  tear  with  iodoform  gauze  and  draining  by  the 
vagina  or  abdomen. 
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'2.  Abdonn'iianii/sterectouiy  is  hanlly  ever  necessary;  when 
the  broad  ligaments  are  so  much  damaged  as  to  endanger  the 
vitality  of  the  uterus,  vaginal  hysterectomy  should  be  per- 
formed. 

3.  All  incomplete  tears  implicating  the  broad  ligament  and 
most  complete  tears  should  be  treated  hy  packing  the  rupture 
per  vagiuam  witli  iodoform  gauze,  after  removing  clots  and 
tluid  blood. 

Dk.  Peter  Horrocks  thought  that  a  very  strong  distinction 
should  be  made  between  cases  of  laceration  of  the  cervix  and 
rupture  of  the  body  of  the  uterus.  In  two  of  Dr.  Spencer's  cases 
the  laceration  had  not  penetrated  the  peritoneal  cavity.  Such 
cases  often  did  well  without  any  gauze  packing,  and  indeed 
without  any  treatment  at  all,  and  tlie  chief  point  was  to  stop 
hemorrhage  and  see  that  everything  was  done  aseptically. 
He  had  had  several  cases  in  which  the  peritoneal  cavity  had 
been  opened  by  the  rupture,  and  the  results  had  been  highly 
satisfactory  in  recent  years.  He  attributed  this  not  alone  to 
the  packing  bj'"  gauze,  but  to  the  fact  that  the  labors  had  been 
conducted  asepticall3\  He  gave  details  of  a  case  in  which  the 
rent  was  sewed  up,  but  the  patient  died  in  forty-eight  hours. 
In  another  case  he  had  put  in  two  stitches,  so  as  to  draw  the 
gaping  wound  together  somewhat,  and  then  he  packed  with 
salalembroth  gauze,  which  was  removed  every  twelve  hours 
under  chloroform  for  the  first  few  days  and  once  a  day  after- 
ward. The  patient  made  an  excellent  recovery,  but  one  of  the 
stitches  gave  trouble  and  had  to  be  removed  nine  months 
later.  She  had  since  had  a  living  child,  the  labor  having  been 
brought  about  at  the  eighth  month.  He  gave  details  of  three 
other  successful  cases  in  which  salalembroth  gauze  was  used 
and  tincture  of  iodine  solution  as  a  douche.  He  thought  Dr. 
Spencer  had  left  the  gauze  in  too  long.  He  thought  the  best 
treatment,  in  cases  which  could  not  be  treated  in  the  way 
above  mentioned,  was  to  open  the  abdomen  and  sew  up  the 
tear  with  sterilized  silk.  He  gave  details  of  a  case  in  which 
this  had  been  successfully  done  and  the  patient  recovered, 
although  the  abdominal  wound  burst  open  and  the  bowels 
protruded  on  the  tenth  day.  He  saw  no  reason  to  change 
salalembroth  gauze  for  iodoform  gauze. 

Dr.  Herman  said  that  the  suture  of  a  ruptured  uterus  was 
useless  unless  the  edges  of  the  wound  were  brought  accurately 
together  throughout  its  whole  length;  one  or  two  sutures  far 
apart  were  worse  than  useless.  In  cases  in  which  complete 
suture  of  the  wound  could  not  be  done  he  thought  packing 
with  iodoform  gauze  was  the  best  practice.  If  the  rent  was  so 
situated  that  packing  with  gauze  was  impracticable,  bethought 
vaginal  hysterectomy  would  give  the  patient  the  best  chance. 

Dr.  Lewers  said  he  had  had  a  case  of  rupture  of  the  uterus 
at  the  London  Hospital  about  eighteen  months  ago  in  which 
iodoform  gauze  packing  was  adopted  and  the  patient,  though 
very  ill  for  a  week,  recovered.  Dr.  Lewers  believed  that 
iodoform  gauze  varied  a  good  deal  in  strength,  and,  except . 


OBSTETRICAL  SOCIETY   OF  LONDON.  525 

when  the  less  highly  iodoformed  gauze  was  employed,  there 
was  a  good  deal  of  danger  of  iodoform  poisoning;  he  had  of 
late  used  carbolic  gauze  in  the  peritoneum  with  satisfactory 
results. 

Dr.  Drummond  Robinson  was  much  interested  in  the 
subject.  He  had  had  three  cases  of  ruptured  uterus  under  his 
care.  In  one  case  the  patient  died  within  a  couple  of  hours  of 
a  complete  rupture.  The  other  two  cases  recovered.  The  first 
•of  these  was  an  incomplete  rupture  into  the  left  broad  liga- 
meat;  there  was  very  little  hemorrhage  at  the  time  or  after- 
ward. No  drainage  was  employed,  and  the  patient  recovered. 
The  second  successful  case  was  that  of  a  multipara  of  about 
40  years  of  age,  delivered  by  forceps.  The  tear  (a  complete  one 
through  the  cervix  and  lower  segment  anteriorly)  was  packed 
with  cyanide  gauze.  The  patient  was  very  ill  for  a  fortnight, 
but  subsequently  made  a  good  recovery  and  had  given  birth  to 
another  child  quite  normally.  A  few  days  after  the  rupture  a 
sinus  developed  at  the  umbilicus;  this  healed  up  in  a  few  days. 

The  President  said  absorption  of  iodoform  caused  rapid 
pulse,  which  is  very  confusing,  as  it  may  be  taken  as  a  symp- 
iiom  of  sepsis.  Many  foreign  authorities  objected  now  to  iodo- 
form orany  other  chemical  antiseptic  agent  in  packing  wounds. 
Did  Dr.  Spencer  hold  that  iodoform  gauze  was  an  active  anti- 
septic germicidal  agent? 

Dr.  Herbert  Spencer,  in  reply,  said  that  two  of  his  cases 
were  complete  ruptures  and  two  incomplete.  The  distinction 
between  laceration  of  the  cervix  and  rupture  of  the  body  of  the 
uterus  could  not  be  sharply  drawn;  most  cases  of  the  latter 
did  actually  involve  the  cervix.  Slight  cases  of  laceration  of 
the  cervix  up  to  or  even  beyond  the  vaginal  insertion  were  of 
small  importance;  but  where,  as  in  his  two  cases,  the  cervix 
and  lower  segment  were  lacerated  so  extensively  as  to  admit 
the  half-hand  into  the  broad  ligament,  and  there  was  much 
he  norrhage  and  shock,  the  danger  was  great.  The  extent  of 
the  laceration  in  the  uterus  was  of  less  importance  than  the 
■extent  of  the  laceration  of  the  vessels  and  tissue  of  the  broad 
ligament.  He  had  known  death  to  occur  where  a  cervical 
laceration  was  so  short  as  not  to  involve  either  os.  It  was  his 
■experience  and  belief  that  these  severe  incomplete  lacerations 
actually  killed  more  women  than  the  complete  ones.  He 
wished  again  to  emphasize  the  great  danger  of  abdominal  sec- 
tion in  rupture  of  the  uterus,  and  agreed  with  the  remarks  of 
Dr.  Herman  as  to  the  uselessness  of  partial  suture.  He  con- 
sidered it  undesirable  to  inject  an  irritant  like  iodine  solution 
into  the  peritoneal  cavity,  and  dangerous  to  give  chloroform 
and  change  the  gauze  every  twelve  hours.  Iodoform  gauze 
might  be  left  in  for  six  days  or  longer.  The  cases  related  by 
other  speakers  strengthened  his  belief  in  the  value  of  gauze 
packing.  Though  iodoform  gauze  was  not  free  from  risk,  he 
believed,  in  anemic  cases  like  those  under  discussion,  it  was 
less  dangerous  than  cyanide  or  carbolic  gauze,  or  even  steril- 
ized gauze,  which  would  not  long  remain  aseptic  in  the  vagina. 
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The  following:  specimens  Avere  shown:  Dr.  Eden:  (1)  Ade- 
noma of  the  uterus;  {'i)  Cast  of  uterus.  The  President 
(for  Dr.  Pawlik.  of  Praii:ue):  (1)  Photograph  of  primary  can- 
cer of  the  Fallopian  tube;  {'2)  Macerated  fetus  successfully  re- 
moved from  abdominal  cavity  two  mouths  after  spurious  labor. 
Mr.  Malcolm:  Bilateral  pyosalpinx,  communicating. 


Annual  Meeting,  February  7,  1900. 
The  President,  Mr.  Alban  Doran,  in  the  Chair. 

The  reports  of  the  Treasurer,  the  Honorary  Librarian,  and' 
the  Chairman  of  the  Board  for  the  Examination  of  Midwives 
were  received,  adopted,  and  ordered  to  be  printed  in  the  next 
volume  of  the  Transactions. 

Sir  William  Overend  Priestley  and  Dr.  James  R.  Chadwick 
were  elected  Honorary  Fellows  of  the  Society. 

Votes  of  thanks  were  passed  to  the  retiring  Vice-President,, 
Members  of  Council,  Honorary  Secretary,  and  Honorary  Li- 
brarian. 

The  President  then  delivered  the 

annual  address, 

including  the  usual  review  of  the  work  of  the  past  year.  Dur- 
ing 1899  the  Society  lost  ten  ordinary  Fellows,  but  none  on  the 
honorary  list.  Obituary  notices  of  the  ten  deceased  Fellows 
were  then  read;  the  list  included  one  original  Fellow,  Dr.  J. 
A.  Duncan,  of  Covent  Garden;  Mr.  Lawson  Tait,  on  whose 
work  the  President  dwelt  at  some  length;  Mr.  G.  F.  Farr,  of 
Kensington,  and  Dr.  J.  M.  Bright,  of  Forest  Hill,  who  both 
died  on  January  11;  Mr.  W.  R.  Dambrill-Davies,  once  assist- 
ant to  Dr.  Clay,  of  Manchester;  Mr.  Clement  Pound,  of  Odi- 
ham,  Hants;  Dr.  A.  T.  Gibbings,  of  Dalston;  Dr.  T.  Cargill 
Nesham,  Lecturer  on  Midwifery  at  the  University  of  Durham 
College  of  Medicine,  Newcastle;  Dr.  Samuel  Johnson,  of 
Stoke-on-Trent;  and  Dr.  James  Ford,  of  Eltham. 

The  officers  and  others  members  of  Council  were  appointed 
for  the  year  1900  as  follows:  President — Alban  Doran, 
F.R.C.S.  Vice-Presidents— Sohn  W.  Byers,  M.A.,  M.D. 
(Belfast),  William  Radford  Dakin,  M.D..  John  Phillips,  M.  A., 
M.D.,  Jamieson  Boyd  Hurry.  M.A.,  M.D.  (Reading).  Treas- 
urer— James  Watt  Black,  M.D.  Chairman  of  the  Board  for 
the  Examination  of  Midwives — Percy  Boulton,  M.D.  Hon- 
orary Secretaries — Herbert  R.  Spencer,  M.D.,  Amand  Routh, 
M.D.  Honorary  Librarian — Montagu  Hand  field- Jones, 
M.D.  Other  Members  of  CoMnc^7— Augustus  W.  Addin- 
sell,  M.B.,  CM.,  A.  H.  Freeland  Barbour,  M.D.  (Edinburgh), 
George  Francis  Blacker,  M.D..  Robert  Boxall,  M.D.,  Francis 
Henry  Champneys,  M.A. ,  M.D.,  Thomas  Vincent  Dickinson, 
M.D.,  Angus  Eraser,  M.D.  (Aberdeen),  Arthur  Edward  Giles, 
M.D.,  George  Ernest  Herman,  M.B.,  Thomas  Robert  Lombe,. 
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M.D.  (Torquay),  John  Dysart  McCaw,  M.D..  Ewen  John 
Maclean.  M.D.,  Hug-h  James  Moon  Playfair,  M.D.,  Wilh'am 
Loudon  Reid,  M.D.  (Glaporow),  George  H.  Drummond  Robin- 
son. M.D.,  William  Japp  Sinclair,  M.D.,  Arthur  Francis  Stabb, 
MB.,  B.C.,  John  William  Taylor,  F.R.C.S.  (Birmingham). 

The  following  specimens  were  exhibited:  Dr.  Amand 
RouTH:  Conjoined  twins.  Dr.  W.  S.  A.  Griffith:  Cancer 
of  ovary.  Mr,  Cuthbert  Lockyer:  Intraligamentary  oopho- 
rftic  cystoma. 


Meeting  of  March  7,  1900. 
Tlie  President y  Mr.  Albax  Doran,  in  the  Chair. 

Mr.  Arthur  Keith,  introduced  by  Dr.  Lowers,  gave  a 
lantern  demonstration  on  the  anatomy  of  two  specimens  of 
dropsical  parasitic  fetuses.  One,  given  to  him  for  examination 
by  Dr.  Lewers,  was  at  full  term,  the  other  was  in  the  fifth 
month.  In  both  the  circulation  was  carried  on  by  the  host- 
fetus,  each  fetus  being  one  of  twins.  Each  fetus  was  there- 
fore of  the  nature  of  a  bud,  the  parasite  being  supplied  with 
impure  blood  from  the  host.  In  both  specimens  the  hinder 
extremities  and  the  caudal  end  of  the  body  were  better  devel- 
oped than  the  anterior  extremities  and  cephalic  ends. 

The  principal  interest  in  these  specimens  was  in  the  fact  that 
they  reproduced  the  lesions  which  many  observers  had  experi- 
mentally produced  in  chick  embryos  hatched  under  abnormal 
conditions  of  temperature  and  position.  Such  chicks  showed 
(1)  dropsical  conditions  of  the  tissues  and  closed  cavities,  espe- 
cially a  dropsy  of  the  central  nervous  canal,  (2)  malformations 
of  the  blood  islands  and  primary  blood  vessels,  and  (3)  abnormal 
segmentation  of  the  trunk.  Such  lesions  appear  in  the  two 
specimens,  and  probably  as  early  as  the  fifteenth  day.  In  the 
younger  of  the  two,  segmentation  forward  had  been  arrested  at 
the  seventh  cervical  segment,  the  central  nervous  system  in 
front  of  that  point  being  absent.  The  fore-gut  was  also  absent, 
but  the  glands  and  structures  derived  from  that  part  of  the 
gut,  the  heart,  nodules  of  bones  representing  the  mandible, 
hyoid,  and  base  of  the  skull,  and  three  processes  representing 
the  fronto-nasal  and  lateral  maxillary  processes,  were  present. 
In  the  larger  specimen  anterior  segmentation  was  arrested  in 
the  frontal  region,  the  fronto-nasal  and  maxillary  processes 
being  present,  with  the  cerebral  vesicle  and  central  nervous 
tube,  which  was  so  dilated  that  it  had  burst  the  skull  apart  and 
carried  with  it  the  separated  bones  on  the  one  side  and  the 
shoulder  girdle  on  the  other.  The  fore-gut  was  present,  with 
the  lung  buds  and  a  small,  functionless,  three-chambered  heart. 
In  the  smaller  fetus  segmentation  had  proceeded  backward  to 
the  third  coccygeal  segment,  leading  to  a  normal  development 
of  the  hind-gut  and  its  derivatives.  In  the  larger  specimen 
segmentation  was  arrested  at  the  first  lumbar  vertebra,  with  the- 
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result  that  the  himl-limb  buds  were  left  in  close  contact,  a 
syninielian  extremity  resulting.  ]\Iany  ribs  and  vertebrre  were 
imperfectly  separated.  The  hind^ut  ended  blindly  and  there 
were  no  external  genitals.  The  blood  in  the  umbihcal  veins 
showed  more  leucocytes  than  red  blood  discs.  The  subcuta- 
neous tissue  was  mucoid,  there  were  no  structural  differences 
between  arteries  and  veins,  and  nucleated  corpuscles,  some 
containing  hemoglobin,  were  found  in  the  bone  marrow. 

In  both  specimens  the  thyroid,  spleen,  thymus,  and  liver 
were  absent.  In  the  larger  fetus  ovaries  and  rudimentary  kid- 
ney's were  present,  and  in  the  smaller  fetus  the  genito- urinary 
arrangements  of  a  fifth-month  fetus  were  noticeable. 

These  dropsical  parasitic  fetuses  were  probably  the  result  of 
an  imperfect  division  of  the  ovum  to  form  twins.  It  is  known 
experimentally  that  absorption  of  part  of  a  segmenting  ovum 
leads  to  such  errors  in  development.  A  parasitic  fetus  is  prob- 
ably the  result  of  the  unequal  division  of  a  twin-forming 
ovum. 

The  President  said  he  had  published  a  communication  on 
**  Acardiac  Monsters  in  the  Museums  of  London  Medical 
Schools."  which  was  to  be  found  in  the  Society's  Transactions 
for  1889.  He  congratulated  Mr.  Keith  on  his  lucid  demonstra- 
tion of  a  very  complicated  teratological  subject.  Dr.  Boxall's 
and  Mr.  Keith's  two  specimens  bade  us  reflect  on  the  precise 
significance  of  fetal  edema  and  anasarca. 

Dr.  John  Phillips  read  a  paper  on  a  case  of 

extrauterine  gestation 

in  which  fetal  death  occurred  at  term  after  spurious  labor,  and 
where  abdominal  gestation  was  performed  four  to  five  months 
later. 

The  patient,  age  31,  with  three  children,  the  youngest  nine 
years  ago,  menstruated  last  normally  in  November,  ISOn  (the 
exact  date  being  uncertain).  About  a  month  later  she  was 
seized  with  severe  abdominal  pain  and  was  ill  for  fourteen  days. 
Subsequently  all  the  symptoms  of  a  normal  pregnancy  devel- 
oped; she  had,  however,  frequent  and  prolonged  attacks  of 
pelvic  and  abdominal  pain.  At  term  a  spurious  labor  occurred, 
and  subsequently  the  signs  of  pregnancy  became  less  marked 
and  the  abdomen  less  distended.  From  four  to  five  months 
afterward  she  was  seized  with  much  pain  and  fever  after  a 
rigor.  The  abdomen  was  opened  and  a  full-term  dead  fetus 
removed  from  an  extrauterine  sac.  The  placenta,  which  was 
putrid,  was  removed  without  hemorrhage.  The  patient  made 
a  good  recovery  and  is  now  in  good  health. 

Dr.  Cullingworth  commented  upon  the  normal  condition 

of  the  Fallopian  tubes  in  this  case.  As  tending  to  corroborate 
Mr.  Bland  Sutton's  observations  on  the  analogy  between  the 
behavior  of  the  uterus  and  the  Fallopian  tubes  when  expelling 
s.  contained  ovum,  he  had  on  a  previous  occasion  exhibited  to 
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the  Society  a  Fallopian  tube  which  had  entirely  resumed  its 
normal  appearance  ten  hours  after  the  occurrence  of  rupture 
and  expulsion  of  an  early  ovum.  Rethought  that  the  author's 
theory  was  correct— viz.,  that  there  had  been  a  complete  tubal 
abortion  and  that  the  ovum  had  preserved  its  vitality  and  had 
continued  to  develop  in  the  abdominal  cavity.  He  thought 
the  fetal  sac  would  then  be  the  fetal  membranes,  but  wished 
to  know  if  it  had  been  examined.  He  asked  for  further  details 
as  to  the  site  of  implantation  of  the  placenta,  and  especially  as 
to  whether  the  placenta  had  retained  its  connection,  wholly  or 
in  part,  with  its  original  site,  which  was  the  general  rule. 

The  President  observed  that  his  own  case  of  removal  of  a 
putrid  fetus  would  shortly  be  reported.  It  was  not  "  abdom- 
inal," but  of  the  "posterior  ligamentary  "  type,  infection  oc- 
curring through  the  walls  of  the  rectum.  The  patient  did  well 
for  six  weeks,  and  then  sank  slowly  from  marasmus  rather  than 
complete  obstruction,  dying  in  the  ninth  week.  He  asked  Dr. 
Phillips  whence  the  putrid  infection  was  derived  in  his  case. 

Dr.  John  Phillips,  in  reply,  said  that  a  piece  of  the  sac 
wall  had  been  excised  and  microscopically  examined,  and  con- 
sisted of  fibrous  tissue.  The  colon  was  incorporated  in  the 
sac  walls,  and  hence  the  putrefactive  changes  which  took 
place. 

Mr.  G.  W.  B.  Lawrence,  introduced  by  Dr.  Blacker,  gave 
a  short  demonstration  on 

SPONDYLOLISTHESIS. 

The  following  specimens  were  shown:  Dr.  Blacker:  Spe- 
cimens illustrating  Mr.  Lawrence's  demonstration  on  spondy- 
lolisthesis. Dr.  Macnaughton- Jones:  Two  cases  of  congen- 
ital   malformation    of    the    genital    organs.      Dr.     Lewers: 

(1)  Rupture  of  the  uterus,  with  a  dermoid  cyst  of  the  ovary; 

(2)  Fibroid  undergoing  mucoid  changes;  abdominal  hysterec- 
tomy. Dr.  Cullingworth  and  Dr.  Fairbairn:  An  acutely 
inflamed  ovarian  cyst  communicating  with  a  chronically 
inflamed  Fallopian  tube.  Dr.  Boxa.ll:  Fetus  with  anasarca 
and  large  placenta. 
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OBSTETRICS. 

Influence  of  Rest  upon  Duration  of  Pregnancy. — The  in- 
fluence of  repose  upon  the  duration  is  shown  by  a  statistical 
study  by  Sarrante-Lourie  "  of  1,550  cases  at  the  Lariboisiere 
Hospital  and  of  1,550  from  the  Michelet  Asylum,  in  the  latter 
of  which  complete  rest  is  employed.  The  duration  for  primi- 
parsB  at  the  latter  was  272  days,  at  the  Lariboisiere  246  days; 
for  pluriparse,  269  days  at  Michelet,  217  at  Lariboisiere;  for 
multiparae,  270  days  at  Michelet,  248  at  Lariboisiere.  The 
34 
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ail  vantages  of  rest  in  prolonging  pregnancy  to  nearly  tenn  are 
shown  b}'  a  lengthening  of  the  period  of  gestation  by  about 
three  weeks. 

Ovarian  Cyst  during  Pregnancy. — Boute  "  describes  a  case 
of  large  ovarian  C3'stin  which  labor  was  successfully  completed 
by  the  aid  of  forceps.  Four  weeks  later  the  tumor,  containing 
about  thirty  litres  of  fluid,  was  removed. 

Fibrous  Tumor  Complicating  Pregnancy. — Wm.  Dun- 
can '"  tells  of  a  Ciise  of  pregnancy  complicated  by  a  fibrous 
tumor  of  the  supravaginal  and  intravaginal  cervix.  This 
tumor  was  intimately  adherent  to  the  vagina.  It  was  decided 
not  to  wait  until  the  child  was  viable,  on  three  grounds:  (1)  at 
the  end  of  pregnancy  a  woman  is  in  a  most  unfavorable  state 
of  health  for  recovery  after  what  would  necessarily  be  a  pro- 
longed operation;  (2)  she  would  have  kept  on  losing  blood  for 
several  months  longer;  and  (3)  the  possibility  of  the  growth 
being  sarcomatous.  The  patient  complained  chiefly  of  loss  of 
blood.  Abdominal  hysterectomy  was  performed  and  the  tumor 
removed  with  diflfioulty  from  the  vaginal  wall. 

The  Vomiting  of  Pregnancy. — D.  J.  Evans  *'  believes  that 
the  essential  exciting  cause  of  the  paroxysms  of  nausea  and 
vomiting  of  pregnancy  is  frequently  the  physiological  contrac- 
tion of  the  muscular  fibres  of  the  uterus. 

A  case  of  uncontrollable  vomiting  of  pregnancy,  beginning 
at  the  ninth  week  before  labor,  is  recorded  by  C.  Coffart." 
Spontaneous  abortion  was  followed  by  gastric  pains.  For 
several  days  some  vomiting  and  nausea  persisted.  In  three 
weeks  the  patient  was  able  to  be  out  of  bed. 

Pyelonephritis  and  Pregnancy. — Lepage"  reports  two 
cases  who  during  pregnancy  suffered  from  pain  and  swelling 
in  the  region  of  the  right  kidney,  while  the  urine  contained 
pus.  In  both  cases  the  passage  of  urine  through  the  ureters 
seemed  to  be  interfered  with  by  pressure  by  the  head.  Milk 
diet  alone  was  employed.  In  one  patient  premature  labor  was 
induced,  in  the  other  it  occurred  spontaneously.  In  both  the 
temperature  fell  and  the  pulse  became  normal.  Lepage  writes 
that  whenever  a  pregnant  woman  complains  of  lumbar  pain, 
with  fever  and  rapid  pulse,  the  urine  should  be  examined  for 
pus.  Rest  in  bed,  milk  diet,  and  a  mustard  paste  over  the 
painful  lumbar  region  constitute  the  treatment  of  pyelonephri- 
tis, reserving  bladder  irrigation  until  positive  signs  of  cj'Stitis 
appear.  Interruption  of  pregnancy  may  be  necessitated  by 
persistence  of  fever  and  bad  general  condition. 

The  Blood  Pressure  during  Menstruation  and  Preg- 
nancy.— Wiessner"  reports  the  results  of  an  exhaustive  inves- 
tigation with  the  sphygmomanometer  of  Riva-Rocci  to  deter- 
mine the  arterial  pressure  during  menstruation  and  pregnancy. 
With  the  onset  of  menstruation  the  blood  pressure  declines 
about  twenty  millimetres,  attaining  the  lowest  level  when  the 
flow  is  most  copious.  The  normal  pressure  is  regained  about 
three  to  four  days  after  the  cessation  of  the  menses.  In  the 
latter  months  of  gestation  the  blood  pressure  gradually  height- 
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ens,  becomes  intensified  with  the  onset  of  labor  pains,  and 
attains  the  highest  point  at  the  end  of  the  second  period.  With 
the  expulsion  of  the  child  the  pressure  rapidly  diminishes. 
Eclampsia  causes  enormous  variations  in  pressure.  Before  an 
attack  the  mercury  column  rapidly  ascends,  thus  invariably 
forecasting  an  attack.  According  to  Wiessner,  blood-letting 
has  hardly  any  effect  upon  the  blood  pressure  and  does  not 
lower  the  arterial  tension. 

Hypertrophy  of  Recti  in  Pregnancy. — Durante"  shows 
that  although  the  recti  abdominis  atrophy  when  displaced 
by  abdominal  tumors,  the  number  of  fibres  actually  increases 
during  pregnancy,  so  that,  although  stretched  and  flattened,  the 
muscles  are  really  hypertrophied. 

Extrauterine  Pregnancy. — Kiistner  "*  discusses  the  etiology 
and  treatment  of  ectopic  gestation,  with  a  summary  of  his 
operations  during  the  years  1S93-1898.  Recent  investigations 
show  conclusively  that  extrauterine  pregnancy  is  always  pre- 
ceded by  some  inflammatory  changes  of  the  pelvic  organs. 
Not  every  case  of  tubal  pregnancy  terminates  in  rupture; 
indeed,  tubal  abortion  is  much  more  frequent  than  usually 
supposed.  Curettement  for  diagnostic  purposes  is  both  dan- 
gerous and  unnecessary.  Operative  indications  should  not  be 
too  much  limited;  in  fact,  ectopic  pregnancy  is  for  all  practical 
purposes  a  malignant  pelvic  tumor.  Abdominal  operations 
have  many  advantages,  permitting  thorough  inspection  of  the 
abdominal  contents,  better  hemostasis,  and  greater  facility  in 
removing  the  diseased  adnexa. 

Measles  and  Pregnancy. — According  to  Salus"'  measles 
usually  terminates  an  existing  pregnancy.  He  reports  13  cases, 
of  which  10  aborted.  The  cause  for  the  abortion,  generally  oc- 
curring when  the  eruptive  stage  is  most  marked,  is  found  in 
multiple  hemorrhages  between  the  membranes  and  uterine 
walls.  The  decidual  vessels  are  enormously  distended,  but  an 
endometritis  exanthematica,  as  observed  by  Klotz,  was  not 
found. 

Hydrorrhea  Gravidarum. — Vander  Hoeven "'  reports  3  cases 
of  hydrorrhea  gravidarum  personally  observed,  and  remarks 
that  these  cases  are  probably  not  very  rare,  but  are  frequently,, 
except  if  quite  pronounced,  overlooked  by  both  physician  and 
patient.  A  chemical  analj^sis  of  the  fluid  shows  that  it  con- 
tains neither  albumin  nor  urinary  constituents,  thus  proving 
that  it  could  not  be  a  derivative  of  the  amnion  or  allantois. 
The  author  believes,  although  he  cannot  prove  it,  that  the 
fluid  originates  from  a  hypersecretion  of  the  utricular  glands. 

Rupture  of  the  Amnion. — Keiffer^'has  observed  a  case  in 
which  rupture  of  the  amnion  occurred  at  flve  months,  and 
pregnancy  continued  until  the  eighth. 

Amniotic  Infection. — In  discussing  this  subject,  Lehmann  "^ 
states  that  infection  of  the  liquor  amnii  may  occur  from  pri- 
mary infection  of  the  fetus  by  the  mother,  or  more  frequently 
directly  from  the  vagina  after  rupture  of  the  membranes.  As 
a  result  of  this  accident  the  child  may  die  m  utero  or  show 
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after  birth  redness  and  swelling  of  the  eyelids,  ophthalmia, 
multiple  subcutaneous  abscesses,  or  infection  of  the  umbilicus, 
respiratory  or  digestive  system.  Infection  should  be  avoided 
by  antiseptic  douches  and  sterile  vulvar  dressings,  and,  if  pres- 
ent, rapid  dilatation  of  the  cervix  and  version  or  forceps  should 
terminate  the  labor  at  once.  After  the  child  is  extracted  the 
skin,  umbilicus,  e\'es,  mouth,  and  throat  should  be  carefully 
cleansed. 

Twin  Pregnancy  with  Central  Placenta  Previa. — H.  Oli- 
phaut  Nicholson  "  cites  a  case  of  this  variety.  On  examina- 
tion a  placenta  was  found  engaging  the  whole  diameter  of  the 
OS.  One  edge  of  the  placenta  was  detached,  and,  as  one  head 
was  presenting,  forceps  were  applied  and  the  child  delivered. 
The  hand  was  introduced  and  a  second  set  of  membranes  rup- 
tured, the  feet  of  the  child  seized,  and  the  body  delivered. 
The  placenta  of  the  first  child  was  found  in  the  vagina;  that 
of  the  second  child,  attached  to  the  lower  zone. 

Air  Embolism  in  Placenta  Previa. — Hubl '  publishes  two 
cases  from  Braun's  clinic.  The  first  was  a  woman  40  years  old 
with  a  rachitic  pelvis.  The  patient  collapsed  while  version 
was  performed.  Postmortem  showed  the  right  side  of  the 
heart  filled  with  air.  The  upper  margin  of  the  placenta  was 
detached,  and  a  blood  vessel  the  size  of  a  crow's  quill  was  wide 
open  and  probably  formed  the  entrance  gate  of  the  air.  In  the 
second  case  death  occurred  about  nine  hours  post  partum,  also 
after  version.  Death  was  preceded  by  several  attacks  of  col- 
lapse. No  postmortem  in  this  case.  The  author  discusses 
the  differential  diagnosis  of  chloroform  collapse  and  air  em- 
bolism. In  the  latter  there  is  usually  a  sudden  escape  of  liquor 
amnii  and  a  consequent  rush  of  air  into  the  cavity  of  the 
uterus. 

Apparent  Death  of  the  New-born. — Keiffer*'  believes  that 
attempts  to  resuscitate  apparently  still-born  children  are  fre- 
quently given  up  too  soon.  He  cites  a  casein  which  breathing 
did  not  begin  until  thirty-five  minutes  after  commencing 
artificial  respiration,  and  another  in  which  fifty  minutes  elapsed 
before  this  result  was  obtained. 

Intrauterine  Respiration. — Bufnoir  and  Demay  "  describe 
a  case  which  is  of  medico-legal  interest.  After  the  spontaneous 
birth  of  one  living  fetus  the  woman  was  brought  to  the  hospital 
with  the  shoulder  of  a  dead  fetus  presenting.  Death  had  oc- 
curred from  separation  of  the  placenta,  and  embryotomy  was 
performed  before  attempting  version.  The  autopsy  of  this 
fetus  showed  that  the  right  lung  contained  some  air  but  would 
not  float  in  water.  The  left  had  become  well  aerated  and 
floated  in  water.  The  writer  holds  that  this  case  is  evidently 
one  of  spontaneous  intrauterine  respiration,  as  the  fetus  was 
dead  before  traction  was  made  upon  the  arms. 

External  Cephalometry. — M.  Ferret "  discusses  external 
cephalometry  and  its  value  in  connection  with  the  induction  of 
premature  labor  in  cases  of  contracted  pelvis.  The  woman  lies 
upon  her  back;  the  fetal  head  is  palpated  and  placed  with  the 
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occipito-frontal  diameter  in  as  nearly  a  transverse  position  as 
possible.  With  an  instrument  resembling  a  pelvimeter,  the 
occipito-frontal  diameter  is  measured  through  the  abdominal 
wall  by  subtracting  from  the  gross  measurement  that  of  a  fold 
of  the  abdominal  wall  pinched  up.  Ferret  has  found  by  exper- 
imental observations  that  the  average  difference  between  the 
occipito-frontal  and  biparietal  diameters  is  twenty-five  milli- 
metres. He  quotes  a  number  of  cases  previously  reported  to 
show  the  accuracy  of  this  method. 

The  Umbilical  Stump. — A.  Martin"  recommends  a  new 
aseptic  treatment  of  the  cord  which  is  both  simple  and 
effectual.  The  cord  is  ligated  in  the  usual  manner  and  the 
child  bathed  and  cleaned.  A  sterile  silk  ligature  is  placed 
around  the  cord  immediately  beyond  the  skin,  and  the  rest  of 
the  stump  is  divided  with  a  pair  of  heated  scissors  (or  the 
Paquelin  cautery)  about  one  and  a  half  centimetres  above  this 
ligature.  The  cord  is  dressed  with  sterile  gauze.  This  treat- 
ment is  said  to  give  surprisingly  good  results  and  effectually 
prevents  suppuration  or  secondary  hemorrhage. 

Dystocia  from  Rigidity  of  the  Cervix. — In  discussing  this 
subject  Pinard  "  divides  such  rigidity  into  pathological  rigid- 
ity before  pregnancy,  caused  by  neoplastic  infiltration  or  by 
cicatricial  tissue;  rigidity  by  infiltration  during  labor.  The 
latter  does  not  extend  beyond  the  cervix,  while  tbe  former  may 
involve  the  lower  segment  of  the  uterus.  Incisions  may  be 
insufficient  in  cases  of  pathological  rigidity,  and  when  the  neo- 
plastic infiltration  or  cicatricial  tissue  has  passed  beyond  the 
limits  of  the  vaginal  insertion,  since  the  incisions  should  never 
be  carried  further  than  to  these  limits.  In  these  cases  more 
radical  operations  are  indicated.  Incisions  for  rigidity  by  in- 
filtration are  rarely  advisable.  The  writer  prefers  hot  intra- 
uterine injections. 

Walcher  Position.— G.  Eustache"  holds  that  the  so-called 
Walcher  position  has  not  in  any  way  changed  the  indications 
for  and  methods  of  treatment  of  contracted  pelvis.  He  admits 
that  hyperextension  increases  the  diameter  of  the  pelvic  inlet, 
and  so  favors  placing  the  woman  in  that  position  for  a  short 
time  if  engagement  is  slow.  If  the  head  is  delayed  while  in 
the  cavity,  the  position  of  hyperflexion  may  be  employed. 
Eustache  holds  that  the  latter  is  more  useful  than  the  position 
of  hyperextension,  and  cites  in  support  of  this  view  the  fact 
that  a  woman  frequently  assumes  this  position  during  labor, 
but  not  the  Walcher  position. 

Subcutaneous  Emphysema. — Schoffelaar'°  observed  an 
interesting  case  of  subcutaneous  emphysema  during  labor. 
This  complication  is  usuallj"  met  with  in  primiparse  (93  per 
cent),  and  is  probably  due  to  efforts  to  overcome  an  excessive 
resistance.  It  begins  with  an  interstitial  pulmonary  emphy- 
sema and  rupture  of  some  alveoli.  The  air  then  enters 
between  the  parenchyma  of  the  lungs  and  pleura,  and,  travel- 
ling along  the  bronchi,  finally  appears  in  the  anterior  medi- 
astinum  and    neck,    forming  an  appreciable  swelling.     The 
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history  of  these  cases  usually  shows  abmirnially  large  children, 
with  pelvic  coutraction  or  rif::i(lity  of  the  soft  parts;  pelvic 
contrat'tion,  however,  is  the  most  fretiuent  cause.  The  prog- 
nosis is  favorable. 

Living  Child  delivered  by  Forceps  after  Death  of  Moth- 
er.— Fleischmann  '"  reports  an  interesting  example  of  these 
exceedingly  rare  cases.  The  author  was  summoned  to  a  primi- 
para,  30  years  old,  in  labor  about  thirty  six  hours.  Mem- 
branes ruptured  twenty-four  hours.  Edema  of  the  lower 
extremities.  Pulse  and  respiration  normal .  Fetus  in  L.  0.  A. 
position,  its  heart  sounds  regular,  head  in  pelvic  inlet.  Os 
admits  two  fingers.  During  pregnancy  the  patient  had  suf- 
fered from  palpitation  and  dyspnea.  She  had  taken  digitalis 
and  amyl  nitrite.  Because  of  the  rapidly  recurring  pains, 
auscultation  and  percussion  of  the  heart  were  impossible.  To 
overcome  the  rigidity  of  the  os,  hourly  hot  vaginal  douches 
were  ordered.  When  seen  again,  four  hours  later,  the  patient's 
condition  had  changed  for  the  worse.  The  pulse  was  irregu- 
lar and  could  not  be  counted.  There  were  dyspnea  and  cya- 
nosis. The  OS  was  fully  dilated.  While  preparations  were 
being  made  for  immediate  forceps  delivery,  pulse  and  respira- 
tion ceased.  Artificial  respiration  and  injections  of  camphor 
failed  to  revive.  The  forceps  was  applied  about  ten  minutes 
after  death;  a  slightly  asphyxiated  child  was  delivered,  which 
was  quickly  revived  and  continued  to  live. 

Parturition  followed  by  a  Brain  Lesion. — R.  S.  Berry  " 
cites  a  case  of  parturition  followed  by  a  lesion  of  the  brain 
involving  the  speech  and  motor  area  for  the  right  side.  The 
lesion  occurred  two  hours  after  labor. 

Rupture  of  the  Uterus. — Doctor "'  reports  a  case  of  rupture 
of  the  uterus  in  a  Illpara,  30  years  old,  who  had  a  contracted 
pelvis.  Several  forceps  applications  not  successful.  When 
seen  the  uterus  was  ruptured  and  the  fetus  had  escaped  into 
the  abdominal  cavity.  Laparatomy  and  extirpation  of  the 
uterus  was  followed  by  marked  collapse,  which,  however,  was 
successfully  treated  with  hypodermatic  injections  of  camphor 
and  saline  infusions.     Recovery. 

James  Pearse  ^°  reports  a  case  of  placenta  previa  and  rup- 
ture of  the  uterus.  The  labor  progressed  slowly  and  a  goodly 
amount  of  blood  was  being  lost,  so  he  dilated  the  os,  passed 
his  hand  up,  brought  down  a  foot,  and  delivered  a  living  child. 
In  returning  the  hand  to  remove  the  placenta,  it  passed  up 
into  the  peritoneal  cavity  through  a  rent  in  the  uterus.  There 
was  practically  no  treatment.  In  twenty-three  days  the  woman 
was  out  of  bed,  but  eleven  weeks  after  the  labor  she  com- 
plained that  her  strength  had  not  returned. 

Belitz-Heimann"  reports  a  case  from  the  Moscow  Maternity 
Hospital,  mainly  to  show  that  laparatomy  is  not  necessarily 
required  and  patients  may  recover  without  any  operation. 
A  Ilpara,  full  terra,  entered  the  hospital  during  the  first  stage 
of  labor.  Cephalic  presentation.  Os  partly  dilated,  pelvic  con- 
traction, diagonal   conjugate   10  centimetres.     Twelve   hours 
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later  spontaneous  rupture  of  membranes,  followed  by  severe 
pains,  hemorrhage,  and  vomiting.  Examination  showed  the 
uterus  empty  and  contracted.  The  child  had  escaped  into  the 
peritoneal  cavity  and  could  plainly  be  felt  under  the  abdom- 
inal walls.  To  the  left  of  the  uterus  a  deep  tear  in  the  fornix 
vaginae  admitted  the  whole  hand.  The  latter  encountered  a 
foot,  which  was  seized,  and  both  child  and  placenta  easily 
removed  from  the  abdomen.  Subsequent  treatment:  irrigation 
of  vagina  with  physiological  saline  solution,  and  gauze  tampon; 
ice  bag  upon  the  abdomen;  saline  enemata.  General  condition 
good;  no  hemorrhage;  except  a  slight  rise  of  temperature  and 
vomiting  on  the  third  day,  no  complication.  Tampon  removed 
on  the  fifth  day;  bichloride  douche.  Ice  and  abdominal  com- 
pression continued  to  the  sixteenth  day.  Internally  small 
doses  of  opium. 

Criminal  Abortion  with  Uterine  Laceration. — Brindeau'* 
reports  a  case  of  criminal  abortion  in  which  the  instrument 
employed  separated  the  vagina  from  the  cervix,  and  subse- 
quently passed  through  the  posterior  wall  of  the  cervix  into  the 
uterine  cavity  without  injuring  the  peritoneum.  The  woman 
claimed  that  the  wound  had  been  produced  by  herself  with  a 
knitting  needle. 

Effect  of  Slight  Maternal  Albuminuria  upon  the  Child. 
— Vallois  "  presents  two  cases  bearing  upon  this  subject.  In 
the  first  a  slight,  transient  puffiness  of  the  eyelids  was  noticed 
at  about  five  and  a  half  months.  The  urine  contained  only  a 
faint  race  of  albumin.  An  absolute  milk  diet  caused  entire 
disappearance  of  the  albumin  within  fifteen  days.  On  a 
modified  milk  diet  the  mother  did  well,  but  a  slight  amount  of 
albumin  returned.  A  strict  milk  diet  was  then  adhered  to, 
but  the  child  died  at  about  six  and  a  half  months  and  labor 
took  place  at  the  seventh.  The  placenta  shows  lesions  of  al- 
buminuria. Eight  days  after  labor  the  urine  contained  no 
albumin.  The  second  patient  had  had  slight  temporary  edema 
over  the  malleoli  or  face.  At  six  and  a  half  months  she  had 
general  edema,  with  uremic  symptoms.  These  disappeared 
upon  milk  diet,  and  a  few  days  later  a  small  amount  of  albu- 
min appeared  in  the  urine  and  persisted  until  seven  and  a  half 
months,  when  a  dead  and  macerated  fetus  was  born.  Albu- 
minuric lesions  were  found  in  the  placenta.  A  week  later  the 
albumin  was  no  longer  present.  In  view  of  the  slight  degree 
of  albuminuria  which  may  cause  death  of  the  fetus,  Vallois 
advises  a  strict  milk  diet  during  the  whole  of  pregnancy  upon 
the  occurrence  of  even  a  small  and  transient  amount  of  albu- 
min in  the  urine. 

The  Pathogenesis  and  Treatment  of  Eclampsia.— Fehling* 
discusses  the  latest  views  and  investigations  of  the  etiology  of 
eclampsia,  and  states  that  hepato-toxemia,  which,  according  to 
the  French  school,  is  the  most  important  etiological  factor,  is  not 
a  primary  cause,  and  that  in  many  fatal  cases  the  liver  is  found 
perfectly  healthy  and  free  from  pathological  changes.  The  kid- 
neys, however,  are  always  diseased.  The  change  is  not  con- 
fined to  tlie  kidneys  of  the  mother,  but  in  many  cases  the  fetal 
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kidneys  are  also  inflametl  and  degenerated.  Another  impor- 
tant point  elucidated  by  the  author  is  the  fact  that  the  urine  in 
eclampsia  is  less  toxic  than  in  normal  subjects,  while  the  serum 
has  marked  poisonous  properties.  If  this  be  so,  and  it  has  been 
verified  b}'  other  investigations,  proof  is  brought  that  poisonous 
substances  which  are  normally  eliminated  through  the  kidneys 
are  retained  in  the  circulation  and  produce  toxic  effects,  mani- 
fested by  premonitor}^  disturbances  and  ending  finally  in  the 
eclamptic  paroxysm.  According  to  Fehling  the  importance  of 
the  fetal  toxins  circulating  in  the  maternal  blood  has  been 
underestimated,  but  is  nevertheless  a  fact,  and  thus  the  mater- 
nal organs  are  called  upon  to  perform  increased  eliminative 
work.  The  blood  of  eclamptic  subjects  contains  an  excess  of 
globulins,  and,  as  a  consequence  of  disturbed  metabolism,  the 
presence  of  kreatin,  kreatinin,  and  carbamic  acid  in  the  blood 
is  explained.  If  the  theory  of  fetal  intoxication  is  accepted,  the 
comparative  prevalence  of  eclampsia  in  twin  pregnancy  has  a 
more  rational  basis.  Early  rupture  of  the  membranes  and,  when 
possible,  forceps  delivery  is  advocated,  if  necessary  deep  cervi- 
cal incisions  after  Diihrssen.  Cesarean  section  is  not  favored. 
Large  doses  of  morphine  are  objectionable;  chloroform  may  be 
given  only  in  moderate  quantities  in  the  beginning  of  the 
attacks,  to  diminish  their  severity.  Subcutaneous  saline  infu- 
sions, one-quarter  to  three-quarters  of  a  litre  three  times  a  day, 
are  highly  recommended,  as  are  also  hot  wet  packs. 

Maygrier  and  Chavane "  record  the  case  of  a  primipara  in 
whose  urine  traces  of  albumin  had  been  found,  disappearing 
under  milk  diet.  After  stopping  this  she  was  suddenly  seized 
with  eclampsia,  although  no  albumin  was  found  a  day  before. 
After  four  convulsions  albumin  was  found  and  death  occurred. 
A  bulbar  hemorrhage  which  involved  the  fourth  ventricle  was 
found  at  autopsy. 

Cesarean  Section. — Hillmann*  reports  a  case  of  eclampsia 
in  which  he  was  forced  to  perform  Cesarean  section.  The 
woman,  a  primipara  23  years  old,  came  under  observation 
after  she  had  six  convulsions.  She  was  cyanotic  and  coma- 
tose. Pulmonary  edema.  No  labor  pains.  Os  completely 
closed.  The  operation  was  performed  to  save  the  mother's 
life.  It  could  not  be  decided  whether  the  child  was  alive  or 
dead.  After  the  uterus  was  emptied  there  were  no  further 
convulsions,  and  immediate  improvement  was  followed  by 
recovery.     The  child  was  still-born. 

At  a  recent  meeting  of  the  Berlin  Gynecological  Society, 
Olshausen  '*  presented  a  patient  on  whom  he  had  performed 
Cesarean  section  because  of  severe  eclampsia.  The  woman, 
a  primipara  22  years  old,  had  had  fourteen  convulsions  be- 
fore labor  pains  began,  and  an  immediate  delivery  was  indi- 
cated. Cesarean  section  was  thought  to  be  most  conserva- 
tive. After  emptying  the  uterus  no  further  attacks  were 
observed  and  the  woman  made  an  uneventful  recovery.  Ols- 
hausen advises  Cesarean  section  in  severe  cases  of  eclampsia 
occurring  before  the  onset  of  labor   and   with   undilated  or 
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unyielding  soft  parts.  He  states,  however,  that  such  cases  are 
comparatively  rare,  because  among  250  cases  of  eclampsia  ob- 
served by  him  during  the  last  four  years  he  only  operated  three 
times.  In  all  these  cases  the  attacks  ceased,  but  one  patient 
died  from  eclamptic  coma  six  hours  post  partum. 

Freund  "  writes  that  since  the  improvement  in  the  modern 
technique  of  abdominal  operations  Cesarean  section  has  lost 
much  of  its  dangers,  and  that  perforation  of  the  living  child 
is  justifiable  only  under  exceptional  conditions.  In  the  cases 
reported  a  number  of  complications  formed  indications  for  the 
operation: 

Case  I. — A  primipara,  44  years  old;  history  of  rheumatism 
and  alcoholism.  Small  stature,  with  rachitic  deformities  and 
immense  pendulous  abdomen.  General  condition  bad:  short- 
ness of  breath,  vertigo,  headache,  visual  disturbances,  and 
edema  of  the  lower  extremities  and  vulva.  The  urine  con- 
tains large  quantities  of  albumin,  blood  corpuscles,  and  casts. 
Patient  was  in  the  eighth  month  of  pregnancy  and  was  advised 
to  remain  in  the  hospital  under  a  strict  milk  diet,  but  refused. 
When  seen  four  weeks  later  labor  had  begun.  Pains  were 
ineffective.  She  appeared  stupid;  pulse  and  temperature  nor- 
mal. Urine  contained  an  immense  amount  of  albumin.  Fetal 
head  was  above  the  pelvic  brim;  heart  sounds  normal.  Vagina 
rigid,  almost  senile.  Cervix  hard  and  undilated,  os  represented 
by  a  slight  depression.  During  the  next  twenty-four  hours 
pains  were  feeble  and  ineffective,  and  there  was  a  continu- 
ous discharge  of  liquor  amnii.  Labor  hardly  progressed;  os 
admitted  one  finger.  Head  still  movable.  Patient  complained 
of  vertigo  and  loss  of  vision.  This  condition  continued  for 
about  twenty-four  hours  and  was  followed  by  a  slight  eclamptic 
attack.  Cesarean  section  was  performed  and  a  living  child 
extracted.     Uneventful  recovery. 

Case  II. — IVpara,  43  years  old,  was  admitted  to  the  hos- 
pital after  having  been  in  labor  for  about  forty-eight  hours. 
Rachitic  pelvis.  Previous  deliveries  instrumental.  Pregnant 
about  eight  months.  Continuous  discharge  of  liquor  amnii. 
The  whole  pelvis  was  occupied  by  a  tumor.  The  woman,  who 
had  been  addicted  to  alcohol,  looked  badly;  her  face  was 
cyanotic.  Had  also  chronic  bronchitis.  Pelvis  flat,  rachitic, 
with  projecting  promontory.  Child  alive;  head  movable  above 
brim.  Vagina  admits  two  fingers.  Cervix  high;  can  only  be 
reached  with  greatest  difficulty.  Tumor  cannot  be  displaced. 
Impossible  to  deliver  per  vias  naturales.  Cesarean  section. 
After  opening  the  abdomen  it  was  found  that  the  tumor  con- 
sisted of  a  colossal  edema  of  the  sigmoid  flexure  and  rectum. 
(As  Freund  had  never  before  met  with  a  similar  condition,  a 
small  portion  of  the  gut  was  excised  and  submitted  to  Reck- 
linghausen for  diagnosis.  The  latter  stated  that  it  was  simple 
edema  of  the  interstitial  tissues.)  The  premature  child  was 
asphyctic,  but  was  revived  and  continued  to  live.  During  the 
first  five  days  of  the  puerperium  the  patient's  condition  was 
good,  temperature  normal,  and  uterus  well  contracted.     Tumor 
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was  still  present,  but  dimiuished  in  size.  After  this  there  was 
retention  of  urine  and  lochiametra.  The  latter  was  relieved  by 
the  introduction  of  a  Fritsch  catheter  into  the  uterus.  The 
general  condition  became  worse;  tumor  increased  in  size, 
blocking  access  to  the  cervix.  Puncture  and  incision  into  the 
tumor  from  the  vagina  was  followed  by  a  discharge  of  small 
quantities  of  fluid.  A  renewed  and  careful  examination 
demonstrated  a  small  egg-shaped  tumor,  posterior  to  the  rec- 
tum, fluctuating  and  very  sensitive.  This  was  opened  and 
found  to  be  a  dermoid  cyst,  and  was  probably  the  cause  of  the 
edema.  Patient  continued  to  improve  and  was  finally  dis- 
charged cured. 

Case  III . — IVpara,  28  years  old,  marked  rachitic  pelvis. 
Previous  deliveries  instrumental,  resulting  in  dead  children. 
The  woman  was  of  small  stature;  kyphoscoliosis.  Contracted 
rachitic  pelvis;  pendulous  belly.  Child  alive  in  transverse 
presentation.  Urine  normal.  Cesarean  section  without  com- 
plications; living  child.     Uneventful  recovery  of  the  mother. 

Conditions  which  Govern  Success  in  the  Sanger  Cesa- 
rean Section. — Edward  Reynolds^'  states  that  the  indications 
which  render  Cesarean  section  justifiable  vary  in  accordance 
with  whether  the  mother  is  or  is  not  already  infected  with 
sepsis;  exhausted  by  prolonged  labor  or  by  previous  severe 
efforts  at  extraction  of  the  child;  or  the  subject  of  serious  com- 
plicating disease.  When  her  vitality  is  lowered  by  any  of 
these  causes,  the  maternal  death  rate  of  the  Cesarean  section 
is  so  enormous  that  it  is  justifiable  only  for  the  absolute  indica- 
tion, i.e. ,  when  the  child  cannot  be  extracted  by  any  other  meth- 
od. In  the  absence  of  such  unfavorable  conditions,  and  under 
circumstances  which  render  good  operating  possible,  the  Cesa- 
rean section  is  no  more  dangerous  to  the  mother  than  any 
other  simple  abdominal  operation;  it  is,  therefore,  (a)  the 
operation  of  choice  in  cases,  already  at  term,  in  which  the 
ordinary  intrapelvic  operations  are  inefficient;  and  (b)  may 
even  be  chosen  in  suitable  cases  in  preference  to  the  induction 
of  premature  labor,  on  account  of  its  greater  safety  to  the  fetal 
life.  Reynolds  reports  a  list  of  14  cases,  all  of  which  terminated 
favorably  for  mother  and  child,  except  in  two  cases  the  children 
died. 

Antistreptococcus  Serum  in  Puerperal  Septicemia. — 
H.  W.  Webber  "  reports  a  case  in  which  a  favorable  result 
was  obtained  from  one  injection  of  antistreptococcus  serum. 
The  injection  consisted  of  10  cubic  centimetres  of  serum.  This 
injection  was  given  in  the  afternoon,  and  by  the  next  morning 
the  temperature  had  fallen  two  degrees,  the  pulse  become 
slower  by  thirty  beats.  The  aspect  of  the  patient  was  much 
better.  The  vaginal  discharge  had  decreased  in  amount,  had 
lost  its  foul  smell,  and  was  much  cleaner. 

Alex.  J.  Anderson'"  cites  a  case  of  puerperal  septicemia 
which  had  run  for  one  week,  and,  the  patient  being  in  a  very 
low  condition,  they  gave  injections  of  antistreptococcus  serum. 
The  first  injection  was  given  on  a  falling  temperature.     In 
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one  hour  and  a  half  it  was  down  to  99.4°,  but  three  hours  later 
went  up  to  102°.  The  second  injection  was  given  the  next 
morning,  and  the  temperature,  which  was  101,8°,  went  up  to 
103.8°,  but  got  down  below  normal  by  10  next  morning.  The 
next  day  another  injection  was  given  when  the  temperature 
was  going  up,  and  had  the  effect  of  keeping  it  down  to  101.4''. 
The  following  day  the  temperature  was  99.4°.  An  injection 
was  given  and  the  temperature  fell  below  normal  and  remained 
there  three  days.  He  used  ten  cubic  centimetres  of  the  serum 
at  a  time. 

S.  J.  Barker  "  reports  a  case  successfully  treated  by  serum. 

Sergueu'*  reports  a  case  of  acute  sepsis  in  which  injections 
of  Marmorek's  serum  were  apparently  followed  by  success. 
The  patient  was  a  primipara,  21  years  old,  who  at  the  end 
of  gestation  suddenly  became  septic.  No  discoverable  cause. 
The  emptying  of  the  uterus  brought  no  relief,  and  subcutane- 
ous saline  infusions  produced  no  improvement.  As  a  last 
resort  20  cubic  centimetres  of  Marmorek's  antistreptococcic 
serum  were  injected,  and,  whether  post  hoc  or  propter  hoc, 
from  that  time  improvement  began. 

Partial  Uterine  Gangrene. — At  a  recent  meeting  of  the 
Berlin  Medical  Society,  Gottschalk  ^  demonstrated  a  piece  of 
uterine  wall  which  had  become  gangrenous  and  was  expelled 
on  the  twenty-eighth  day  post  partum  in  a  case  of  severe 
puerperal  sepsis.  The  history  of  the  case  is  briefly  as  follows: 
Gottschalk  was  called  in  consultation  to  a  primipara,  24 
years  old,  who  had  been  in  labor  three  days.  Membranes 
ruptured  three  days.  Contracted  pelvis,  pendulous  belly. 
Child  in  right  O.  P.  position.  Head  in  pelvic  inlet.  Heart 
sounds  normal.  Anterior  lip  of  cervix  swollen  and  caught 
between  head  and  symphysis.  Bandl's  ring  well  marked 
about  three  inches  below  umbilicus.  Tetanic  contraction, 
threatening  rupture  of  the  uterus.  High  forceps  not  success- 
ful, therefore  version,  which,  after  great  difficulty,  resulted  in 
the  delivery  of  a  living  child.  The  first  day  post  partum  the 
pulse  became  abnormally  frequent  and  was  followed  by  two 
severe  chills  and  a  marked  rise  of  temperature  Gottschalk 
again  saw  the  patient  on  the  fourth  day  after  delivery,  when 
she  presented  a  typical  picture  of  acute  puerperal  sepsis. 
Pulse  small  and  frequent  (130),  temperature  104°,  respiration 
40.  Abdomen  distended  and  painful;  uterus  contracted  and 
very  sensitive;  lochia  without  odor;  singultus;  sleeplessness. 
Uriaary  secretion  diminished.  Uterine  irrigation  with  lysol 
and  sixty  per  cent  alcohol.  No  improvement.  In  fact,  the 
woman's  condition  became  worse;  pulse  more  thready;  septic 
diarrhea.  Injections  of  camphor  did  not  improve  the  symp- 
toms. Gottschalk  then  ordered  saline  infusions  of  one  per 
cent  solution,  which  was  followed  by  an  immediate  and 
marked  improvement.  Sleep  and  appetite  returned.  The 
urinary  secretions  also  became  normal.  The  pulse  rate,  how- 
ever, remained  high  (130),  necessitating  the  administration  of 
digitalis  and  strophanthus.    About  the  fifteenth  day  post  partum 
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the  lochial  discharge  became  stinking;  this  was  followed  two 
days  later  bj'-  the  expulsion  of  a  large  mass  of  necrotic  tissue, 
representing  the  whole  uterine  mucous  membrane  and  a  por- 
tion of  its  muscular  walls.  The  mass  contained  immense 
numbers  of  streptococci,  in  parts  completely  filling  and 
obliterating  the  veins  and  Ij-mpli  channels.  The  patient 
recovered.  Gottschalk  thinks  that  the  intrauterine  injections 
of  sixty  per  cent  alcohol  may  have  caused  the'  extensive 
death  of  tissue. 

Emphysema  of  the  Uterus. — Halban"  observed  a  very 
rare  and  interesting  variety  of  puerperal  sepsis  for  which  he 
proposes  the  term  "  septic  uterine  emphj'sema."^  A  woman, 
41  years  old,  had  a  ver}-  tedious  confinement.  The  placenta 
was  adherent,  necessitating  manual  removal.  Two  days  later 
the  abdomen  became  enormously  distended  by  a  ballooning  of 
the  uterus.  The  whole  region  of  the  uterus  showed  tympanitic 
resonance,  and  as  tympanum  uteri  could  be  excluded,  a  collec- 
tion of  gas  in  the  uterine  wall  was  assumed  to  be  the  cause. 
Palpation  of  the  abdomen  imparted  to  the  hand  a  deep-seated, 
crackling  sensation.  The  woman  died  on  the  fourth  day  post 
partum  with  the  symptoms  of  sepsis  acutissima.  Postmortem 
showed  an  enormous  collection  of  gases  in  the  walls  of  the 
uterus.  Bacteriological  examination  demonstrated  a  mixed 
infection  of  streptococcus  pyogenes  and  a  bacillus  emphy- 
sematus.  It  appears  that  the  latter  organism  can  only  develop 
its  virulent  characteristics  when  combined  with  other  bacilli, 
either  streptococci  or  staphylococci. 

Uterus  Bicornis. — Walls'  describes  a  case  of  labor  in  a 
Vpara  with  uterus  bicornis.  Previous  confinements  were  al- 
ways difficult  and  instrumental.  When  seen  she  had  been  in 
labor  nineteen  hours.  The  fetal  head  could  be  felt  in  the  region 
of  the  umbilicus.  The  vagina  was  narrow,  the  cervix  very 
high  and  almost  out  of  reach,  A  dead  child  was  delivered  by 
version.  The  right  horn  contained  the  placenta,  while  the 
body  of  the  child  was  found  in  the  left  cornu. 

Czerwenka  "  describes  a  specimen  of  uterus  didelphys  with 
carcinoma  of  the  cervix  on  the  left  side.  While  the  cervical 
portions  are  united  through  intracervical  connective  tissue, 
the  bodies  are  distinct  and  widely  separated.  Besides  left- 
sided  pyosalpinx  the  left  uterus  contains  two  small  fibromyo- 
mata. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Appendicitis  in  the  Female. — J.  Bland  Sutton  "  states  that 
appendicitis  is  three  times  as  frequent  in  males  as  in  females. 
In  woman  appendicitis  is  of  especial  interest  on  account  of  its 
close  relations  to  the  pelvic  organs,  especially  the  ovary.  The 
normal  position  of  the  ovary  is  at  the  brim  of  the  pelvis,  at  a 
position  midway  between  the  sacro-iliac  joint  and  the  symphysis 
pubis.  It  is  a  well-ascertained  fact  that  the  vermiform  appen- 
dix not  infrequently  leans  over  the  brim  of  the  pelvis  in  the 
situation  occupied  by  the  right  ovary.     In  such  circumstances 
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it  would  follow  that  a  seriously  inflamed  appendix  might 
become  adherent  to  the  ovary.  On  the  other  hand,  an  inflamed 
ovary  or  Fallopian  tube  might  involve  the  vermiform  appendix. 
As  a  matter  of  fact,  these  complications  occasionally  arise  and 
give  origin  to  clinical  signs  which  make  it  difficult  to  decide 
whether  the  patient  is  suffering  from  appendicitis  or  ovarian 
trouble. 

The  appendix  when  hanging  free  at  the  pelvic  brim  occasion- 
ally becomes  adherent  to  the  stump  of  an  ovariotomy  or 
oophorectomy.  The  relation  of  the  appendix  to  ovarian  tumors 
is  also  of  great  importance,  especially  when  many  adhesions 
are  present,  as  it  is  apt  to  be  mistaken  for  one  of  these,  particu- 
larly when  it  is  chronically  inflamed  and  divided.  In  a  certain 
proportion  of  cases  the  adhesions  are  caused  by  an  acute  or 
chronic  appendicitis. 

Acute  pelvic  suppuration  set  up  by  leakage  of  infective 
material  from  the  right  Fallopian  tube  is  very  apt  to  simulate 
acute  perforative  appendicitis.  On  two  occasions  the  author 
has  made  this  mistake  and  operated  for  appendicitis;  in  both 
cases  he  was  able  to  remove  both  tubes  through  the  appendici- 
tis wound.  In  the  puerperal  woman  an  attack  of  acute  appen- 
dicitis may  simulate  pelvic  cellulitis.  It  is  exceedingly  rare 
that  pus  from  an  appendicular  abscess  makes  its  way  between 
the  broad  ligaments.  Appendicitis,  as  already  mentioned, 
may  simulate  many  intra-abdominal  affections,  but  there  is  a 
variety  which,  so  far  as  Bland  Sutton  knows,  has  not  been 
adequately  considered,  in  which  the  infection  assumes  the  form 
of  a  cellulitis  and  embeds  the  cecum,  vermiform  appendix,  and 
adjacent  organs  in  such  a  firm  inflammatory  mass  as  to  sug- 
gest carcinoma  of  the  cecum.  A  careful  study  of  appendicitis 
in  women  demonstrates  that  the  clinical  aspects  of  this  disease 
are  even  more  protean  than  in  men.  In  those  women  vaguely 
classed  as  hysterical,  neurotic,  or  neurasthenic,  who  complain 
of  indefinite  pain  in  the  pelvis,  often  ascribed  to  ovarian  trou- 
ble, the  source  of  the  misery  is,  in  a  fair  proportion  of  instances, 
chronic  appendicitis. 

Foreign  Body  within  the  Abdominal  Cavity. — Mertens  " 
publishes  a  case  in  which  a  gauze  tampon  was  found  in  a  coil 
of  small  intestines.  About  five  months  before,  laparatomy  had 
been  performed,  which,  however,  did  not  free  the  patient  from 
her  suffering.  Upon  examination  a  movable  tumor  was  found 
near  the  umbilicus,  and  to  this  locality  the  pain  was  referred. 
The  suspicion  of  a  foreign  body  left  in  the  abdominal  cavity 
arose  in  the  author's  mind,  and  he  proposed  another  operation, 
which  was  gladly  accepted.  The  tumor  consisted  of  a  dis- 
tended coil  of  intestines,  apparently  containing  impacted  feces. 
While  attempting  to  remove  this  by  massage  the  gut  was  torn 
and  a  strip  of  gauze  was  found  to  be  the  cause  of  the  trouble.  Re- 
section of  the  gut  was  followed  by  slow  but  complete  recovery. 

Foreign  Bodies  in  the  Abdomen  after  Operations. — How- 
ard A.  Kelly  "  offers  the  following  rules  to  be  observed  at  all 
operations: 
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I.  In  the  first  place,  always  commence  with  a  definite  num- 
ber of  pieces.  Kelly  uses  seven  marine  sponges  and  nine 
pieces  of  gauze. 

•^.  Write  down  upon  a  slate  or  a  piece  of  paper  the  number 
of  pieces  of  gauze  and  sponges  in  use. 

3.  If  more  are  added,  it  is  the  duty  of  the  assistant  to  instruct 
the  nurse  to  write  them  down  at  once  or  to  receive  from  her  a 
statement  as  to  how  many  she  has  recorded. 

4.  He  would,  with  Boldt.  urge  the  entire  abandonment  of 
small  pieces  of  gauze  and  small  sponges, 

5.  Avoid  packing  pieces  of  gauze  up  in  the  abdomen  out  of 
sight. 

6.  The  use  of  a  bit  of  tape,  as  recommended  by  Boldt,  at- 
tached to  the  corner  of  the  gauze  and  left  hanging  out  of  the 
wound  with  a  forceps  clasped  on  the  end,  makes  a  safe  tracer, 
although  this,  too,  has  failed  as  an  absolute  safeguard. 

7.  If  marine  sponges  are  used,  thej'^  may  be  enclosed  in  a 
loose  gauze  bag  with  a  tracer  attached;  sponges  held  in  long 
forceps  do  not  need  a  tracer. 

8.  The  operator  should  put  the  simple  questions  at  the  close 
of  the  operation.  How  many  pieces  of  gauze  are  called  for,  and 
how  many  sponges  are  called  for?  These  questions  should  be 
answered  without  circumlocution  or  explanation,  by  the  simple, 
direct  statement  of  the  numbers  wanted.  In  order  to  keep  the 
assistants  on  the  alert,  and  as  a  means  of  training  them  to  be 
extremely  careful,  occasionally  hold  back  a  sponge  or  a  bit  of 
gauze,  and  do  not  give  it  up  until  they  insist  that  it  is  wanting. 

9.  Never  under  any  circumstances  should  the  count  be  mud- 
dled by  cutting  the  gauze  or  dividing  a  sponge. 

10.  It  is  Kelly's  practice  to  make  two  people  responsible  for 
the  number  of  pieces  used,  as  well  as  for  their  production  at 
the  end  of  the  operation;  these  are  the  assistant,  who  handles 
the  sponges,  and  the  nurse.  In  some  clinics,  where  fewer  as- 
sistants are  used,  it  will  be  necessary  to  place  all  the  responsi- 
bility on  one  head,  either  nurse  or  first  assistant. 

II.  The  discarded  gauze  or  sponges  must  always  be  thrown 
into  a  receptacle,  and  never,  under  any  circumstances,  mixed 
with  soiled  dressings,  towels,  or  sheets,  or,  worst  of  all,  carried 
out  of  the  room  during  the  progress  of  the  operation. 

12  In  addition  to  all  the  precautions  noted,  the  surgeon  must 
always  exercise  his  vigilance  in  taking  an  exact  note  of  every- 
thing that  is  put  in  the  abdomen,  and  it  may  be  of  service  to 
memory  to  state  aloud,  "  One  sponge  introduced  into  the  ab- 
domen," "  Two  pieces  are  now  in  the  abdomen,"  etc. 

13.  An  examination  should  be  made  in  all  cases  to  see  by 
actual  inspection  and  by  touch  that  nothing  has  been  left  be- 
hind. Such  an  examination  will  not,  of  course,  be  pushed  to 
an  extreme  unless  there  is  a  missing  article  to  be  discovered. 

Peritoneal  Adhesions  and  Bands. — According  to  Gersu- 
ney,"  peritoneal  adhesions  preventing  intestinal  movements 
toward  the  median  line  are  most  frequent  at  the  junction  of 
the  sigmoid  flexure  and  descending  colon.     Adhesions  between 
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the  vermiform  appendix,  cecum,  ascending  colon,  and  female 
organs  of  generation  are  also  observed.  In  a  number  of  cases 
the  patients  give  a  straightforward  history  of  previous  abdom- 
inal disease;  in  many  cases  such  a  condition  could,  both 
clinically  and  objectively,  be  eliminated,  and  Gersuney  believes 
that  intra-abdominal  hemorrhages  during  menstruation  and 
ovulation  are  their  probable  cause.  Twenty-four  cases  are 
reported.  In  13  of  these  no  definite  cause  could  be  assigned. 
The  patients  are,  as  a  rule,  badly  nourished,  have  lost  flesh  and 
strength,  and  complain  of  inability  to  follow  their  usual 
vocation.  Laparatomy  is  indicated,  as  the  separation  of  ad- 
hesions affords  prompt  relief.  The  object  of  after-treatment 
must  be  the  prevention  of  new  adhesions;  for  this  reason  the 
early  and  free  evacuation  of  the  bowels  is  urgently  advo- 
cated. 

Fibrosarcoma  of  the  Broad  Ligament. — Two  cases  of 
fibrosarcoma  of  the  broad  ligament,  operated  upon  in  the 
gynecological  clinic  at  Helsingfors,  are  reported  by  A.  R. 
Limnell.'"  The  first  patient,  35  years  old,  was  in  good  health 
four  years  after  removal  of  the  tumor;  the  second,  51  years  of 
age,  was  well  three  years  after  excision  of  the  growth.  The 
masses  were  confined  to  the  broad  ligaments,  being  entirely 
unconnected  with  adjacent  structures. 

Myxosarcoma  of  the  Uterus.— C  Jacobs"  reports  an 
interesting  case  of  this  character.  The  patient,  38  years  old, 
Ilpara,  had  been  treated  for  uterine  trouble  for  three  years. 
Soon  after  her  last  labor,  metrorrhagia  began,  augmented  at 
the  time  for  menstruation.  Curettage  brought  away  large, 
soft  masses.  After  two  months  of  relief  hemorrhage  recurred 
and  a  second  curettage  removed  similar  material.  Metror- 
rhagia increased,  and  when  seen  by  the  writer  the  abdo- 
men was  filled  with  irregular  tumors,  and  the  uterus,  covered 
with  tumors,  reached  the  umbilicus.  Jacobs  removed  the 
uterus  with  two  large,  pedunculated  masses  arising  from  the 
fundus  and  a  smaller,  also  attached  to  the  uterus,  in  the  left 
broad  ligament.  Microscopically  the  tumor  was  myxomatous 
with  portions  of  myxosarcoma.  Macroscopically  the  uterine 
fibres  seemed  separated  in  places,  with  myxomatous  masses 
protruding.  Double  lobar  pneumonia  on  the  sixth  day  was 
followed  by  recovery,  at  least  temporarily. 

An  Improved  Method  of  Removing  the  Cancerous  Ute- 
rus by  the  Vagina. — Howard  A.  Kelly,"  in  an  interesting 
paper,  says:  My  ideas  upon  the  subject  of  the  extirpation  of 
the  cancerous  uterus  (cervical  cancer)  have  undergone  consid- 
erable change  within  the  past  year.  A  careful  examination  of 
my  material  and  reports  from  other  clinics  have  shown  that  we 
dare  not  reason  too  closely  upon  a  supposed  analogy  between 
cancer  of  the  uterus  and  cancer  of  the  breast;  in  other  words, 
glandular  metastases,  which  play  such  an  important  part  in  the 
extension  of  mammary  cancer,  are  relatively  unimportant,  and 
as  a  rule  only  observed  in  the  latest  stages  of  uterine  cancer. 
More  careful  histological  studies  show  that  the  uterine  cancer 
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extends  progressively  through  the  tissues  from  its  cervical 
focus.  The  great  aim  of  the  operation  for  the  extirpation  of 
cancer  booouies,  therefore,  that  of  giving  the  diseased  cervix 
the  widest  possible  berth,  instead  of  being,  as  before  supposed, 
the  removal  of  the  uterus  plus  the  extirpation  of  the  pelvic 
glands.  lu  the  first  place,  the  frequent  recurrence  of  the  dis- 
ease in  the  scar  tissue  of  the  vaginal  vault  points  to  the  import- 
ance of  commencing  the  enucleation  on  the  vaginal  side  at  a 
point  far  below  the  manifest  limits  of  the  invasion,  not  less  than 
2-2^  centimetres  distant,  or  even  more. 

In  order  to  give  the  diseased  cervix  the  widest  possible  berth 
in  the  direction  outward  into  the  bases  of  the  broad  ligaments, 
I  would  again  insist  upon  the  necessity  of  catheterizing  the 
ureters  in  every  case  as  a  preliminary  to  the  radical  operation. 
This  can  be  done  by  putting  the  patient  in  the  knee-breast 
position  and  introducing  my  open  vesical  speculum,  and  carry- 
ing one  of  my  renal  catheters  up  into  one  kidney  and  then 
catheterizing  the  other.  The  patient  is  then  turned  on  her  back 
and  the  air  allowed  to  escape  from  the  bladder  through  a  vesi- 
cal catheter,  and  the  enucleation  proceeded  with.  If  this 
preliminary  catheterization  is  not  done,  the  operator  is  forced 
to  adopt  one  of  two  courses,  both  of  which  are  bad:  either  he 
must  skin  out  the  cervix  for  fear  of  including  the  ureters  in  his 
ligatures,  or  he  must  consume  a  long  time  in  a  difficult  dissec- 
tion of  the  ureters  not  marked  out  by  the  bougie.  The  latter 
alternative  many  feeble  patients  will  not  stand.  I  insist, 
therefore,  with  the  utmost  earnestness  and  emphasis,  that  the 
surgeon  who  proposes  to  give  his  patient  the  best  possible 
chance  of  recovery  is  under  the  absolute  necessity  of  learning 
to  catheterize  the  ureters. 

After  this  most  important  preliminary  and  after  a  thorough 
curettage  of  the  diseased  area,  I  cut  through  the  vagina  on  all 
sides  and  proceed  to  strip  it  loose  from  the  bladder,  so  as  to  ex- 
pose the  vesico-uterine  peritoneum,  and  to  open  the  peritoneum 
as  widely  as  possible  at  this  point.  If  the  bladder  is  diseased, 
the  base  of  it  may  be  cut  off  and  left  sticking  to  the  cervix. 
The  peritoneum  is  now  also  opened  posteriorly  into  the  recto- 
uterine pouch,  so  that  the  uterus  remains  attached  by  its  broad 
ligaments  alone.  A  gauze  pack  is  then  put  into  the  pelvis 
behind  the  uterus  and  the  cervix  is  thrust  back  against  it, 
while  the  anterior  uterine  wall  is  caught  with  museau  forceps 
step  by  step  and  drawn  down  through  the  anterior  incision 
until  the  fundus  appears  at  the  vaginal  outlet. 

The  next  step  is  to  bisect  the  uterus  from  above  downward; 
this  is  not  attended  with  any  serious  bleeding.  The  surgeon 
now  proceeds  to  remove  the  uterus  in  the  following  manner: 
one-half  of  the  body  of  the  uterus  is  caught  by  a  stout  museau 
forceps,  while  the  other  half  is  allowed  to  retract  within  the 
vagina;  then,  catching  the  cervix  of  the  same  side  with  the 
forceps,  the  body  is  completely  severed  from  the  cervix  by 
dividing  from  within  outward.  As  soon  as  the  division  is 
completed,    the   uterine   vessels   are   clamped   in  the  exposed 
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cellular  tissue,  and  the  detached  body  is  now  pulled  further 
out  and  the  round  ligament  clamped,  and  lastly  the  uterine 
€ornu.  In  this  way  one  quadrant  of  the  uterus  is  removed. 
The  body  of  the  uterus  on  the  opposite  side  is  next  removed 
in  like  manner.  Ligatures  are  then  applied  in  place  of  the 
clamps.  The  ovaries  and  tubes  are  removed  after  the  body  of 
the  uterus.  It  is,  as  a  rule,  much  easier  to  remove  the  ovaries 
and  tubes  in  this  way,  when  there  is  more  room  secured,  than 
to  take  them  out  with  the  body  of  the  uterus.  The  removal  of 
the  body  of  the  uterus  in  this  way  affords  so  much  room  that  it 
now  becomes  an  easy  matter  to  take  out  the  cervix  on  the  side 
which  is  least  implicated,  under  all  circumstances  giving  it  the 
widest  possible  berth,  and  keeping  the  rigid  catheterized  ureter 
under  touch  all  the  time  during  the  enucleation. 

The  steps  of  the  operation  as  thus  far  described,  which  have 
been  rapidly  and  easily  conducted,  may  be  looked  upon  as  more 
•or  less  preliminary ;  three-quarters  of  the  uterus  has  been 
removed,  and  the  remaining  quadrant,  that  half  of  the  cervix 
which  is  on  the  side  where  the  infiltration  of  the  broad  liga- 
ment is  most  marked,  now  remains  to  be  extirpated  also,  com- 
pleting the  operation. 

In  reality  so  important  is  this  last  step  that  the  operation 
may  at  this  point  be  looked  upon  as  only  having  just  begun. 
All  the  skill  of  the  operator  must  be  concentrated  upon  this 
step — upon  securing  the  most  thorough,  wide  extirpation  of 
this  remaining  piece.  In  order  to  do  this  as  effectively  as  pos- 
sible, the  extirpation  of  the  three  portions  indicated  has  afford- 
ed a  maximum  space,  and  the  operator  is  not  now  embarrassed 
by  the  presence  of  the  uterine  body  in  the  pelvis.  He  holds  in 
the  grasp  of  his  forceps  a  small  nodule,  one-half  of  the  cervix, 
and  his  desire  is  to  get  it  out  with  perfect  control  of  the  ves- 
sels, giving  it  the  widest  possible  berth.  This  may  be  done  in 
some  cases  by  ligature,  but  will  be  better  done  in  other  cases 
by  cautery  clamps  such  as  have  been  devised  by  Dr.  Skene,  of 
Brooklyn,  or  by  igniextirpation,  as  extensively  practised  by 
Mackenrodt,  of  Berlin.  If  the  ureter  lies  clearly  beyond  the 
■diseased  area  and  is  unaffected,  it  may  be  dissected  out  and 
left  intact;  in  many  of  these  cases,  however,  the  operator  must 
not  hesitate  a  moment  in  cutting  off  the  ureter  above  the  dis- 
eased area  and  proceeding  with  the  wide  enucleation  of  the 
nodule  as  if  the  ureter  did  not  exist.  After  the  enucleation  is 
over,  the  ureter  may  then  be  readily  turned  into  the  denuded 
bladder  and  stitched  there  (uretero-cysto-neostomy).  The 
anterior  and  posterior  peritoneal  surfaces  are  then  drawn  down 
and  attached  to  the  vagina,  and  are  again  sutured  together  in 
the  middle  line,  so  as  to  leave  but  two  small  openings  up  into 
the  pelvis,  which  are  loosely  stuffed  with  gauze. 

While  the  nine  cases  operated  upon  are  still  too  recent  to  be 
offered  in  evidence,  there  can  be  no  doubt  whatever  that  this 
plan  of  operating,  like  any  other  plan  which  gives  the  disease , 
a  wider  berth,  must  give  a  better  percentage  of  permanent 
recoveries. 
35 
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Vaginal    Hysterectomy   at    Term  for  Cancer;    Living 

Child. — Jordau  "  reports  a  case  of  "vaginal  Cesarean  sec- 
tion.'' The  woman  was  a  IXpara,  38  years  old,  at  full  term. 
A  cauliflower  tumor  originating  from  the  cervix  formed  a 
complete  obstruction  to  delivery  and  occupied  the  whole  vagi- 
na. Excochleation  of  the  cancerous  masses  and  opening  of 
the  anterior  and  posterior  utero-vaginal  fornix,  splitting  of  the 
cervix  both  anteriorly  and  posteriorly  beyond  the  internal  os, 
version  and  extraction  of  a  living  child,  removal  of  the  }  la- 
centa,  and  vaginal  hysterectomy,  completed  the  operation. 

Parovarian  Cyst. — Kleinwachter  '°  reports  a  case  of  par- 
ovarian cyst  in  a  multipara,  27  years  old,  who  about  eight  days 
post  partum  was  seized  with  fever  and  abdominal  pain.  The 
author  first  saw  the  case  three  and  one-half  months  later  and 
then  found  a  large,  fluctuating  abdominal  tumor  extending 
from  the  umbilicus  into  the  pelvis.  The  tumor,  which  con- 
tained a  clear  yellowish  fluid,  was  incised  and  drained  through 
the  vagina.  It  rapidly  decreased  in  size  and  the  patient  wa& 
discharged  five  weeks  later,  cured.  The  diagnosis  of  parova- 
rian cyst  was  made  from  the  character  of  the  fluid,  its  intra- 
ligamentous situation,  and  from  its  being  a  unilocular  cyst.  The 
case  shows  that  it  is  unnecessar}^  to  extirpate  these  cysts,  as 
incision  and  drainage  is  generally  sufficient. 

Cyst-adenoma  of  the  Breast. — Roloff "  reports  cases  of 
chronic  mastitis  and  cyst-adencma  mammae.  The  latter  are 
the  results  of  a  chronic  inflammation  and  should  not  be  classed 
as  true  tumors.  The  author,  however,  reports  two  cases  of 
chronic  mammary  inflammation  which  developed  into  cancer. 

Elephantiasis  Vulvae. — Lauvers  '^  describes  a  case  of  ele- 
phantiasis of  the  vulva  in  a  woman  35  years  old,  which  had 
existed  for  nearly  twenty-five  years  and  had  assumed  huge 
proportions.  The  labia  were  hanging  below  the  knees,  and 
walking  was  possible  only  with  the  legs  widely  separated. 
Lauvers  removed  the  whole  mass,  which  weighed  over  twenty- 
eight  pounds.     Recovery. 

Retroperitoneal  Sarcoma. — J.  Button  Steele,''  after  re- 
viewing the  literature,  comes  to  the  following  conclusions: 

1.  Retroperitoneal  sarcomata,  while  rare,  occur  with  suffi- 
cient frequency  to  warrant  more  attention  from  the  standpoint 
of  diagnosis  than  they  have  heretofore  received. 

2.  Etiology. — Males  appear  to  be  somewhat  more  predis- 
posed to  the  affection  than  females  (60  to  40  per  cent).  It 
usually  occurs  later  than  sarcoma  elsewhere. 

3.  Course. — Grows  quickly,  the  average  duration  being 
about  eight  months. 

4.  Pathology. — It  generally  originates  in  the  lumbar  region 
(57  per  cent).  The  next  most  frequent  place  is  about  the 
attachment  of  the  mesentery.  The  tumor  is  lobulated  and  is 
capsulated,  and  is  hard  and  firm  in  its  earher  stages,  but  is 
very  prone  to  degenerate.  Degenerative  processes  are  often- 
*efet  hemorrhagic  in  character,  but  may  be  puriform  or  myx- 
omatous.    In  a  third  of  the  cases  the  softening  progresses  to 
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such  a  degree  that  the  growth  assumes  a  cystic  character. 
Metastases  are  not  common;  when  they  do  occur  they  are 
oftenest  in  the  liver.  In  the  majority  of  cases  the  growth 
involves  the  intestines,  and  the  sottened  central  area  may  rup- 
ture into  the  gastro-intestinal  tract  or  the  peritoneal  cavity. 

5.  Symptomatology. — The  onset  is  insidious.  The  earliest 
manifestations  of  the  presence  of  such  a  growth  are  functional 
disturbances  in  the  digestive  tract.  The  first  symptoms  that 
are  at  all  characteristic  are  those  of  pressure  upon  the  lumbar 
sacral  nerves,  and  upon  the  venous  supply  of  the  lower  extrem- 
ities, manifested  by  neuralgic  pains  or  edema  of  the  feet  and 
legs.  The  symptoms  of  the  latter  are  cachexia  and  neural- 
gic pains  in  the  lumbar  region,  often  complete  or  incomplete 
obstruction  of  the  small  intestine,  and  interference  with  the 
various  organs  upon  which  the  growth  presses. 

6.  Physical  Signs. — In  the  earlier  stages  the  physical  exam- 
ination is  uncertain  and  difiicult;  in  the  middle  stages  the  colon 
is  pushed  up  and  lies  upon  the  anterior  surface  of  the  tumor. 
In  the  lateral  growths  the  small  intestine  is  pushed  to  the 
opposite  side  of  the  abdomen  and  lies  in  an  irregular  circle 
around  those  occupying  the  median  position.  This  arrange- 
ment of  the  bowel  is  very  characteristic  of  all  retroperitoneal 
growths.  The  tumor  may  fluctuate  and  may  move  with 
respiration  or  be  movable  by  palpation. 

7.  Diagnosis. — Beyond  determining  the  retroperitoneal 
nature  of  the  growth  and  its  malignant  character,  the  diagno- 
sis is  very  difficult.  The  pressure  symptoms  and  evidences  of 
intestinal  obstruction  are  the  most  valuable  differential  points. 
It  is  often  impossible  to  distinguish  the  growths  of  the  retro- 
peritoneal space  from  those  of  the  kidney  and  suprarenal  cap- 
sules by  physical  examination  alone.  The  difficulty  of  diagno- 
sis is,  of  course,  increased  in  the  latter  stages  of  the  disease, 
when  the  growth  fills  the  abdominal  cavity  more  or  less 
entirely,  when  it  may  simulate  almost  any  of  the  larger 
abdominal  tumors.  An  exploratory  incision  is  the  only  sure 
method  of  determining  the  position  and  character  of  tumors 
that  have  been  shown  to  be  situated  behind  the  peritoneum. 
Surgical  interference  offers  the  only  opportunity  for  prolong- 
ing the  patient's  life. 

Uterine  Fibroids  in  Sisters. — O.  Engstrom '"  has  observed 
530  cases  of  uterine  fibroids.  Among  these  two  or  three  sisters 
showed  such  lesions  in  13  families.  The  author  does  not  be- 
lieve that  this  is  accidental. 

Adenomyomata  of  the  Uterus. — The  main  points  in  an 
article  on  this  subject,  written  by  J.  C.  Hirst,'"  are  as  follows: 

1.  In  the  uterus  of  an  adult  were  found  embryonic  epithe- 
lial inclusions  from  the  mucous  membrane  of  the  uterine  body 
(Miiller's  duct),  situated  in  the  peripheral  subserous  layers  of 
the  myometrium. 

2.  Isolated  glands  and  cysts,  included  in  the  uterine  walls 
and  originating  from  the  mucous  membrane,  are  provided 
with  a  cystogenic  tissue  sheath,  but  not  invariably. 
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3.  This  cystogenic  tissue  is  found  accompanying  remains  of 
the  Wolffian  body  only  when  adenomatous  proliferation  is 
present  in  them;  and  this  applies  both  when  it  occurs  at  the 
normal  site  of  the  paroophoron  and  in  transposed  portions 
of  it. 

4.  Adenomata  with  glands  and  cysts  in  scattered  arrange- 
ment are  to  be  considered  as  from  the  mucous  membrane  as 
soon  as  they  are  provided  with  cj'stogenic  tissue  sheaths  around 
the  glands. 

5.  The  epithelial  ducts  in  the  uterine  and  tubal  wall,  which 
have  heretofore  been  characterized  as  aberrant  canals  from 
the  Wolffian  body,  have  not  been  proved  as  such  and  are  of 
uncharacteristic  anatomical  structure.  For  this  diagnosis  we 
must  have  specific  figures  of  the  paroophoron  or  connection 
with  Gaertner's  duct. 

6.  We  have  shown  that  the  formation  of  subserous  adeno- 
myomata  from  these  incorporated  glands  of  the  uterine 
mucous  membrane  is  possible. 

Surgical  Treatment  of  Complicated  Uterine  Fibroids. — 
It  is  now  four  years  and  a  half  since  Howard  Kelly  "  described 
a  new  method  of  performing  a  supravaginal  mj^omectomy  for 
fibroid  tumors  of  the  uterus.  This  new  method  of  enucleation 
was  by  means  of  a  continuous  incision  through  first  the  ovarian, 
then  the  uterine  vessels  of  one  side,  down  under  the  tumor, 
cutting  across  the  cervix,  and  catching  the  uterine  vessels  of 
the  opposite  side  as  they  are  exposed,  and  up  the  broad  liga- 
ment to  the  round  ligament,  and  last  of  all  the  corresponding 
ovarian  vessels.  By  means  of  this  rapid  plan  of  enucleation 
the  tumor  and  the  part  of  the  uterus  involved  with  it  are  rolled 
out  and  all  the  vessels  controlled  within  three  or  four  minutes. 
Complications  on  the  part  of  the  tubes  and  ovaries,  in  the  form 
of  adhesions,  hydrosalpinx,  and  pelvic  abscesses,  are  also  more 
easily  dealt  with  under  this  plan  of  enucleation  than  under  any 
other.  It  is  always  easier  to  attack  an  inflamed  tube  and  an 
ovary  from  the  front  of  the  broad  ligament  which  is  opened  up 
in  this  way,  than  to  attack  the  same  inflamed  structure  from 
the  posterior  part  of  the  pelvis  before  enucleating  the  tumor. 

The  large  experience  which  Kelly  has  gained  since  publish- 
ing the  above  paper  referred  to  has  only  served  to  confirm  his 
conviction  that  no  other  plan  of  operating  can  rival  this  one  in 
simplicity,  in  rapidity,  and  in  affording  complete  control  of 
the  complications  referred  to. 

While  this  plan  is  the  best  for  the  vast  majority  of  cases, 
occasionally  a  complicated  case  turns  up  in  which  it  can  only 
be  applied  with  difficulty.  Kelly  recalls  several  cases  which 
have  recently  passed  through  his  hands  where  neither  the  com- 
mon method  of  performing  hysteromyomectomy — that  of  tying 
down  on  both  sides  to  and  including  the  uterine  vessels,  and 
then  amputating  the  cervix — nor  his  own  method  of  the  con- 
tinuous transverse  incision  epitomized  above  could  be  applied 
without  great  difficulty  and  considerable  risk  to  the  patient. 

He  says:    The   first  case  in  which  I  found  it  necessary  to 
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make  a  radical  departure  in  the  method  of  enucleation  be- 
longed to  the  group  of  cervical  myomata.  In  this  instance 
there  was  no  cervix  to  be  felt  by  the  vagina,  and  on  opening 
the  abdomen  the  bladder  was  found  raised  half-way  up  the 
umbilicus  by  an  ovoid  tumor  choking  the  pelvis,  with  its  long 
axis  vertical.  The  body  of  the  uterus,  containing  a  few  small 
nodules,  sat  high  up  in  the  abdomen  above  the  umbilicus  like  a 
cap  on  top  of  this  tumor,  and  on  the  right  and  on  the  left  sides 
the  displaced  uterine  and  ovarian  vessels  were  spread  out  in  a 
network.  I  began  the  enucleation  by  trying  to  tie  off  these 
vessels  wherever  I  could  catch  them  on  the  left  side.  There 
was  a  great  deal  of  hemorrhage  from  the  surface  of  the  tumor, 
and  as  soon  as  I  commenced  to  detach  the  ligated  vessels  and 
to  push  them  down  the  hemorrhage  increased.  It  was  evident 
that  the  patient,  who  was  already  feeble  and  anemic,  could  not 
survive  the  operation  if  there  was  to  be  any  additional  con- 
siderable loss  of  blood.  I  then  at  once  resorted  to  the  follow- 
ing plan,  which  promptly  overcame  the  difficulty  and  speedily 
terminated  the  operation  without  further  loss  of  blood:  I  took 
two  long-jawed  pedicle  forceps  and  controlled  all  the  vessels  on 
each  side  of  the  uterus  on  top  of  the  tumor  by  thrusting  one  of 
the  open  jaws  of  the  forceps  through  the  capsule  of  the  tumor 
on  one  side  at  about  the  level  of  the  round  ligament  from  the 
front  of  the  broad  ligament  until  the  point  appeared  on  the 
posterior  surface  of  the  tumor  behind  the  broad  ligament;  I 
then  clamped  the  forceps  powerfully  down  on  the  uterine  and 
ovarian  vessels,  entirely  controlling  the  circulation.  Both 
sides  were  treated  in  this  way.  I  then  took  a  long-bladed 
knife,  and,  grasping  each  uterine  cornu  with  stout,  short- 
toothed  museau  forceps  and  pulling  in  opposite  directions,  I 
bisected  the  uterus  and  cut  on  down  into  the  tumor  as  far  as 
the  vesical  peritoneum,  which  was  freed  and  pushed  down, 
when  the  tumor  was  completely  bisected.  The  next  steps 
were  the  enucleation  of  the  left  and  the  right  halves  of  the 
tumor.  Grasping  the  left  half  of  the  tumor  at  a  convenient 
point  and  pulling  it  away  from  its  bed  with  a  pair  of  museau 
forceps,  it  was  rapidly  enucleated  from  its  uterine  bed  by 
means  of  a  blunt  crenated  spatula,  which  I  always  use  in  the 
enucleation  of  myomata.  The  right  half  was  then  enucleated 
in  the  same  way.  All  these  steps  were  carried  out  without  a 
particle  of  hemorrhage,  in  remarkable  contrast  to  the  begin- 
ning of  the  operation.  With  the  enucleation  of  the  large  cer- 
vical tumor  the  tissues  surrounding  it  collapsed,  and  the 
uterine  artery  was  easily  reached  and  tied  at  a  selected  point 
below  the  body  of  the  uterus,  and  all  the  difficulties  of  the 
situation  vanished  and  the  case  became  a  simple  one.  The 
two  halves  of  the  uterus  were  enucleated  separately  and  the 
bed  of  the  tumor  closed  by  buried  sutures,  and  the  vesical  peri- 
toneum drawn  over  and  attached  to  the  posterior  peritoneum 
concealing  the  wound,  and  the  operation  finished.  The  enu- 
cleation of  the  bisected  uterine  body  may  be  done  after  the 
removal  of  the  tumor  in  one  of  two  ways — either  by  tying  the 
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ovarian  vessels,  now  easily  reached,  and  the  round  ligaments, 
and  lastly  the  uterine  vessels,  and  then  amputating,  or  by 
severing  tirst  one  then  the  other  lialf  of  the  uterus  from  the 
cervix  below,  cutting  from  within  outward,  from  the  centre  of 
the  cervix  toward  the  broad  ligament,  and  so  exposing  and 
catching  the  uterine  vessels,  after  which  they  are  divided  and 
each  half  is  pulled  up  in  turn  by  its  cervical  extremitj'^  and  the 
round  ligaments  of  the  ovarian  vessels  tied  in  order.  The 
direction  of  the  enucleation  in  this  case  is  from  below  up,  the 
reverse  of  the  direction  ordinarily  taken;  the  extirpation  in 
this  way  is  facilitated  by  the  sagittal  bisection  of  the  uterus. 
The  patient  made  an  excellent,  uninterrupted  recovery  and 
has  returned  to  her  home  and  duties  in  the  country. 

I  would  urge  this  plan  of  dealing  with  fibroid  tumors  of 
large  size  occupjnng  the  lower  uterine  segment,  and  elevating 
the  uterine  as  well  as  the  ovarian  vessels,  and  choking  the  pel- 
vis: iu  these  cases  the  vessels  cannot  be  tied  in  mass,  but 
require  numerous  separate  ligatures,  and  the  operator  is  con- 
stantly embarrassed  by  hemorrhage  if  the  ordinary  plan  is 
pursued. 

A  case  in  which  a  still  different  plan  of  operating  was  found 
necessary  was  that  of  a  fibroid  tumor  filling  the  pelvis  and 
reaching  as  high  as  the  umbilicus.  The  patient,  when  put  on 
the  table,  had  a  rapid,  small  pulse  which  speedily  ran  up  to  140. 

I  opened  the  abdomen,  and,  after  releasing  some  omental 
adhesions,  found  the  large  tumor  firmly  fixed  in  front  of  the 
vertebral  column  behind  the  umbilicus  by  extensive  dense  ad- 
hesions. The  colon  was  so  intimately  attached  to  it  that  it 
soon  became  evident,  as  I  tried  to  detach  it,  that  a  continued 
dissection  \vould  necessitate  an  extensive  resection  of  the 
bowel.  I  then  resorted  to  a  plan  successfully  adopted  in  a 
previous  case,  that  of  leaving  a  thin  layer  of  the  tumor  upon 
the  bowel — that  is,  of  sacrificing  the  tumor  for  the  sake  of  the 
bowel.  As  soon,  however,  as  I  cut  into  the  tumor  it  began  to 
bleed  freely,  and  I  did  not  dare  to  go  ahead  on  account  of  the 
condition  of  the  patient.  I  then  turned  to  the  lower  pelvic 
pole  of  the  tumor,  hoping  to  be  able  to  free  it  by  tying  off  the 
vessels  from  above  downward  and  amputating  the  cervix:  I 
found  it  attached  to  the  whole  anterior  surface  of  the  uterus 
above  the  cervix,  pushing  the  fundus  of  the  uterus  down  to 
the  pelvic  floor  out  of  reach.  I  was  able  to  place  two  clamps 
on  the  tops  of  the  broad  ligaments,  controlling  the  ovarian 
vessels,  but  this  was  not  a  necessary  step  in  the  following  pro- 
cedure then  adopted,  which  met  the  complications  in  a  satis- 
factory manner.  The  cervix,  which  could  be  felt  at  the  vesical 
reflexion,  was  caught  by  stout,  short-toothed  museau  forceps 
and  pulled  up  within  reach ;  the  vesical  peritoneum  was  de- 
tached and  pulled  down,  exposing  more  of  the  cervix,  which 
was  caught  with  a  second  pair  of  forceps.  A  knife  was  then 
plunged  through  the  cervix  in  an  antero-posterior  direction 
between  the  two  pairs  of  forceps,  and  the  cervix  was  cau- 
tiously divided  from  side  to  side  (that  is  to  say,  coronally  or 
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transversely)  by  pulling  the  divided  cervix  apart.  The  cellu- 
lar tissue  to  the  left  of  the  cervix  was  first  exposed,  and  the 
uterine  vessels,  not  yet  seen,  clamped  with  a  short,  stout  for- 
ceps; the  uterine  vessels  on  the  right  side  were  next  controlled 
in  the  same  way. 

When  these  important  vascular  trunks  were  thus  secured, 
the  upper  forceps  was  forcibly  used  to  drag  up  the  tumor  and 
uterine  body,  rotating  them  on  a  transverse  axis,  exposing 
first  the  round  ligaments  and  then  the  ovarian  vessels  of  the 
left  and  the  right  sides,  respectively;  these  structures  were 
clamped  and  the  whole  mass  disconnected  from  its  pelvic  at- 
tachments. The  tumor  now  only  remained  adherent  by  the 
dense  adhesions  at  its  upper  pole.  The  next  step  was  the  rup- 
ture of  an  enormous  abscess  h^ing  behind  it  and  extending  from 
the  centre  of  the  tumor  into  a  sac  bordered  posteriori}^  by  the 
lumbar  vertebrae  and  above  by  the  mesocolon  and  discharging 
through  a  large  opening  into  the  transverse  colon.  The  tumor 
now  rolled  out,  being  enucleated  from  behind  forward  without 
added  injury  of  the  bowel,  other  than  was  rendered  necessary 
by  the  opening  into  its  lumen.  The  contaminated  abdominal 
cavity  and  the  abscess  cavity,  containing  at  least  a  litre  of 
thick  yellow  pus,  were  cleansed,  the  opening  in  the  bowel 
sutured,  and  the  long  abdominal  wound  closed,  leaving  a  large 
iodoform  gauze  drain  about  the  umbilicus  into  the  remainder 
of  the  sac  under  the  colon. 

The  patient  has  made  an  excellent  recovery,  with  a  small, 
rapidly-closing  fistulous  track. 

This  type  of  operation  is,  I  think,  the  very  best  that  can  be 
adopted  for  those  cases  in  which  there  are  dense  adhesions  to 
the  upper  pole  of  the  tumor  which  cannot  be  dealt  with  with- 
out great  risk  by  attacking  them  in  a  direction  from  before 
backward. 

I  have  tried  the  first  plan  of  operating,  by  bisecting  the 
fibroid  uterus,  in  eight  cases  in  all;  it  has  so  happened  that 
several  complicated  cases  of  tumor  developed  in  the  cervical 
region  have  recently  come  into  my  hands.  In  the  other  cases 
I  simply  made  the  enucleation  in  this  fashion  in  order  to 
demonstrate  its  feasibility.  The  continuous  transverse  inci- 
sion must  always  remain  the  operation  of  elective  choice. 

The  second  plan  of  operation  has  been  followed  in  but  one 
case. 

Congenital  Cystic  Degeneration  of  Glandular  Organs. — 
In  a  paper  on  this  subject  A.  Couvelaire^^  states  that  such 
degeneration  may  be  present  in  all  glandular  organs,  but 
affects  most  often  the  liver  and  the  kidneys.  In  the  kidneys 
the  cysts  are  easily  visible;  in  the  liver  they  are  often  micro- 
scopic, the  only  obvious  change  being  a  hypertrophy.  Labor  is 
usually  premature,  and  if  the  cystic  masses  are  large,  dystocia 
may  be  caused.  The  fetus  sometimes  dies  from  asphyxia  on 
account  of  the  mechanical  interference  with  the  movements 
of  the  diaphragm.  Congenital  deformities  are  frequently 
associated   with  cystic   degeneration.      Several  children  in  a 
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family  are  often  affected  with  such  cystic  disease.  The  occur- 
rence of  this  degeneration  in  both  liver  and  kidneys  indicates, 
not  metastasis,  but  a  similar  process  in  these  organs.  This 
process  consists  in  an  exuberant  but  systematized  production 
of  epithelial  cells  lining  the  excretorj'  canals  of  the  glands, 
and  in  a  corresponding  proliferation  of  the  connective  tissue 
surrounding  these  cells. 

Calcium  Chloride  as  a  Hemostatic. — J.  G.  Hagadorn  " 
advocates  the  use  of  calcium  chloride  to  stop  hemorrhage 
occurring  at  the  time  of  menopause.  He  has  used  it  in  two 
cases  with  good  results. 

Ovariotomy  per  Anum. — Peters'  reports  a  case  of  prolapse 
of  the  rectum  and  a  large  ovarian  cyst  in  a  patient  37  years 
old  whose  general  condition  was  extremely  bad.  The  opera- 
tion consisted  in  a  liberal  opening  of  Douglas'  cul-de-sac  and 
temporary  ligation  of  the  rectum.  The  tumor,  which  was  a 
unilocular  cj^st-adenoma,  was  pulled  down  and  removed.  The 
removal  of  the  prolapse  completed  the  operation.  The  recov- 
ery was  smooth  and  without  a  rise  of  temperature. 

Pyosalpinx  removed  during  Early  Puerperium. — R. 
Milne  Murray  '■'  reports  a  case  in  which  he  removed  a  pyosal- 
pinx and  ovary  by  laparatomy  in  the  second  day  of  puerperium. 
The  patient  made  a  good  recovery. 

Torsion  of  Salpingitis. — F.  Legueu "  has  observed  this 
accident  in  three  cases.  One  of  the  two  which  form  the  basis 
of  his  paper  occurred  in  a  woman  33  years  old,  previously 
healthy.  She  had  had  three  children,  the  last  five  years  before. 
The  day  before  admission  to  the  Broca  Hospital  her  menstrua- 
tion appeared  as  usual,  but  accompanied  by  severe  abdominal 
pain,  especially  on  the  right  side.  The  pain  increased;  was 
accompanied  by  vomiting  of  stomach  contents,  then  of  bile; 
menstruation  became  profuse  and  her  temperature  rose  to  102°. 
An  ill-defined,  tender  tumor  was  felt  to  the  right  of  the  umbili- 
cus, its  upper  border  being  curved,  its  lower  portion  extending 
into  the  pelvic  cavity.  By  vaginal  examination  it  was  found 
that  this  tumor  was  independent  of  the  uterus.  All  symp- 
toms subsided  and  no  operation  was  performed  until  the  sixth 
day.  At  that  time  it  was  found  that  the  tumor  was  not  an 
ovarian  cyst,  but  a  hydrosalpinx  which  had  undergone  a  half- 
turn  upon  its  pedicle.  Recovery  followed  its  removal.  In  the 
other  case  the  pedicle  was  twisted  one  and  a  half  times,  yet  no 
evidences  of  interference  with  circulation  were  found.  The 
patient  had  merely  experienced  sharp  pain  in  the  right  side  of 
the  abdomen,  low  down,  for  two  years  during  menstruation. 

Intestinal  Obstruction  due  to  Persistent  Meckel's  Di- 
verticulum.— C.  A.  Morton  '*  reports  a  case  of  intestinal 
obstruction  due  to  a  persistent  Meckel's  diverticulum.  The 
diverticulum  passed  from  its  usual  origin  on  the  ileum  to  the 
umbilicus;  it  began  as  a  funnel-shaped  projection  from  the 
ileum  of  an  inch  and  a  half  in  length,  and  terminated  in  a 
round  cord  attached  to  the  umbilicus.  The  symptoms  of 
which  this  patient  complained  were  more  like  those  of  appen- 
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dicitis,  except  that  the  abdominal  distension  and  evidently 
serious  condition  made  one  think  that  if  it  had  been  an  appen- 
dicitis it  had  become  complicated  with  a  general  peritonitis. 
The  patient's  condition  was  such  that  it  was  clear  that  an  im- 
mediate operation  should  be  done.  On  opening  the  abdomen 
it  was  found  that  a  loop  of  the  small  intestine  had  become 
strangulated  under  the  diverticulum;  this  was  freed  while 
examining  the  gut.  The  diverticulum  was  removed  and  the 
patient  made  an  uneventful  recovery. 

Intestinal  Obstruction  after  Intra-abdominal  Opera- 
tions.— Lauwers*^  has  seen  G  such  cases,  4  of  which  he  reports. 
He  remarks  that  in  operating  upon  such  cases  the  gynecolo- 
gist should  not  go  ia  search  of  the  cecum,  to  determine  whether 
it  is  empty  or  distended,  but  should  look  at  once  at  the  site  of 
the  previous  operation,  where  the  cause  of  obstruction  will  be 
found. 

Treatment  of  Amenorrhea. — P.  J.  Henrotay  *'  suggests 
the  use  of  a  mixture  of  glycero-phosphate  of  iron  in  normal 
salt  solution  by  hypodermatoclysis  in  cases  of  amenorrhea  in 
anemic  subjects.  He  has  tried  the  method  successfully  in 
one  case. 

Castration  for  Absence  of  Vagina  and  Rudimentary 
Uterus. — Eberlein  ^  publishes  a  case  under  the  above  title. 
The  woman,  23  years  old,  married  five  years,  had  suffered  since 
her  eighteenth  year  from  vicarious  menstruation,  manifest- 
ing itself  by  periodical  nose-bleeding  and  other  discomforts. 
There  was  complete  absence  of  vagina  and  inability  to  cohabi- 
tate.  The  rudimentary  uterus  was  about  the  size  of  a  walnut. 
Extirpation  of  uterus  and  adnexa  resulted  in  complete  cure. 

Atresia  Vaginae, — W.  E.  Fothergill'"  reports  a  case  of 
congenital  atresia.  The  patient  had  had  pelvic  pain  and  dis- 
comfort once  a  month.  The  external  genitals  are  normal; 
there  is  no  visible  or  palpable  opening  in  the  hymen.  On  rec- 
tal examination  a  firm  body  can  be  felt  having  the  position, 
form,  and  size  of  the  cervix  uteri.  Careful  examination  failed 
to  reveal  the  presence  of  a  uterine  body,  tubes,  or  ovaries. 
The  presence  of  ovaries  may,  however,  be  surmised  from  some 
of  the  details  mentioned  above  and  from  the  fact  that  the 
patient  is  engaged  to  be  married. 

Retention  of  Menstrual  Blood  from  Atresia  of  the  Va- 
gina.— C.  J.  Cullingworth  ^°  reports  four  cases  of  retention  of 
menstrual  blood.  In  the  first  instance  the  woman  was  21 
years  old  and  had  never  had  any  menstrual  discbarge.  Since 
her  twentieth  year  she  had  been  troubled  with  "  bearing- down 
pains,"  lasting  five  or  six  days,  at  each  menstrual  period,  and 
from  an  abdominal  tumor  which  was  gradually  increasing  in 
size.  On  examination  there  was  found  an  exceedingly  tense 
membrane  between  the  labia  minora.  This  membrane  was 
incised  and  three  pints  of  altered  blood  came  away. 

The  second  case  was  that  of  an  imbecile  14  years  old.  In 
this  instance  the  stoppage  was  due  to  a  plane  of  tissue  extend- 
ing across  the  lower  part  of  the  vagina.     After  this  tissue  had 
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been  incised  and  the  retained  blood  removed,  an  attempt  was 
made  to  keep  the  vac:ina  open  by  glass  plugs. 

The  third  case  was  that  of  a  girl,  '^0  years  old,  who  had  never 
had  any  trouble  except  amenorrhea  from  atresia.  In  this  case 
the  atresia  was  just  above  the  hymen. 

The  last  case,  that  of  a  girl  aged  :.'0  years,  had  complained  of 
severe  pains  at  each  menstrual  period  since  she  was  15.  In 
this  case  the  atresia  was  at  tlie  os  internum. 

The  Influence  of  Menstruation  upon  the  Functions  of 
the  Stomach. — According  to  Kuttner'"  menstruation  reduces 
the  secretion  of  HCl,  and  at  times  may  cause  complete  an- 
acidity  of  the  gastric  juice.  Eisner  investigated  this  statement 
in  14  cases,  with  the  following  results:  in  5  cases  no  change; 
in  3  cases  subacidity;  in  6  cases  hyperacidity.  Normal  men- 
struation does  not  alter  the  secretion  of  HCl.  Excessive  men- 
struation is  accompanied  by  hyperacidity  from  an  increased 
irritability  of  the  central  nervous  system.  Menorrhagia  may 
result  in  subacidity.  The  motor  functions  of  the  stomach  are 
not  affected  by  menstruation. 

Hydrogen  Peroxide  for  Uterine  Hemorrhage— Platon" 
advocates  the  use  of  intrauterine  injections  of  hydrogen  perox- 
ide for  uterine  hemorrhages.  He  cites  two  illustrative  cases  in 
which  he  obtained  very  favorable  results.  The  first  was  a  case 
of  hemorrhagic  metritis  which  had  yielded  very  slowly  to 
treatment,  and  the  patient  was  anxious  for  a  speedy  cure,  which 
was  obtained  by  this  method.  The  second,  an  instance  of 
metrorrhagia  at  the  approach  of  the  menopause,  was  cured  by 
three  applications,  although  ergot,  hot  vaginal  douches,  and 
tamponing  with  perchloride  of  iron  had  failed. 

Stypticin. — According  to  Falk"'  the  action  of  stypticin  is 
due  neither  to  its  causing  uterine  contraction  nor  constriction  of 
the  blood  vessels.  The  drug  controls  hemorrhage  through  its 
sedative  effect  upon  the  circulation  and  the  heart.  It  retards 
the  heart's  action  and  decreases  the  force  of  the  blood  current. 
Stypticin  is  useful  in  monorrhagia  without  pathological 
changes,  in  anemic  young  women,  and  during  the  climacteric 
period.  In  myomata,  endometritis,  and  disease  of  the  adnexa 
the  drug  is  rarely  of  benefit.  Subcutaneous  injections  are 
more  efficacious  than  internal  administrations. 

Endometritis  Dolorosa. — Sneguireff  "  reports  some  inte- 
resting cases  of  this  not  very  rare  disease,  which  usually  con- 
sists of  pathological  changes  in  the  mucous  membrane  of  the 
fundus  near  the  Fallopian  tubes  or  surrounding  the  internal 
OS.  The  points  of  pain  are  pathognomonic;  these  correspond 
to  the  first  and  second  nerve  roots  arising  from  the  lumbar 
plexus,  the  plexus  hypogastricus  Solaris  and  renalis.  The 
prognosis  is  usually  good  and  the  treatment  effective.  The 
therapy  consists  in  the  application  of  leeches  to  the  coccygeal 
region,  dilatation,  uterine  tamponade  and  curettement. 

Uterine  Tuberculosis. — Frank  ^°  was  consulted  by  a  vir- 
gin, 21  years  old,  who  asked  his  advice  because  of  irregular 
menstruation.     A  pelvic  examination  revealed  a  new  growth 
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situated  upon  the  cervix  and  strikingly  resembling  a  cancroid. 
The  growth  had  caused  no  symptom  or  discomfort,  and  the 
patient  was  not  aware  of  its  presence.  Microscopical  exam- 
ination of  an  excised  piece  showed  it  to  be  tubercular  in  char- 
acter. The  uterus  and  adnexa  were  apparently  normal  and 
not  involved,  therefore  only  the  cervix  was  removed.  The 
amputated  cervix  contained  numerous  tubercles,  but  neither 
bacilli  nor  cheesy  degeneration  were  found.  As  the  patient 
had  tuberculous  deposits  in  other  parts  of  the  body,  the  case 
was  probably  not  a  primary  tuberculosis  of  the  uterus. 

Ureteral  Calculus. — Howard  A.  Kelly"  reports  a  case  of 
ureteral  calculus  which  has  the  following  points  of  interest: 
The  exact  location  and  size  of  a  small  stone  lodged  in  the 
ureter  behind  the  vesical  orifice  were  determined  by  vaginal 
palpation.  The  patient,  having  emptied  her  bladder,  was 
placed  in  the  dorsal  position,  and  the  ureter  was  cocainized  by 
injecting  about  six  cubic  centimetres  of  the  one  per  cent  cocaine 
solution  directly  into  the  ureter  and  into  the  surrounding  tis- 
sues by  means  of  the  long  hypodermatic  needle  thrust  through 
the  vaginal  wall  into  the  tender  spot  felt  per  vaginam.  It 
would  easily  be  possible,  using  cocaine  in  this  way,  to  cut  into 
the  ureter  through  the  vagina  and  remove  a  stone  and  sew  up 
the  wound  without  resorting  to  general  anesthesia.  The  inte- 
rior of  the  ureter  may  be  readily  anesthetized  by  injecting 
eucaine  into  it  by  means  of  a  long,  slender  nozzle  attached  to  a 
small  syringe.  In  this  case  a  wax-tipped  bougie  demonstrated 
the  presence  of  a  calculus  in  the  ureter  for  the  first  time.  The 
catheter  was  passed  up  to  the  renal  pelvis,  and  sixteen  cubic 
centimetres  of  urine  escaped,  showing  the  presence  of  a  hydro- 
nephrosis of  a  low  grade.  It  also  broke  off  a  small  portion  of 
the  stone.  By  means  of  the  ureteral  dilator  the  orifice  was 
enlarged  to  the  exact  size  of  the  stone,  which  was  thus  enabled 
to  escape  within  twenty-four  hours.  Kelly  states  that  he 
is  not  aware  that  a  ureteral  calculus  has  ever  been  assisted  to 
escape  in  this  way  before.  The  honeycombed  structure  of  the 
stone  in  this  case  suggests  the  possibility  of  crushing  it  by 
making  pressure  through  the  vaginal  walls.  The  wax-tipped 
catheters  are  ordinary  renal  catheters,  the  points  of  which  are 
dipped  into  melted  dental  wax  and  olive  oil,  2:1.  A  little 
drop  clings  to  the  end  of  the  catheter  and  cools  with  a  glisten- 
ing, unbroken  surface  which,  examined  by  the  lens,  is  found 
perfectly  smooth  throughout.  By  coating  the  catheter  with 
wax  at  intervals  from  the  tip  down,  it  would  be  possible  to 
determine  the  exact  location  of  the  calculus,  and  so  avoid  in- 
troducing a  catheter  several  times  to  locate  the  stone. 

Abnormal  Ureters. — Benkiser '"  observed  a  case  in  which  a 
ureter  terminated  externally  below  the  orifice  of  the  urethra. 
In  another  case  the  patient  presented  a  small  urinary  fistula 
immediately  below  the  urethra.  A  careful  examination 
showed  that  the  woman  possessed  a  supernumerary  ureter 
coming  from  the  left  kidney,  while  the  other  two  ureters  were 
normally  implanted.      The  abnormal   organ   was  obliterated 
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through  a  uretero-cystotomy  and  the  incontinence  was  cured. 
The  author  reports  26  cases  out  of  the  current  Hterature. 
Twelve  were  operated  and  nine  cured. 

Olshauseu  "  also  reports  two  cases  with  abnormal  ureters. 
One  was  a  girl  10  years  old,  who  since  birth  was  affected  with 
incontinence  of  urine.  In  this  case  the  ureter,  instead  of  ter- 
minating in  the  bladder,  opened  adjacent  to  the  urethral  ori- 
fice. Olshausen's  second  case  had  a  third  ureter,  which  also 
terminated  near  the  urethral  orifice,  and  greatly  annoyed  the 
patient,  a  girl  15  years  old,  by  the  continuous  discharge  of 
urine.  After  five  operations  the  opening  was  successfully 
closed  and  the  patient  continued  well. 

Thiol  in  Female  Diseases. — Zander "  publishes  the  results 
obtained  from  the  employment  of  thiol  in  Kossmann's  clinic. 
The  remedy  was  used  in  100  cases  of  inflammatory  conditions 
of  the  genital  tract,  in  simple  hyperemia  and  peritoneal  irrita- 
tion. It  was  used  in  the  form  of  thiol  liquidum  and  thiol 
glycerin.  The  latter  consists  of  thiol  siccatum  12  parts,  glycerin 
88  parts.  Cotton  tampons  thoroughly  impregnated  with  thiol 
were  left  in  position  for  three  days.  The  drug  has  the  advan- 
tages over  ichthyol  that  it  is  almost  free  from  odor  and  its 
stains  are  easily  removed  from  linen. 

Uterine  Atrophy  after  Castration. — Beuttner"  and  Jentzer 
publish  a  series  of  interesting  investigations  on  14  castrated 
cows,  13  rabbits,  and  4  dogs.  In  every  case  marked  atrophy 
of  the  uterus  was  found.  The  administration  of  ovarian 
extract  had  no  influence  upon  the  resulting  atrophy. 

The  Toxin  of  the  Gonococcus. — V.  J.  Maslovsky"  has 
conducted  a  series  of  experiments  with  gonococci  and  the 
toxin  of  the  gonococcus  in  regard  to  their  action  upon  the  peri- 
toneum and  uterine  mucosa.  As  a  result  of  these  researches 
he  concludes  that  the  effect  of  cultures  of  the  gonococcus  upon 
the  animal  organism  is  due,  not  to  the  development  of  the 
gonococcus,  but  to  the  influence  of  a  toxin  which  it  produces. 
This  toxin  causes  a  general  and  a  local  reaction.  The  general 
reaction  is  shown  by  a  rise  of  temperature,  a  loss  of  weight, 
and  sometimes  death  of  the  animal.  The  local  action — inflam- 
mation and  suppuration — occurs  in  subcutaneous  cellular  tissue, 
as  well  as  in  the  anterior  chamber  of  the  eye.  the  peritoneum, 
and  the  uterine  mucosa.  This  action  of  the  toxin  may  explain 
the  increase  in  size  of  a  pyosalpinx,  the  pus  within  being  ster- 
ile. The  gonorrheal  infection  takes  place;  the  ends  of  the  tube 
become  closed;  the  gonococci,  after  causing  suppuration,  are 
carried  off  by  leucocytes  or  die,  forming  toxins.  This  toxin 
in  the  tube  continues  to  cause  formation  of  pus,  although  liv- 
ing germs  are  absent.  It  may  also  cause  localized  peritonitis 
about  the  tube. 

Cystocele  of  the  Linea  Alba. — The  case  reported  by  Garu- 
lanos''  is  unique  in  medical  literature.  A  hernial  sac,  situated 
immediately  above  the  symphysis,  contained  a  diverticulum 
of  the  bladder.  A  congenital  weakness  of  the  linea  alba  and 
repeated  pregnancies  in  quick  succession  were  given  as  the 
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immediate  causes  of  this  rare  phenomenon.  When  seen  the 
patient  had  marked  symptoms  of  strangulation.  Extirpation 
of  the  diverticulum  resulted  in  complete  cure. 

The  Curative  Influence  of  Marriage  upon  Hysteria  and 
Anemia. — According  to  Meinert,"  hysteria  is  a  disease  of  the 
mind,  and  the  advice  of  marriage  might  well  be  compared  to 
the  recommendation  of  a  private  sanitarium,  and  much  de- 
pends on  whether  the  patient  is  properly  or  improperly  treated. 
While  in  former  years  doctors  were  positive  of  the  curative 
effect  of  marriage,  most  are  now  quite  sceptical.  It  is,  how- 
ever, a  fact  that  while  many  become  worse,  a  considerable 
number  are  and  remain  cured.  In  anemia  the  prognosis  de- 
pends upon  pregnancy;  in  other  words,  patients  improve  when 
they  conceive,  or,  as  Meinert  aptly  states,  "  with  the  growth 
of  her  waisb  measure."  The  enlarging  uterus  pushes  the  in- 
testines upward,  widens  the  aperture  of  the  thorax,  and  thus 
cures  the  chlorotic  entero ptosis.  It  is,  however,  most  import- 
ant that  the  increase  thus  gained  is  permanently  retained  and 
not  lost  through  tight  lacing  and  close-fitting  garments  or 
waist  bands. 
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DISEASES   OF  CHILDREN. 

Athletics  in  Public  Schools. — J.  Gardner  Smith  '  writes 
that  the  tendency  in  schools  is  toward  too  much  mental  strain 
and  nervous  concentration  and  not  enough  pure  recreation  and 
relaxation.  Physical  work  at  least  should  aim  primarily  at 
the  improvement  of  the  health  and  functional  activity  of  the 
body.  Physical  training  wisely  regulated  tends  to  the  devel- 
opment of  character.     It  has  been  suggested  that  the  hour  from 
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3  to  4  each  day  be  given  for  gymnastic  exercise  under  the  su- 
pervision of  special  instructors.  Gymnasia  should  be  in  the 
upper  part  of  the  building  and  perfectly  ventilated.  Teachers 
should  know  more  of  physiology  and  be  able  to  teach  gymnas- 
tic and  athletic  exercises,  under  careful  supervision,  more  intel- 
ligently than  at  present.  The  exercises  should  be  so  varied  as 
to  interest  the  pupil  iu  such  a  way  that  he  will  look  upon  them 
as  a  pleasure  and  recreation. 

Alveolar  Catarrh  in  Children. — J.  C.  Gittings^  and  Charles 
H.  Judson  report  5  cases  seen  at  the  Children's  Hospital  Dis- 
pensar}",  Philadelphia.  Thej'  were  among  the  cases  of  pneumo- 
nia, and  seemed  to  differ  from  simple  bronchitis  on  the  one  band 
and  broncho-pneumonia  on  the  other.  They  were  all  "walk- 
ing "  cases.  The  process  was  essentially  subacute,  running  a 
course  of  from  six  to  eight  weeks.  In  three  of  these  cas-es — 
although  one  was  complicated  by  general  bronchitis  and  two  by 
congestion  of  the  lobes — the  apices  presented  signs  of  alveolar 
catarrh  which  persisted  long  after  the  more  acute  procestes  in 
other  parts  of  the  lung  had  disappeared,  and  was  still  accom- 
panied by  slight  fever,  anorexia,  and  other  constitutional  symp- 
toms. In  the  remaining  2  cases  the  process  was  subacute  from 
the  start.  On  the  other  hand,  these  cases  differed  from  tuber- 
cular infection  in  the  absence  of  hemoptysis,  night  sweats,  and 
marked  wasting,  and  in  their  ultimate  recovery  within  a  short 
time  without  the  benefits  of  improved  hygienic  or  climatic  con- 
ditions. The  authors  wish  to  emphasize  the  fact  that  the  clini- 
cal signs  of  alveolar  catarrh  might  be  readily  overlooked  unless 
careful  exploration  of  the  Inngs  were  made  in  every  case. 

Benefits  of  Medical  School  Inspection. — Henry  Graham 
MacAdam  '  believes  that  though  the  direct  object  of  medical 
school  inspection  is  the  prevention  of  the  spread  of  disease,  the 
ultimate  effect  will  be  to  prevent  the  origination  of  disease 
through  education  of  the  mass  of  the  people.  The  parents  will 
become  alive  to  the  importance  of  hygiene — of  pure  air,  good 
water,  cleanly  surroundings,  and  cleanly  habits.  In  this  way, 
ultimately,  we  raise  the  standard  of  health  in  the  entire  com- 
munity by  instruction  of  the  people  in  the  modes  of  right  living. 

Cardiac  Diseases  in  Infancy  and  Childhood. — John  Za- 
horsky '  believes  that  diseases  of  the  heart  are  often  overlooked 
and  the  symptoms  attributed  to  other  causes.  Pain  in  the 
precordial  region  is  not  uncommon  in  heart  disease  in  children, 
but  maj''  occur  with  other  ailments,  especially  in  amygdalitis. 
At  times  the  pain  in  endocarditis  is  encountered  in  the  epigas- 
trium. On  rare  occasions  the  pain  is  agonizing  and  is  accom- 
panied with  anxiety,  as  in  angina  pectoris.  A  pericarditis 
with  effusion  can  give  rise  to  a  diagnosis  of  tuberculosis,  since 
the  distended  pericardium  causes  dulness  on  percussion  posteri- 
orly, and  the  compression  of  the  lung  produces  a  condition  that 
simulates  consolidation.  The  sign  of  Pins — the  disappearance 
of  signs  of  consolidation  when  the  patient  is  put  in  the  knee- 
chest  position — is  valuable  in  the  differential  diagnosis.  Ane- 
mic murmurs  are  uncommon  in  childhood,  but  occasionally  are 


BRIEF   OF   CURRENT   LITERATURE.  559 

found.  In  many  cases  it  is  extremely  difficult  to  tell  whether  a 
given  murmur  is  due  to  anemia  or  to  an  organic  change.  It  is 
wisest  to  doubt  the  existence  of  an  accidental  murmur,  unless 
marked  anemia  is  present.  Malnutrition  in  young  children  fre- 
quently depends  upon  chronic  valvular  disease,  and  in  all  forms 
of  malnutrition  the  heart  should  be  repeatedly  examined  as  to 
its  outline  and  activity.  Various  erythematous  eruptions  are 
frequenth'  associated  with  disease  of  the  heart.  The  purpuric 
spots  of  malignant  endocarditis  are  instances  of  skin  lesions. 
In  severe  mitral  disease  the  excessive  breadth  of  the  base  of 
the  heart  is  readily  made  out,  and  indicates  hypertrophy  and 
dilatation  of  the  left  auricle.  This  is  a  valuable  sign  and  is 
usually  overlooked  in  physical  examinations.  Disease  of  the 
aortic  valves  is  more  rare  in  childhood.  Visible  pulsation  in  a 
child  or  infant,  unless  the  emaciation  is  extreme,  is  indicative 
of  hypertrophy.  The  accentuated  second  sound  is  unreliable 
in  infants,  but  in  older  children  becomes  more  important.  It  is 
difficult  to  determine  enlargement  of  the  heart  in  these  patients; 
on  account  of  the  varying  obliquity,  the  breadth  of  cardiac  rel- 
ative dulness  is  very  unreliable.  Brunton  draws  attention  to 
the  common  error  of  diagnosing  malaria  for  endocarditis,  and 
adds  that  "  if  you  find  a  temperature  which  runs  a  course  very 
much  like  quotidian  ague,  in  a  case  where  you  can  find  no 
malaria  and  where  you  can  find  no  evidence  of  suppuration,  it 
is  very  likely  to  be  endocarditis." 

Cerebellar  Disease  in  Early  Childhood.  Symptomatology 
of. — Hahn  ^  reports  the  case  of  a  four-month-old  girl,  of  tuber- 
culous family,  who  was  brought  under  observation  because 
she  made  persistent  rotary  movements  of  the  head.  There 
was  a  very  mild  opisthotonos,  and  convulsions  occurred  only 
once  after  lumbar  puncture  w^hich  withdrew  only  three  cubic 
centimetres  of  clear  fluid  containing  no  tubercle  bacilli.  At 
the  autopsy  a  pea-sized,  solitary  tubercle  was  found  in  the 
vermiform  process  of  the  cerebellum,  and  a  mild  tuberculous 
meningitis  at  the  base  of  the  brain. 

Congenital  Lateral  Curvature  of  the  Spine. — Henry  Ling 
Taylor  ^  reports  tw^o  cases  in  infants  under  1  year,  observed 
at  the  Hospital  for  Ruptured  and  Crippled.  The  first  was  a 
rachitic  girl  of  9  months;  the  convexity  of  the  curve  was  to 
the  left  in  the  dorsal  region,  and  the  mother  stated  that  the 
deformity  was  first  noticed  at  3  months.  The  second  was  a 
girl  of  3  months,  and  the  curvature  had  been  noticed  only 
two  weeks.  This  curvature  also  was  to  the  left,  but  somewhat 
lower.  There  was  no  evidence  of  rickets,  and  the  deformity 
was  probably  congenital  and  due  to  some  malposition  in  ute- 
ro.  The  prognosis  in  these  cases  is  serious;  if  untreated,  the 
deformity  usually  increases  and  may  become  very  severe. 
Manual  correction  should  be  employed  several  times  daily, 
and  the  child  carried  on  the  arm  of  the  side  toward  which  the 
spine  bends.  If  the  baby's  spine  curves  to  the  left,  it  should 
be  carried  on  the  mother's  left  arm,  and  vice  versa.  A  small, 
firm  hair  cushion  should  be  placed  under  the  haby's  arm  of  the 
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convex  side.  If  necessary  the  child  may  be  strapped  to  a 
frame  with  correcting  pads  for  a  time  and  given  daily  mas- 
sage. The  most  active  treatment  should  be  instituted  when 
the  child  is  small,  as  it  will  then  be  most  effective. 

Day-Terrors  (Paver  Diurnus)  in  Children. — George  F. 
Still  *  reports  several  cases  in  which  children  are  subject  to  at- 
tacks of  terror  or  hallucination  during  the  day — attacks  which 
lasted  in  one  case  as  long  as  fifteen  minutes,  and  for  which  no 
cause  could  be  found.  The  relation  of  these  attacks  to  night- 
terrors  is  close,  for  in  four  cases  out  of  the  five  night-terrors 
were  or  had  been  present.  But  the  difference  between  them  is 
not  merely  one  of  time  of  occurrence;  there  is  the  more  im- 
portant difference  that  while  the  characteristic  of  the  night- 
terror  is  its  onset  during  sleep,  the  characteristic  of  the  day- 
terror  is  its  occurrence  in  the  waking  condition.  A  nervous, 
excitable  child,  in  the  midst  of  his  play  or  while  sitting  qui- 
etly in  a  room  with  other  people,  suddenly,  without  any  ap- 
parent cause,  begins  to  scream  and  look  terrified.  Sometimes 
he  says  that  some  imaginary  person  is  coming  after  him  or 
that  he  hears  something  which  frightens  him,  etc.  No  coaxing 
or  attempts  to  soothe  seem  to  have  any  effect  in  pacifying  him. 
Sometimes  he  rushes  to  his  mother  for  protection,  or  in  some 
cases  shows  a  definite  dread  of  the  mother  or  of  the  nurse,  of 
whom  he  is  usually  perhaps  inordinately  fond.  The  etiology 
of  day-terrors  is  as  hard  to  determine  as  that  of  night-terrors. 
The  children  are  always  of  excitable  nervous  temperament. 
The  family  history  of  rheumatism  in  all  the  author's  cases 
seems  to  point  in  the  same  direction,  for  in  seeing  a  large  num- 
ber of  children  one  is  struck  with  the  sensitive,  nervous  tem- 
perament of  those  who  come  from  rheumatic  families.  Nearly 
all  show  one  or  other  of  the  minor  functional  neuroses;  it  may 
be  some  habit-spasm  or  nocturnal  enuresis,  or  it  may  be  recur- 
ring headaches  or  "nervous  diarrhea,"  or  it  may  be  simply 
undue  excitability.  The  family  history  of  rheumatism,  there- 
fore, is  probably  more  than  a  mere  accident;  and  it  is  interest- 
ing to  note  that  in  night-terrors  Dr.  Goodhart  found  a  family 
history  of  rheumatism  in  19  out  of  37  cases,  and  Dr.  Graham 
Little  found  valvular  murmurs  in  the  heart  in  1 7  out  of  30 
cases.  In  one  case  reported  by  the  author  the  child's  father 
was  epileptic,  one  uncle  was  "  weak-minded,"  and  the  moth- 
er's aunt  was  in  a  lunatic  asylum.  There  is  usually  no  appa- 
rent objective  determining  cause  for  the  attacks,  but  some  of 
the  children  are  exceedingly  timid  even  in  the  intervals  be- 
tween attacks.  The  fall  of  an  umbrella  stand  or  the  smoke 
of  a  train  has  caused  quite  disproportionate  fear.  It  may  be 
that  sometimes,  at  least,  an  objective  cause  is  present,  which 
may  be  so  slight  as  to  be  overlooked  by  tbe  parents,  but  which 
is  magnified  by  a  fanciful  child  into  something  terrific.  As  to 
the  relation  of  night  and  day  terrors,  the  author  thinks  it  diffi- 
cult to  doubt  the  identity,  because  of  the  repeated  association 
of  the  two  conditions  clinically;  the  fact  that  day-terrors  may 
replace  night-terrors,  or  vice  versa;  and  the  close  similarity  of 
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the  attacks,  which  in  both  consist  of  a  sudden  transient  terror, 
with  the  presence  sometimes  of  hallucinations  or  delusions. 
Although  day-terrors  are  probably  not  to  be  regarded  as 
masked  epilepsy,  it  seems  certain  that  they  are  to  this  extent 
allied  to  epilepsy,  that  they  are  a  form  of  paroxysmal  neurosis; 
one  might  sum  up  one's  impressions  of  pavor  diurnus  by  say- 
ing that  it  is  a  paroxysmal  psycho-neurosis  allied  to,  but  not 
identical  with,  epilepsy  on  the  one  hand  and  hysteria  and  in- 
sanity on  the  other.  The  immediate  prognosis  would  seem  to 
be  good,  day-terrors  being  easily  diminished  by  treatment;  but 
their  significance  as  a  danger  signal  of  tendencies  to  more 
serious  neuroses  in  later  life  is  probably  graver  than  that  of 
night-terrors,  for  their  occurrence  no  doubt  means  that  the 
nervous  instability  which  favors  night-terrors  is  present  in 
larger  degree.  The  most  important  part  of  the  treatment  is 
the  cure  of  the  exciting  cause.  Chronic  intestinal  catarrh  calls 
for  rigid  dieting,  particularly  the  exclusion  of  potatoes,  pastry, 
and  sugar,  and  the  administration  of  an  alkali.  Potassium 
citrate  is  the  drug  which  the  author  has  found  most  useful, 
and  may  be  given  with  iron  and  compound  decoction  of  aloes. 
Threadworms  or  other  causes  of  irritation  must  be  removed  by 
suitable  treatment,  and,  as  intestinal  disorders  are  not  likely  to 
be  cured  offhand,  sedatives  may  be  used  as  well.  The  good 
effect  of  bromides  is  almost  immediate,  and  when  given  with 
belladonna  they  produce  a  very  rapid  diminution  in  the  num- 
ber and  intensity  of  the  attacks.  In  school  and  in  play  the 
child  must  be  kept  as  far  as  possible  from  all  excitement  and 
mental  strain.  Such  children  should  never  be  frightened, 
whether  in  punishment  or  in  jest. 

Depression  of  the  Neck  of  the  Femur  in  Early  Life,  in- 
cluding Fracture  of  the  Neck  of  the  Femur,  Separation  of 
the  Epiphysis,  and  Simple  Coxa  Vara. — Royal  Whitman " 
reports  18  cases  of  fracture  of  the  neck  of  the  femur  in  chil- 
dren, the  diagnosis  since  1897  having  been  confirmed  byRont- 
gen  pictures.  The  accidents  causing  the  injury  were  falls  from 
windows,  down  the  stairs,  injury  at  football,  or  being  run 
over.  The  symptoms  are  the  following:  A  child,  previously 
in  perfect  health,  after  an  accident  of  the  nature  indicated, 
presents  an  actual  shortening  of  the  limb  of  one-half  to  three- 
quarters  of  an  inch.  This  shortening  is  explained  by  a  corre- 
sponding elevation  of  the  trochanter,  which  is  usually  abnor- 
mally prominent  and  is  slightly  displaced  toward  the  anterior 
superior  spine  ;  there  is  also  slight  outward  rotation  of  the  leg. 
Until  recent  years  this  injury  was  supposed  to  be  confined  to 
adult  age,  and  even  at  the  present  time  in  no  text  book  is  at- 
tention called  to  the  peculiarities  that  distinguish  it  from  the 
ordinary  type.  In  childhood  it  does  not  usually  entail  the  im- 
m9diate  helplessness  and  persistent  disability  that  are  associ- 
ated with  the  injur}^.  In  many  instances  the  patients  are  able 
to  walk  about  within  a  few  days  after  the  accident.  Thus  it 
may  be  inferred  that  the  separation  of  the  fragments  is  usually 
incomplete,  and  that  the  fracture  is  rather  a  bending  and 
36 
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breaking  than  a  displacement  or  impaction.  The  patient  who 
has  sustained  a  fracture  of  the  neck  of  the  femur  is  in  the  early- 
stage  of  what  is  likely  to  be  progressive  coxa  vara.  Taking  it 
for  self-evident  that  an  elevation  of  the  trochanter,  and  a  cor- 
responding shortening  of  the  limb  without  dislocation,  can 
only  be  accounted  for  by  a  depression  of  the  neck  of  the  femur, 
the  question  remains  as  to  the  exact  situation  of  the  injury, 
whether  it  be  in  the  neck  or  in  the  head  of  the  bone  at  the  epi- 
ph3'seal  line.  The  point  in  favor  of  fracture  of  the  neck  is  this, 
that  under  the  intiuence  of  sudden  violence  applied  to  the  up- 
per extremity  of  the  femur,  the  injury  is  more  likely  to  be  of 
the  smaller  and  weaker  part  rather  than  at  the  larger  and 
better  protected  epiphyseal  junction.  This  conclusion  is  borne 
out  by  the  history  and  by  the  physical  signs;  for  if  the  fracture 
were  at  the  epiphyseal  line,  thus  involving  the  articular  surface 
of  the  joint,  and  there  were  sufficient  separation  of  the  frag- 
ments to  explain  three-quarters  of  an  inch  of  shortening,  the 
function  of  the  joint  must  be  impaired  by  the  irregularity,  in- 
creased by  callus  formation  during  the  stage  of  repair;  whereas 
in  nearly  all  the  cases  reported  by  the  author  the  function  of 
the  joint  was  practically  perfect.  The  Rontgen  pictures  show 
the  depression  to  be  of  the  neck  as  a  whole  rather  than  at  the 
epiphyseal  junction,  except  in  one  instance.  Anatomical  evi- 
dence is  supplied  by  a  case  seen  with  Dr.  P.  R.  Bolton,  in 
which  diagnosis  of  fracture  of  the  neck  of  the  femur  was  made, 
and,  as  there  seemed  to  be  no  indication  of  repair,  the  distal 
fragment,  consisting  of  the  head  and  nearly  one-half  of  the 
neck  of  the  bone,  was  removed.  There  is  neither  clinical 
nor  experimental  nor  anatomical  evidence  to  support  the  as- 
sertion that  the  epiphyseal  junction  is  a  weak  point  in  the  bone 
of  a  healthy  child,  in  the  sense  that  separation  at  that  point  is 
more  common  than  fracture.  If  this  junction  is  ever  a  weak 
point  in  this  sense,  it  is  rather  in  adolescence,  when  the  external 
cartilage  and  resistant  covering  of  periosteum  have  diminished 
to  nearly  the  adult  condition.  The  author  describes  the  case 
of  a  boy  of  16,  and  gives  a  Rontgen  photograph  which  shows 
typical  epiphyseal  separation.  He  describes  coxa  vara  at 
length,  giving  the  technique  of  operation  for  replacing  the 
neck  of  the  bone.  In  conclusion  he  again  calls  attention  to 
the  fact  that  depression  of  the  neck  of  the  femur,  whether  it 
be  simple  or  traumatic,  predisposes  to  progressive  deformity. 
For  this  reason  operative  treatment  may  be  indicated  at  an 
early  stage  of  the  affection  as  a  preventive  measure. 

Dermatitis  Gangrenosa  Infantum. — H.  Judson  Lipes' 
says  that  gangrene  of  the  skin  in  children  is  fortunately  rare. 
The  lesions  are  classified  by  Renault  as  :  1.  GaJigrene  due 
to  chemical  agents,  as  carbolic  acid.  2.  Gangrene  caused 
by  physical  agents,  as  burns,  frost-bites,  and  compression. 
3.  Gangrene  due  to  vesicular  obliterations,  including  arterial 
embolism,  infectious  arteritis,  and  thrombosis — rare.  4.  In  the 
dyscrasise — e.g.,  in  diabetes — the  lesion  does  not  differ  materi- 
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ally  from  some  cases  of  spontaneous  gangrene,  except  that  the 
prognosis  is  less  favorable.  But  there  is  a  specific  diabetic 
gangrene,  in  a  certain  sense,  since  all  accidental  wounds, 
especially  on  the  feet  or  lower  part  of  the  thigh,  become  very 
easily  gangrenous.  5.  Gangrene  due  to  intoxication,  as 
from  ergotin.  6.  Gangrene  due  to  nervous  affections,  as 
in  spinal  and  cerebral  lesions  and  in  toxic  neuritis.  Another 
variety,  almost  entirely  limited  to  children,  is  the  variety  re- 
ported by  the  author.  The  case  belonged  to  the  spontaneous 
form.  The  patient  was  a  girl  of  2  years  and  3  months,  well 
proportioned,  but  having  shown  no  mental  development. 
There  was  a  decided  tubercular  family  history.  The  child 
was  in  good  condition  on  July  15,  1897,  when  it  had  its  usual 
bath  The  next  morning  it  was  restless,  irritable,  and  some- 
what feverish.  On  examination  there  was  found  what  seemed 
like  an  immense  flattened  bulla  extending  from  a  point  a  little 
below  the  umbilicus  for  a  distance  of  twelve  to  fourteen  centi- 
metres, the  transverse  diameter  being  somewhat  less.  The 
blister  had  ruptured  spontaneously,  and  was  flattened  except 
at  one  or  two  small  points  where,  on  being  punctured,  a  sero- 
purulent  substance  was  discharged.  The  margin  of  the  lesion 
was  intensely  red;  the  dermis  became  gangrenous  and  grad- 
ually sloughed  off,  beginning  at  the  circumferences,  leaving 
a  denuded  area  from  which  a  profuse  exudate  appeared.  Sev- 
eral erythematous  spots  appeared  about  the  anterior  surface 
of  the  neck  and  upper  anterior  margin  of  the  thorax.  Bullae 
appeared  on  eyelid  and  scalp.  The  fourth  week  after  the  first 
appearance  of  this  lesion  a  condition  corresponding  to  that  of 
post  diphtheritic  paralysis  was  noted.  Mental  apathy  was 
marked.  In  a  few  weeks  recovery  was  perfect.  The  pathol- 
ogy of  this  disease  is  still  suh  judice.  The  author  believes 
that  in  this  case  the  lesions  were  due  to  a  paralysis  of  the  arte- 
rioles, and  that  this  was  the  primary  manifestation  of  a  toxic 
neuritis  caused  by  the  presence  or  the  elimination  of  some 
chemical  product  of  the  growth  of  some  organism — in  all  prob- 
ability the  tubercle  bacillus — which  showed  itself  later  in  the 
temporary  paralysis.  The  treatment  of  these  cases  is  simple. 
The  general  system  needs  support,  and  quinine  and  arsenic 
are  the  best  remedies.  Local  antisepsis  by  the  aid  of  boracic 
acid  si)lutions  and  other  antiseptics,  such  as  aristol,  iodol,  or 
iodoform,  will  be  suflScient.  The  sloughs  should  be  removed. 
Camescarse  recommends  an  ointment  containing  salicylic 
acid,  oil  of  turpentine,  etc.,  for  the  pain  of  the  spontaneous 
form. 

Diarrhea. — Charles  O.  Molz' writes  that  three  indications 
in  the  majority  of  cases  are  to  be  met:  1.  The  most  important 
is  a  thorough  cleansing  of  the  intestinal  tract  by  small  and 
frequent  doses  of  calomel,  castor  oil,  or  by  enteroclysis  if  the 
cause  is  situated  in  the  lower  bowel.  2.  Abstinence  from  food 
for  at  least  twenty-four  hours,  or  allowance  of  only  digestible 
and  non-irritable  substances,  such  as  albumin  water,  pepton- 
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ized  milk,  etc.  3.  Correction  of  improper  food,  which  in  chil- 
dren is  found  to  be  the  most  frequent  cause  of  diarrheal  condi- 
tions.    Opium  is  a  harmful  drug  in  most  cases. 

Diphtheria. — John  S.  Billings,  Jr.,"  presents  a  plea  for  the 
more  extended  use  of  antitoxin  for  immunizing  purposes  in 
diphtheria.  He  believes  that  the  increased  number  of  cases 
of  diphtheria  in  New  York  Cit}^  in  1899  was  probably  due,  in 
part,  to  neglect  of  a  most  important  prophylactic  measure 
against  the  disease — immunization  by  antitoxin.  Immuniza- 
tion furnishes  one  of  the  most  potent  means  of  preventing  the 
spread  of  diphtheria  and  lessening  the  number  of  deaths  from 
this  disease.  It  is  probable  that  in  some  cases  the  immunizing 
dose  of  antitoxin  hitherto  recommended  (150  units)  is  insuflS- 
cient,  and  that  at  least  300  units  should  be  used  in  children 
and  500  in  adults.  Owing  to  improvements  in  the  mode  of 
preparation  and  the  increased  concentration  of  antitoxic 
serums  now  in  use,  no  ill  effects  are  to  be  apprehended. 

Herman  B.  Sheffield  *  has  been  successful  in  making  a 
correct  diagnosis  with  the  aid  of  the  following  differential 
points: 


Membranous  Diphtheritic 
Laryngitis. 

Distinctly  contagious,  giving  also 
a  history  of  contagion. 

Early  enlargement  of  the  submax- 
illary glands 

Diphtheritic  patches  are  found,  as  a 
rule,  on  the  fauces  and  posterior 
nares. 

Early  treatment,  including  intuba- 
tion, neither  aborts  the  disease 
nor  always  prevents  a  fatal  issue. 

Albuminuria  is  usually  present. 


Membranous  Non-  Diphtheritic 
Laryngitis. 
Non-con  tagious. 


not 


Submaxillary  glands,  as  a  rule, 

involved. 
The  fauces  may  be   covered  with 

a  mucous  exudation,  which  can 

easily  be  wiped  off. 
As  a  rule  it  does. 


Absent. 


Heart  Murmurs,  Accidental,  in  Early  Life.— Starck '  has 
found  accidental  heart  murmurs  much  less  common  in  infancy 
than  in  later  childhood  and  in  adult  life,  even  in  cases  of 
marked  anemia.  He  reports  4  cases,  3  boys  and  1  girl,  of 
whom  2  were  3  years  old,  1  was  10  weeks  old,  and  1,  9  months. 
The  first  case  was  one  of  general  tuberculosis;  there  was  a 
loud  systolic  murmur  heard  at  the  apex  and  at  the  base.  The 
autopsy  showed  the  heart  to  be  normal.  The  second  was  an 
anemic,  rachitic  child  with  an  inconstant  apex  systolic  mur- 
mur, who  died  of  broncho-pneumonia;  the  heart  was  normal 
at  autopsy.  The  third  child  had  a  chronic  gastro-enteritis  and 
marked  anemia,  with  a  loud  systolic  murmur  at  the  base.  She 
recovered  perfectly.  In  the  last  case  a  systolic  murmur  was 
heard  at  the  apex  and  at  the  base  in  the  course  of  a  broncho- 
pneumonia.    The  child  made  a  good  recovery. 

Imperforate  Rectum,  the  Treatment  of. — W.  P.  Mont- 
gomery *  gives  an  analysis  of  10  cases,  in  9  of  which  colotomy 
was  performed,  and  submits  the  following  synopsis: 
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No. 

Sex. 

Age. 

1 

M. 

Three 
days. 

2 

M. 

Four 
days. 

3 

F. 

Three 
days. 

4 

M. 

Three 
days. 

5 

M. 

Two 
days. 

6 

M. 

Five 
days. 

7 

F. 

Two 
days. 

8 

M. 

Three 
days. 

9 

M. 

Two 
days. 

10 

F. 

One 
Month. 

Operation. 


Immediate 
colotomy. 


Immediate 
colotomy. 

Immediate 
colotomy. 

Colotomy 
after  perineal 
exploration. 


Immediate 
colotomy. 

Immediate 
colotomy. 


Colotomy 
after  perineal 
exploration. 

Colotomy 
after  perineal 
exploration. 


Immediate 
colotomy. 


Perineal  dis- 
section and 

plastic 
operation. 


Result. 


Remarks. 


Death  on 
fourth  day. 


Alive,  age 
18  months. 

Alive,  age 
two  years. 

Death  in 
five  days. 


Death  in 

three  days. 

Death  in 
seven  days. 


Death  in 
three  days 


Death  in 
17  days. 


Death  in 
three  days. 


Alive,  age 
six  months. 


There  was  uo  proctodeum.  Exploration 
by  trocar  had  been  performed  before 
the  case  was  seen.  li^ecropsy. — The 
whole  rectum  was  replaced  by  a  fibrous 
cord  four  inches  long  passing  to  the 
prostate  and  the  base  of  the  bladder. 
There  was  much  old  hemorrhage  in  the 
pelvis. 

There  was  no  proctodeum.    The  patient 

I    was  sent  home  immediately  after  ope- 

I    ration. 

The  proctodeum  was  half  an  inch  deep. 
The  patient  was  sent  home  after  opera- 
tion. 

There  was  no  proctodeum.  The  cecum 
presented,  much  distended  and  dis- 
colored, and  was  opened.  The  sigmoid 
could  not  be  found  on  the  left  side.  The 
patient  was  sent  home  to  the  parents. 
No  necropsy  was  held 

No  proctodeum  was  present.  Necropsy. — 
The  poucli  descended  to  three-quarters 
of  an  inch  of  the  .skin.  There  were 
patent  auricular  and  ventricular  septa. 

The  proctodeum  was  half  an  inch  deep. 
The  cecum  presented  and  was  opened. 
Necropsy. — The  sigmoid  loop  passed 
over  to  the  right  iliac  fossa. 

The  proctodeum  was  half  an  inch  deep. 
Necropsy.— The  gut  three-quarters  of 
an  inch  above  the  proctodeum  was 
attached  to  the  upper  end  of  the  vagina. 

There  was  no  proctodeum.  Prolapse  of 
the  small  gut  through  the  abdominal 
wound  occurred  on  the  twelfth  day. 
Necropsy. — The  gut  one  inch  from  the 
skin  was  fixed  to  the  prostate  and  the 
base  of  the  bladder. 

There  was  no  proctodeum  ;  the  sigmoid 
and  rectum  were  distended.  Necropsy.— 
The  gut  was  three-quarters  of  an  inch 
from  the  skin. 

The  rectum  was  imperforate;  there  was  a 
small,  gradually  closing  recto  vaginal 
fistula.  The  rectum  was  opened  at  the 
perineum  and  the  fistula  was  closed. 


In  conclusion,  he  says  that  before  deciding  on  the  relative 
merits  and  demerits  of  the  perineal  and  iliac  operations,  they 
must  be  considered  (1)  as  urgent  operations  for  acute  obstruc- 
tion, and  (2)  as  methods  of  permanent  relief.  The  careful 
analysis  of  these  cases  points  to  certain  limitations  in  the 
perineal  operation  from  a  life-saving  point  of  view.  In  Cur- 
ling's tables,  out  of  57  cases  of  the  type  we  are  now  consider- 
ing, the  gut  was  not  found  on  perineal  exploration  in  23.  Owen 
did  not  find  it  in  4  cases  out  of  5.  These  feeble  children  are  in 
no  sense  proper  subjects  for  prolonged  operation.  Further, 
the  acute  obstruction  is  often  in  the  cecum  and  will  have  a 
better  chance  of  relief  if  treated  by  the  abdominal  route.  The 
fact  that  there  is  considerable  difficulty  in  the  finding  of  the 
gut,  and  a  possible  chance  that  an  opening  in  it  at  the 
perineum  may  not  relieve  the  obstruction,  is  decided  evidence 
in  favor  of  routine  colotomy  in  these  cases.  As  to  the  com- 
parative relief  given  by  the  methods,  the  author  is  of  the  opinion 
that  an  inguinal  anus  is  more  comfortable  and  more  easily 
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attended  to  than  a  perineal  anus.  Further,  the  majority  of 
children  who  recover  from  the  perineal  operation  need  almost 
constant  attention  to  prevent  stricture  of  the  new^  passage. 
If  more  than  half  an  inch  separates  the  rectal  pouch  from  the 
surface,  a  perineal  anus  will  probably  be  a  continual  source  of 
trouble.  Immediate  colotomy  is  on  most  accounts  the  pref- 
erable operation. 

Influence  of  School  Life  on  Vision. — Peter  A.  Callan  '  is  of 
opinion  that  there  is  no  such  thing  as  an  absolutely  perfect 
eye.  He  would  call  it  a  normal  eye  which  has  onl}'^  a  certain 
small  amount  of  abnormities.  Such  a  normal  eye,  if  tasked 
too  much  with  poor  light  and  bad  hygienic  surroundings,  will 
cause  reflex  disturbances  which  will  make  the  scholars  very 
uncomfortable.  At  the  present  time  scholars  have  too  much 
to  do.  They  have  too  long  hours  and  not  enough  recesses. 
There  is  no  question  whatever  that  there  is  a  depreciation  of 
sight  and  that  there  is  need  of  more  wearing  glasses  than 
formerly.  Myopia,  all  admit,  is  caused  by  an  excessive  amount 
of  work. 

Landry's  Paralysis. — Soltmann '"  gives  the  history  of  the 
disease,  and  reports  a  case  in  a  girl  11  years  old,  of  good  family 
history,  whose  illness  began  suddenly  with  fever,  malaise, 
headache,  vertigo,  and  severe  pains  in  the  heels  and  legs, 
gradually  giving  place  to  paralysis  of  both  lower  extremities. 
Within  three  weeks  the  child  was  completely  paralyzed,  so 
that  she  could  not  sit  nor  hold  up  her  head;  dyspnea  was 
present,  also  edema,  erythema,  and  abolition  of  reflexes. 
Inunctions  of  mercury  were  followed  by  improvement  and 
were  repeated,  together  with  warm  baths,  galvanism,  salipy- 
rin,  and  expectorants  for  the  bronchial  catarrh.  The  general 
condition  became  excellent. 

The  case  is  interesting  because  of  the  youth  of  the  patient, 
the  use  of  mercurial  treatment,  and  the  proof  that  even  with 
so  stormy  an  onset  a  case  of  Landry's  paralysis  may  come  to  a 
standstill  and  recover.  f'\-         ^: 

Larynx  Stridor,  Congenital. — Stamm '  reports  a  case 
occurring  in  a  4-day- old  babj^,  who  fell  on  his  head  at  birth 
and  had  had  difficulty  in  breathing  from  the  first.  Nothing 
abnormal  was  found  in  any  of  the  viscera;  there  was  no  cya- 
nosis. The  stertorous  breathing  continued,  until  Cheyne- 
Stokes'  respiration  and  convulsions  preceded  death.  There 
was  probably  a  central  nervous  disturbance,  with  which  the 
fall  on  the  head  had  something  to  do.  Another  case  recovered 
after  five  weeks  of  typical  congenital  stridor.  No  visceral 
lesion  and  no  hypertrophied  thymus  were  present  in  the  second 
case. 

Lesions  of  the  Liver  in  Young  Children. — Rowland  God- 
frey Freeman,"  from  observations  made  in  the  New  York 
Foundling  Hospital  and  St.  Mary's  Free  Hospital  for  Children, 
reaches  the  following  conclusions:  1.  Descentof  the  liver  down 
the  right  side  of  the  abdomen,  so  that  the  right  lobe  reaches 
below  the  crest  of  the  ilium,  occurs  not  very  rarely  in  infants. 
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particularly  in  those  in  whom  the  liver  is  enlarged.  2.  Fatty 
livers  occur  very  frequently  in  the  infants  and  children  who 
die  at  the  Foundling  Hospital,  or  in  about  41  per  cent  of 
all  cases.  3.  The  condition  of  nutrition  of  the  child,  as  ex- 
pressed by  the  absence  of  fat  in  general  and  wasting  of  tissue, 
apparently  has  no  connection  with  the  fatty  condition  of  the 
liver,  the  condition  of  nutrition  in  the  cases  having  fatty  livers 
averaging  about  the  same  as  in  the  whole  number  of  cases. 

4.  Fatty  livers  occur  rarely  in  the  following  chronic  wast- 
ing diseases,  marasmus,  malnutrition,  rachitis,  and  syphilis, 
unless  such  condition   be  complicated  by  an   acute   disease. 

5.  With  tuberculosis  fatty  livers  occur  not  more  often  than 
with  other  conditions.  6.  Fatty  livers  occur  most  often  with 
acute  infectious  diseases  and  gastro-intestinal  disorders.  7.  The 
two  cases  of  cirrhosis  of  the  liver  examined  by  the  writer  ran 
a  comparatively  acute  course.  The  livers  on  section  showed  a 
marked  hyperplasia  of  the  so-called  new-formed  bile  ducts. 
8.  Focal  necrosis  of  the  liver  may  be  a  lesion  of  measles. 

Lumbar  Puncture  in  Pediatric  Practice. — Carlo  Giarre," 
from  the  study  of  a  number  of  cases,  concludes:  1.  That  the 
procedure  is  useful  in  the  diagnosis  of  meningeal  hemorrhages 
and  of  purulent  or  sero-fibrinous  meningitis,  frequently  ena- 
bling us  to  find  the  pathogenic  agent  of  these  diseases;  also  of 
tuberculous  meningitis,  in  which  the  fluid  extracted  is  physi- 
cally and  chemically  different  from  that  obtained  in  acute 
serous  meningitis,  cephalorachidian  hyperidrosis,  meningism, 
etc.  2.  With  the  progress  of  our  knowledge  of  the  pathogene- 
sis of  acute  serous  meningitis  and  of  the  grave  nervous  dis- 
turbances secondary  to  infective  diseases,  which  have  hereto- 
fore been  classified  under  the  name  of  meningism,  it  is  probable 
that  lumbar  puncture  will  give  therapeutic  results  superior  to 
those  already  known.  3.  The  operation  proposed  by  Quincke 
is  easy  of  performance  and,  when  properly  managed,  quite 
innocuous,  deserves  to  be  adopted  in  practice,  and  is  especially 
indicated  in  many  affections  of  the  nervous  system  which  are 
of  frequent  occurrence  in  childhood. 

Mastoiditis. — James  Francis  McCaw'has  an  article  upon 
this  subject,  which  may  be  summed  up  as  follows:  1.  In 
threatened  mastoid  involvement  and  in  mild  acute  cases  the 
conservative  plan  of  treatment  should  be  first  tried  for  at  most 
a  week  or  ten  days,  unless  dangerous  symptoms  arise.  2.  Ope- 
rative interference  should  be  substituted  (a)  in  acute  cases 
where  there  is  sagging  of  the  postero-superior  canal  wall, 
(6)  where  the  infection  is  of  a  virulent  nature,  and  (c)  in  all 
eases  complicating  chronic  diarrheas.  In  general,  the  simple 
operation  of  Schwartz  is  all  that  is  necessary  in  acute  cases, 
while  the  radical  is  reserved  for  cases  following  chronic  sup- 
duration  of  the  middle  ear. 

Malignant  Tumors  of  the  Bladder  in  Children.— Luigi 
Concetti "  describes  a  case  of  sarcoma  in  an  infant  of  eleven 
months.  Tumors  of  the  bladder  in  children  are  extremely 
rare.     When  they  do  occur  they  are  most  frequently  found 
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between  the  ages  of  1  and  2  years'.  They  are  nearly  al- 
ways malignant,  and  there  appears  to  be  a  complete  absence 
of  epitlieliomata,  nearl}^  all  the  cases  reported  having  been  of 
sarcoma,  fibromyoma,  and  myxoma.  Ont  of  40  cases  18  were 
girls  ami  22  boj's.  Vesical  tumors  occur  usually  in  the  form  of 
multiple  polypi,  varying  in  size  from  that  of  a  pea  to  that  of 
a  mandarin  orange,  rarelj'  disseminated,  but  rather  gathered 
into  a  mass.  These  tumors  are  apt  to  be  very  vascular,  and 
are  either  covered  with  normal  epithelium,  or  may  have  an 
ulcerated  surface,  or  the  superficial  villi  may  be  encrusted  with 
calcareous  deposits  which  feel  like  a  calculus  when  examina- 
tion is  made  with  the  catheter  and  thus  lead  to  errors  of 
diagnosis.  The  usual  seat  of  the  neoplasm  is  the  fundus  of  the 
bladder,  in  the  space  bounded  by  the  openings  of  the  ureters 
and  the  urethra.  These  openings  may  be  surrounded  and 
more  or  lessobstructed, preventing  the  flow  of  urine.  Neighbor- 
ing parts,  such  as  the  vulva  and  vagina,  the  uterus,  the  pros- 
tate, the  retroperitoneal  glands,  the  pubis,  and  the  abdominal 
walls,  are  very  liable  to  be  invaded  during  the  course  of  the 
disease,  and  especially  after  incomplete  surgical  operations, 
such  as  partial  excision,  scraping,  etc.  The  tumors  are  repro- 
duced with  great  rapidity  after  removal.  No  case  is  known  of 
the  tumor  having  invaded  the  ureters  and  kidneys.  The 
symptoms  are,  as  a  rule,  merely  those  of  disordered  micturition 
and  vesical  irritation,  so  that  a  diagnosis  is  not  always  easy. 
Hematuria  sometimes  occurs,  characterized  by  its  spontaneity, 
abundance,  repetitions,  and  rebellious  behavior  toward  thera- 
peutic measures.  In  little  girls  the  appearance  of  the  tumor 
at  the  urethral  orifice  is  a  symptom  of  great  diagnostic  value. 
Introduction  of  the  catheter  will  usually  serve  to  clear  the 
diagnosis.  Rectal  exploration  is  also  not  to  be  neglected,  but 
cystoscopy  cannot  be  recommended  in  the  case  of  children  on 
account  of  the  large  size  of  the  instruments  used.  An  exami- 
nation of  the  urine  is  of  little  use.  The  prognosis  is  very  bad. 
Even  operative  interference,  in  order  to  be  of  the  slightest  bene- 
fit, should  be  more  extensive  and  radical  than  any  operation 
that  has  so  far  been  done.  The  earlier  the  intervention,  of 
course,  the  greater  the  chance  of  success. 

Ophthalmia  Neonatorum,  Diagnosis  and  Therapy  of. — • 
Ammon  "  found  56  cases  of  gonorrheal  ophthalmia  among  ]00 
cases  studied.  Of  the  remaining  44  cases,  2  were  due  to  the 
pseudogonococcus,  15  to  the  pneumococcus.  2  to  staphylococci,  3 
to  the  pneumobacillus.  Keratitis  occurred  eight  times  among 
the  gonorrheal  cases,  twice  among  the  non-gonorrheal.  The 
pneumococcus  inflammations  ran  a  rapid  course;  after  three 
to  five  days  of  profuse  suppuration  the  process  suddenly 
improved,  and  then  healed  in  from  ten  to  sixteen  days.  The 
author  prefers  protargol  to  silver  nitrate  in  the  treatment,  and 
when  one  eye  only  is  affected  he  protects  the  other  by  instilling 
a  two  per  cent  protargol  solution  daily.  The  non-gonorrheal 
cases  took  one-half  or  one-third  as  long  to  heal  as  the  others, 
but  the  treatment  was  the  same. 
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Orchitis  Parotidea  in  Childhood. — Leo'*  reports  the  case 
of  a  boy,  14  years  old,  who  had  had  a  double  parotitis  ten  days 
before,  and  whose  left  testicle  was  swollen  and  exquisitely 
painful.  There  was  no  fever,  and  under  rest  and  cold  applica- 
tions the  testicle  returned  to  its  normal  size  in  four  days. 
These  cases  are  much  more  rare  in  children  than  in  adults,  the 
reason  probably  being  found  in  a  chemical  difference  in  the 
composition  of  the  testicles  before  and  after  puberty.  The 
poison  of  mumps  can  apparently  grow  on  the  adult  testicle, 
but  not  upon  the  infantile  organ. 

Peripheral  Neuritis  following  Chorea  treated  with  Ar- 
senic—J.  C.  Railton '*  reports  4  cases,  in  each  of  which  an 
aggregate  quantity  of  6.3  grains  of  arsenious  acid  was  suffi- 
cient to  produce  peripheral  neuritis,  even  though  distributed 
over  a  period  of  three  weeks.  It  is  well  known,  he  says,  that 
arsenic  takes  a  very  long  time  to  leave  the  system,  and  prob- 
ably it  does  not  matter  so  very  much,  so  far  as  the  subsequent 
neuritis  is  concerned,  whether  the  doses  are  spread  over  weeks 
or  concentrated  into  the  short  space  of  eight  days,  as  in  one 
case,  although  a  gradual  increase  in  the  dose  has  the  advan- 
tage of  securing  a  greater  toleration  on  the  part  of  the  stom- 
ach. The  chief  lesson  to  be  learned  from  these  cases  is  that 
there  is  a  risk  of  disastrous  results  following  the  treatment  of 
chorea  if  that  remedy  is  given  in  doses  which  amount  in  the 
aggregate  to  as  much  as  six  grains  of  arsenious  acid.  The  re- 
sults may  give  no  warning  whatever  of  their  approach  during 
the  administration  of  the  drug,  but  make  their  appearance 
afterward,  with  an  interval  varying  from  a  week  to  a  fortnight 
subsequent  to  its  discontinuance.  It  is  thus  impossible  to  tell 
in  any  given  case  whether  the  treatment  is  going  to  be  followed 
by  toxic  neuritis  or  not.  The  long  period  involved  in  the  de- 
velopment of  the  symptoms,  their  subsequent  decline,  and  the 
attendant  discomforts  render  this  accident  one  to  be  intensely 
regretted,  although  the  author  has  not  seen  any  symptom 
occur  during  the  neuritis  which  threatened  life,  the  paralysis 
never  extending  beyond  the  limbs.  He  strongly  urges  that  no 
aggregate  dose  amounting  to  more  than  four  grains  be  ad- 
ministered to  a  child  during  an  attack  of  chorea. 

Prolapsus  of  the  Rectum  in  Children. — Charles  Greene 
Camston'"  says  that  all  cases  of  true  prolapse  of  the  rectum 
will  show  a  tumor  projecting  out  of  the  anus,  varying  in  length 
from  6  centimetres  in  mild  to  75  centimetres  in  severe  cases. 
At  the  ba-se  of  the  tumor  will  usually  be  found  a  sulcus  be- 
tween the  mucous  membrane  of  the  prolapsed  gut  and  the  skin 
of  the  anal  orifice.  In  almost  all  cases  the  lumen  of  the  gut 
may  be  seen  in  the  centre  of  the  tumor.  There  may  be  inclu- 
sion of  the  peritoneum  in  cases  of  prolapsus,  but  this  occur- 
rence is  fortunately  rarely  met  with.  Sometimes  the  small 
intestine  is  present  in  the  invagination.  As  to  the  etiology, 
the  author  thinks  that  one  of  the  most  important  causes  is 
infection,  whether  produced  by  a  retention  of  the  feces  or  by 
diarrhea  which  is  produced  by  the  bacteria  of  the  gut,  and  the 
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pathologic  changes  which  take  place  in  the  walls  of  the  intes- 
tine certainly  deprive  it  of  its  tonicity  and  render  it  lax.  This 
applies,  of  conrse,  to  young  children.  In  older  children  and 
adults  the  prolapsus  is  often  due  to  the  presence  of  a  polypus, 
an  ulcer,  hemorrhoids,  or  some  other  lesion  of  the  rectum.  In 
the  large  majority'-  of  cases  prolapsus  of  the  rectum  in  children 
will  readily  yield  to  medical  treatment  if  instituted  early.  The 
judicious  use  of  a  rubber  rectal  plug  to  keep  the  prolapse  re- 
duced, cleanliness,  and  tonic  treatment  with  the  use  of  strych- 
nine, will  probably  give  the  best  of  results.  Polypi,  hemor- 
rhoids, or  other  local  lesions  will  require  a  surgeon's  care,  and 
after  they  are  cured  a  proper  medical  treatment  will  do  away 
with  the  prolapsus,  if  it  is  not  too  far  advanced.  Irreducible 
or  constricted  prolapsus  will  have  to  be  resected.  The  author 
prefers  the  method  of  Mikulicz,  who  first  cuts  through  the 
outer  intestinal  tube  in  its  anterior  circumference  by  cutting 
the  tissues,  Isijev  after  layer,  catching  up  each  bleeding  vessel 
as  it  appears  and  ligating  it  with  fine  catgut.  As  soon  as  the 
peritoneal  pouch  has  been  opened  its  interior  is  examined  for 
the  presence  of  small  intestine.  The  peritoneal  cavity  is  then 
closed  by  a  running  suture.  The  anterior  aspect  of  the  inter- 
nal intestinal  tube  is  cut  through  little  by  little  until  it  is 
opened,  and  then  both  intestinal  tubes  are  united  by  deep  silk 
sutures  to  the  entire  line  of  the  incision.  The  posterior  sur- 
face of  the  prolapsus  is  treated  in  absolutely  the  same  way, 
both  intestinal  ends  being  united  by  means  of  silk  sutures, 
and  thus  the  resection  is  completed.  Mikulicz  advises  against 
packing  the  rectum  after  the  operation;  he  simply  covers  the 
line  of  sutures  with  iodoform,  places  a  strip  of  iodoform  gauze 
over  this,  and  then  a  wood  wool  cushion.  Daily  irrigation  with 
a  mild  antiseptic  solution  should  be  used,  opium  given  inter- 
nally for  a  week,  and  the  patient  kept  upon  a  diet  leaving  little 
intestinal  residue.  The  results  of  operation  are  usually  excel- 
lent. 

Rachitis,  Treatment  of,  with  Suprarenal  Extract.— 
Stoeltzner "  treated  11  cases  in  private  practice  with  the  ex- 
tract, observing  the  children  for  an  average  time  of  three 
months.  He  then  applied  the  treatment  to  about  70  dispen- 
sary cases,  and  concludes  that  the  general  condition  of  rachi- 
tic children  is  greatly  bettered  thereby,  and  no  untoward 
results  ever  occurred.  The  sweats,  craniotabes,  delayed  den- 
tition, delayed  power  to  walk  and  sit,  general  tenderness, 
restlessness  and  vasomotor  disturbances  are  all  markedly  in- 
fluenced for  the  better.  Lumbar  kyphosis  and  the  softness  of 
the  thorax  are  often  improved,  while  the  size  of  the  fontanelle, 
the  rosary,  and  the  epiphyseal  swellings  are  affected  least. 
Spasm  of  the  glottis  and  other  symptoms  of  tetany  were  total- 
ly unimproved.  The  effect  of  the  treatment  is  often  visible  in 
the  first  week;  it  then  becomes  more  slow,  and  often  ceases 
when  the  treatment  is  interrupted,  to  reappear  upon  its  re- 
sumption. Even  complicated  cases  are  visibly  improved. 
Oae   very  severe  case  died  of  capillary  bronchitis  after  one 
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month's  treatment,  and  histological  examination  showed  that 
the  rachitic  bone  lesion  was  markedly  improved. 

Sarcoma. — James  Finlayson  "  reports  a  case  in  a  boy  3^ 
years  old.  The  case  during  life  was  a  clinical  puzzle.  The  as- 
pect was  that  of  feebleness  with  great  pallor  and  anemia,  and 
with  slight  indications  of  rickets,  especially  in  the  lower  limbs. 
For  three  months  there  had  been  failing  health  after  an  attack 
of  vomiting  of  short  duration.  The  vomiting  was  not  associ- 
ated with  any  appearance  of  blood,  and  was  followed  by  con- 
stipation at  first,  and  then  intercurrent  diarrhea.  A  vague 
account  of  some  tarry  evacuations  was  obtained  from  the 
mother.  Once,  while  under  observation,  was  some  brownish 
fluid,  like  altered  blood,  brought  up  from  the  stomach;  even 
this  may  have  been  due  to  the  use  of  raw  meat  juice,  though 
twelve  hours  had  elapsed  since  its  introduction  into  the  stom- 
ach. There  seemed  to  be  no  pain  anj'where,  and  no  tenderness 
in  the  abdomen.  The  abdomen  was  slightly  distended.  No 
tumor  could  be  felt,  but  after  a  time,  on  careful  search,  the 
spleen,  as  was  supposed,  was  felt  high  up  under  the  left  ribs  in 
the  lax  abdomen.  This  may  have  been,  in  reality,  the  tumor, 
as  the  autopsy  revealed  a  spleen  of  normal  size.  Examination 
of  the  blood  failed  to  show  any  cause  for  the  anemia  and  pro- 
gressive pallor  with  a  sallow  tinge.  There  was  a  slight  but 
pretty  continuous  pyrexia.  Vomiting  became  a  prominent 
symptom,  especially  toward  the  end.  The  aspect  of  the  child 
throughout  was  one  of  extreme  apathy. 

Spasmus  Nutans. — Ausch '  reports  4  cases,  2  of  which  were 
rachitical  and  3  lived  in  dark  rooms.  The  disease  began  re- 
spectively in  the  ninth,  sixth,  fifth,  and  sixth  month  of  life;  all 
recovered.  Nystagmus  was  present  in  all  the  cases,  though 
in  one  it  was  noted  on  one  occasion  only,  and  in  this  case  a 
permanent  convergent  strabismus  appeared. 

Spina  Bifida  Healed  during  Fetal  Life,  Case  of.— Eross'* 
observed  a  newly-born  girl  baby  with  a  non-fluctuating,  wal- 
nut-sized tumor  situated  over  the  fourth  cervical  vertebra.  It 
was  covered  by  thin  skin,  normal  in  color  and  appearance. 
Running  through  the  centre  of  this  mass  was  a  hard  strand 
attached  to  the  bone  underneath;  and  it  was  evident  that  there 
was  a  distinct  splitting  of  the  vertebrae.  The  child  was  other- 
wise perfectly  well,  and  was  not  observed  after  the  tenth  day. 
The  author  believes  this  to  have  been  a  case  of  healed  spina 
bifida,  the  hernial  sac  remaining.  Only  one  other  such  case 
has  been  reported. 

Sprue. — Lauder  Brunton"  says  that  the  characteristics  of 
a  well-marked  case  of  sprue  are:  1.  That  the  mouth  is  sore. 
2.  The  anus  is  sore.  3.  There  is  well-marked  diarrhea,  the 
stools  being  of  a  liquid,  white,  and  frothy  nature.  The  sore 
mouth  may  be  treated  by  many  different  things.  One  is  some- 
times tempted  to  give  the  little  tabloids  consisting  of  com- 
pressed chloride  of  ammonia  or  chlorate  of  potash,  but  if  put 
into  the  mouth  they  hurt  too  much,  because,  as  they  are  dis- 
solved by  the  saliva,  the  solution  thus  made  is  too  strong.    But 
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we  may  use  a  diluted  solution  of  chlorate  of  potash  or  borax, 
sa\'  five  grains  to  the  ounce,  and  this  is  often  a  great  relief  to 
the  patient.  A  dilute  solution  of  bicarbonate  of  soda  seems  to 
help  a  good  deal,  because  it  neutralizes  any  acid  that  may  be 
present  in  the  mouth  and  lessens  the  soreness  of  the  tongue. 
Lime  water  also  may  be  used  as  a  mouth  wash.  The  soreness 
of  the  anus  may  be  relieved,  or  perhaps  entirely  removed,  by 
the  use  of  various  ointments,  as,  for  example,  one  containing 
bismuth  made  up  with  lanolin.  One  of  the  author's  patients 
obtained  relief  by  the  use  of  homocoea.  If  the  bismuth  alone 
does  not  act,  one  may  put  in  a  small  proportion,  say  one  part 
in  twenty,  of  calomel  ointment  or  else  of  unguentum  hydrar- 
gyri  ammoniati,  into  the  mixture  of  oxide  of  zinc  and  lanolin. 
The  patient  should  be  put  on  a  milk  diet.  If  milk  absolutely 
cannot  be  taken,  we  may  give  a  diet  of  meat  juice.  Mai  tine  or 
liquor  pancreaticus  added  to  the  milk  diet  has  sometimes  been 
effectual,  the  white  color  of  the  stools  being  in  some  cases  due 
to  non-absorption  of  fat,  not  only  due  to  absence  of  bile,  but 
also  to  absence  of  work  on  the  part  of  the  pancreas. 

State  Care  of  Indigent  Crippled  and  Deformed  Chil- 
dren.— Arthur  J.  Gillette  °'  gives  an  account  of  the  work  done 
in  a  ward  set  aside  in  a  hospital  for  the  exclusive  use  of  chil- 
dren received  under  the  provisions  of  the  law  of  Minnesota, 
passed  at  the  solicitation  of  physicians.  The  Board  of  Control 
provides  and  cares  for  these  children  as  patients  are  ordinarily 
cared  for  in  first-class  hospitals,  including  nurses,  attendance, 
food,  washing,  bandages,  and  medicine — in  fact,  everything 
that  the  children  need  except  physician's  attendance,  and 
braces  or  mechanical  appliances.  The  Board  of  Regents  of  the 
University  pays  the  Board  of  Control  for  the  services  mentioned 
$3.75  per  week  for  all  children  between  2  and  12  years  of  age, 
and  84.50  per  week  for  children  between  12  and  16  years.  The 
rules  for  admission  are  that  the  child  must  be  under  16  years 
of  age  and  amenable  to  treatment,  that  the  child  must  have 
resided  in  the  State  not  less  than  one  year,  and  that  the  parents, 
guardian,  relative,  next  friend,  or  other  person  shall  make  an 
affidavit  as  to  financial  condition.  Accompanying  this  appli- 
cation must  be  a  statement  from  the  family  physician  regard- 
ing the  history  of  the  case  as  to  the  disease,  present  condition 
and  previous  treatment,  also  his  opinion  as  to  their  inability  to 
pa}'  for  treatment.  A  separate  building  was  finally  set  aside  for 
the  use  of  these  children,  and  is  filled  to  overflowing.  The 
author  describes  cases  and  shows  how  great  the  improvement 
which  has  resulted  from  treatment — results  which  could  not 
have  occurred  had  the  little  patients  continued  living  at  home 
away  from  the  physician's  daily  care,  under  conditions  in  which 
suitable  hygiene,  food,  clothes,  braces,  and  mechanical  appli- 
ances could  not  possibly  be  obtained.  Educational  advantages 
also  are  given  to  the  children  in  the  institution. 

Thyroid  Extract  in  the  Treatment  of  Fractures. — An 
editorial  ^  says  that  while  one  is  at  first  greatly  surprised  to  read 
of  such  a  remedy  for  such  a  condition,  the  mode  of  reasoning 
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which  led  to  experimentation  is  not  so  difficult  to  discover  as  at 
first  sight  one  might  think.  "  That  the  administration  of  thy- 
roid extract  has  some  influence  on  the  growth  and  development 
of  bone  in  infantile  myxedema  is  well  established.  Among 
other  beneficial  results  of  its  administration  in  this  disease  a 
marked  increase  of  stature  is  frequently  observed.  Some 
writers  claim  that  in  cases  of  retarded  growth  from  other  dis- 
orders, such  as  rickets,  athrepsia,  and  albuminuria,  the  ad- 
ministration of  thyroid  extract  will  cause  increase  in  the  length 
of  the  long  bones,  provided  ossification  of  the  epiphyseal  carti- 
lages has  not  taken  place.  Hofmeister  showed  by  means  of 
the  X-ray  that  the  changes  in  the  bones  of  animals  from  which 
the  thyroid  glands  had  been  removed  are  very  similar  to  those 
which  occur  in  the  bones  in  infantile  myxedema.  They  consist 
mainly  in  arrest  of  growth  in  the  diaphyses  and  slow  ossifica- 
tion of  the  epiphyses  of  the  long  bones.  Considering  these 
facts,  some  were  led  to  watch  the  effect  of  removal  of  the  thy- 
roid gland  in  cases  of  fracture  artificially  produced  in  animals. 
They  claim  that  union  was  remarkably  retarded  in  many  in- 
stances. From  such  observations  as  those  above  cited,  some 
hopeful  therapeutists  tried  the  effect  of  organo-therapy  in  de- 
layed union  of  fractures,  and  have  reported  quite  a  number  of 
cases  apparently  cured  by  this  means  alone  after  several  of  the 
usual  methods  had  failed.  Thus  M.  Potherat  .  .  .  presented 
for  a  colleague  a  report  of  two  cases  treated  successfully  by 
this  method.  The  first  case  was  a  compound  fracture  of  the 
leg  which  massage  and  immobilization  in  plaster  failed  to  cure 
after  twent3'-four  days.  Under  thyroid,  consolidation  took 
place  in  a  few  days.  The  second  case  was  a  fracture  of  a  rib 
which  had  not  united  after  thirty-five  days  of  the  usual  treat- 
ment. In  ten  days  union  was  firm,  but  the  patient  died  on 
the  eleventh  day  of  cerebral  hemorrhage.  The  author  wonders 
whether  the  treatment  had  anything  to  do  with  occurrence  of 
the  latter.  He  thinks  that  this  treatment  is  not  devoid  of  dan- 
ger and  should  be  resorted  to  only  after  deliberation." 

Typhoid  Fever. — M.  G.  Variot"  is  not  in  favor  of  cold 
bathing  as  prescribed  by  Brand,  because  he  considers  that  it 
produces  greater  shock  than  in  adults,  often  followed  by  car- 
diac collapse.  He  much  prefers  the  tepid  baths  gradually 
cooled  according  to  Bouchard's  method.  The  latter  in  eight 
years,  out  of  561  cases,  had  a  mortality  of  54,  or  9.6.3  per  cent, 
these  statistics  including  those  who  had  a  complication  of 
diseases.  The  per  cent  of  mortality  claimed  by  the  advocates 
of  the  cold-bath  treatment  is  about  7  to  8  per  cent,  so  that  it 
will  be  seen  that  the  one  obtained  by  tepid  baths  is  very  little 
higher. 

E.  Ausset"  is  a  decided  partisan  of  bathing  in  typhoid  fever, 
believing  that  balneation  acts  chiefly  upon  the  nervous  system, 
causing  lowering  of  temperature,  regulation  of  respiration  and 
circulation,  and  free  action  of  the  kidneys.  The  younger  the 
child  the  more  readily  and  promptly  does  the  nervous  system 
react.     But  bathing  should  be  regulated   by  the  indications, 
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just  as  is  the  administration  of  any  medication,  and  therefore 
Brand's  system  is  not  to  be  apphed  rigorously.  The  desired 
action  is  usually  to  be  obtained  with  a  temperature  of  26"  to  28° 
(78.8 "  to  8"^\-i"F.),  except  in  some  grave  cases  in  which  only  the 
cold  baths  appear  to  give  good  results.  The  author  has  never 
seen  any  bad  results  follow  cold  bathing,  but  to  save  undue 
irritation  and  suffering  to  the  child  and  its  relatives,  and 
because  equally  good  results  as  a  rule  follow  the  milder 
method,  he  prefers  to  start  with  the  tepid  baths.  This  applies 
to  childhood  only. 

M.  Combj^^outof  168  cases  had  12  deaths.  The  youngest 
patient  was  2  years  old,  the  oldest  15.  There  were  42  relapses, 
8  double,  1  triple,  1  sextuple.  All  the  patients  vs^ere  treated  by 
means  of  cool  or  cold  baths.  Even  before  absolute  confirma- 
tion of  the  diagnosis  it  is  his  rule  to  give  a  bath  of  28°  to  30° 
(8"2.4°  to  86°  F.);  if  reaction  is  good  the  subsequent  baths  are 
lowered  to  25°  (77°)  or  even  20°  (68°  F. ).  This  temperature  is 
kept  up  until  the  child  shows  some  symptoms  of  intolerance, 
chilliness,  feeble  pulse,  etc.,  in  which  case  the  temperature  is 
raised  a  few  degrees  and  the  baths  are  shortened.  This  treat- 
ment is,  in  other  words,  carefully  adjusted  to  the  needs  of  the  pa- 
tient, in  some  cases  baths  being  given  at  four,  five,  or  six  hours' 
interval  instead  of  at  three  as  prescribed  by  Brand.  The  author 
attributes  his  good  results  in  the  treatment  of  typhoid  fever 
chiefly  to  the  use  of  baths.  In  some  cases  of  tachycardia  and 
of  threatened  collapse  he  has  given  injections  of  caffeine, 
sparteine,  or  strychnine,  and  has  also  administered  alcohol, 
quinine  extract,  and  liquor  ammonise,  but  he  considers  this 
stimulating  and  tonic  treatment  merely  as  accessory.  Children 
support  cold  bathing  better  than  do  adults,  and  to  give  up  this 
treatment  would  be  a  distinct  step  backward  in  therapy. 

A.  B.  Marfan  "  says  that  whenever  he  is  called  to  a  case  of 
typhoid  fever  in  a  child  he  always  begins  with  the  administra- 
tion of  quinine.  When  the  rectal  temperature  between  4  and 
5  o'clock  in  the  afternoon  is  above  39°  (102.2°  F.),  he  has  a 
child  over  5  years  of  age  take  0.75  gramme  (12^  grains)  of  the 
neutral  bichlorhydrate  of  quinine  in  three  doses  at  intervals 
of  half  an  hour.  The  next  morning  the  patient  either  shows 
the  benefit  of  the  treatment,  in  which  case  the  treatment  is 
continued  in  exactly  the  same  way  and  for  the  same  indica- 
tions as  the  first  dose;  or  else  no  improvement  is  noted,  and, 
without  delay,  cold  baths  are  given.  The  first  one  is  at  32° 
(80°  F.)  and  lasts  from  eight  to  ten  minutes.  Three  hours 
later,  if  the  rectal  temperature  is  above  39°  (102°  F.),  a  second 
bath  at  30°  (86°  F.)  is  given,  and  so  on  until  a  temperature 
of  25°  (77°  F.)  has  been  reached.  If  the  rectal  temperature  is 
less  than  102°  F.  no  bath  is  given,  but  the  temperature  is  taken 
every  two  hours,  end  as  soon  as  it  is  above  102°  a  bath  is  ad- 
ministered. Since  January  1,  1894,  when  the  author  began  to 
use  this  method  of  medication,  the  total  mortality  from  typhoid 
fever  in  his  hospital  work  has  been  7  per  cent. 

The  objections  made  to  cold  bathing  in  children's  diseases 
are  threefold.    The  first,  formulated  by  Fischl,  is  that  the  tem 


BRIEF   OF   CURRENT   LITERATURE.  575 

perature  is  not  so  sure  to  be  brought  down  as  in  the  case  of 
adults.  To  this  it  might  be  replied  that  the  beneficial  action 
of  the  water  does  not  consist  entirely  in  the  lowering  of  the 
temperature.  Moreover,  in  the  great  majority  of  cases,  a 
bath  at  35°  used  in  typhoid  fever  in  childhood  does  lower  the 
temperature  as  much  as  or  more  than  1°  Centigrade. 

In  the  second  place,  it  has  been  said  that  the  shock  of  the 
cold  water  would  be  likely  to  stop  respiration.  The  author 
has  noted  this  but  once,  and  that  in  a  child  of  4  years,  who 
was  plunged  at  once  into  a  bath  at  22°  (71°  F.).  The  apnea 
was  merely  temporary,  for  respiration  returned  when  the  child 
was  taken  out  of  the  bath  and  flagellated  with  wet  cloths. 
Finally,  it  has  been  said  that  children  do  not  obtain  a  good  re- 
action and  are  apt  to  exhibit  symptoms  of  collapse  after  the 
bath.  This  is  not  true,  according  to  the  author's  experience, 
unless  by  collapse  is  meant  a  slight  trembling  and  a  little  blue- 
ness  of  lips  and  limbs  such  as  occasionally  occur.  Should  a  very 
high  temperature  be  unmodified  by  the  cold  bathing,  the  author 
supplements  the  treatment  by  the  injection  of  artificial  serum, 
to  which  caffeine  is  sometimes  added,  and  has  had  good  results 
from  this  procedure. 

M.  L,  Guinon "  defends  cold  bathing  in  t3'phoid  fever  in 
childhood  against  certain  accusations  which  have  been  made 
against  it,  and  urges  that  greater  consideration  be  given  to 
the  method  of  its  administration.  In  his  experience,  outside 
of  cases  where  there  was  cardiac  weakness,  he  has  always 
seen  baths  at  the  temperature  of  27°  to  25°  (80°  to  77°  F.)  well 
supported.  Bat  for  this,  two  conditions  were  necessary:  the 
first,  that  the  cold  bathing  should  have  been  applied  from  the 
first  days  of  the  disease,  when  the  fever  had  for  twenty-four 
hours  been  above  39°  (102°  F.)  ;  and,  second,  that  the  child 
should  have  been  accustomed  by  degrees  to  cold  water  by  a 
gradual  decrease  of  the  temperature  of  the  baths  given.  The 
physician  should  always  be  present  when  the  first  bath  is 
given,  unless  there  are  trained  assistants;  there  should  be  fric- 
tion or  light  massage  of  the  limbs,  and  a  wet  sponge  or  cloth 
should  be  kept  on  the  head.  The  temperature  of  the  bath 
should  be  modified  according  to  the  condition  of  the  patient, 
the  resistance  and  tenacity  of  the  fever,  and  its  duration 
should  vary  according  to  the  tenacity  of  the  fever.  Occasion- 
ally, and  especially  during  some  epidemics  of  tj^phoid,  a  child 
with  a  weak  heart  will  not  tolerate  cold  bathing  well;  in  these 
cases  ice  placed  on  the  heart,  with  the  administration  of 
strychnine  and  sparteine,  will  relieve  tension  and  allow  of  a 
continuation  of  the  cold-bath  treatment;  if  these  methods  do 
not  suffice,  the  injection  of  salt  water,  50  to  100  grammes 
(1  ounce  5  drachms  to  3|  ounces),  will  usually  increase  toler- 
ance. In  the  rare  cases  where  a  cold  bath  is  not  supported  at 
all,  it  may  be  replaced  by  a  cold  pack. 
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Antenatal  pathology  abounds  in  problems.  The  relation 
of  maternal  and  paternal  states  to  the  condition  of  the  infant 
yet  unborn;  the  passage  of  poisons  and  infections  and  germs 
through  the  placenta  from  mother  to  fetus  and  from  fetus  to 
mother;  the  ultimate  causes  of  malformations  of  the  embryo; 
the  transmission  of  morbid  tendencies  through  the  germ  from 
one  generation  to  another  and  to  yet  another— these  and  many 
others  are  the  puzzling  problems  of  prenatal  pathology.  There 
is  no  royal  road  to  their  solution.  The  popular  mind,  and  to 
some  extent  the  intelligence  of  the  profession,  have  tried  to 
find  a  way,  a  short  cut,  through  the  explanation  of  the  ma- 
ternal impression  ;  but  to  the  scientific  this  explanation  has 
appeared  to  be  little  short  of  a  relapse  into  medievalism.  The 
37 
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student  of  antenatal  pathology  must  travel  to*Jiis  goal  building 
a  road  slowly  and  with  infinite  pains  as  he  moves  forward. 
Years  ago  Britain  tried  to  save  Gordon  and  the  Soudan  by 
rushing  a  column  across  the  desert,  and  failed;  Kitchener  took 
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Fig.  1.— Hydrocephalic  fetus,  showing  also  absence  of  right  tliumb  and  radius. 

years  to  build  the  Soudan  Military  Railway,  and  succeeded— 
succeeded  completely,  Gordon  would  generously  have  said. 
The  rush  to  explain  antenatal  pathological  phenomena  by  the 
"maternal  impression"  has  brought  nothing  but  a  loss  of 
prestige  to  the  medical  profession  in  the  eyes  of  the  scientific 
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world.  We  must  more  slowly  but  more  surely  build  up  a 
kaovvledge  of  such  matters  founded  upon  the  application  of 
the  principles  of  general  pathology  to  their  elucidation.  The 
problem  which  I  am  about  to  state  will  serve  at  least  to  reveal 
some  of  the  difiQculties  which  lie  in  the  path  of  the  antenatal 
pathologist  looking  for  a  solution  thereof.  The  consideration 
of  the  impediments  in  this  case  may  clear  the  way  for  further 
advance. 

In  the  year  1893  the  problem  referred  to  first  came  under  my 
notice,  and  it  has  been  more  or  less  under  it  ever  since;  but 
lately  it  has  become  aggravated  and  pressing.  It  is,  in  a 
word,  the  history  of  a  series  of  developmental  disasters  affect- 
ing a  healthy  woman,  the  wife  of  an  apparently  healthy  man. 
In  1893  my  friend  Dr.  R.  A.  Lundie,  in  whose  practice  the 
case  is,  sent  to  me  for  examination  a  hydrocephalic  female 
fetus  (Fig.  1)  with  absence  of  the  right  thumb  and  radius. 
During  the  pregnancy  of  which  this  fetus  was  the  product  no 
unusual  symptoms  had  been  noticed,  but  three  days  before 
labor  the  waters  escaped,  and  two  days  before  delivery  the 
fetal  movements  ceased.  The  labor  was  easy,  and  it  was 
found  that  the  cranial  bones  had  given  way  and  the  hydro- 
cephalic fluid  lay  partly  inside  and  partly  outside  the  skull. 
The  fetus  looked  as  if  it  might  have  been  dead  for  two  or  three 
days  in  utero,  as  the  epidermis  was  absent  at  some  places.  It 
weighed  3,270  grammes,  had  a  length  of  54  centimetres  and  a 
cranial  circumference  of  50  centimetres.  The  membranes, 
cord,  and  placenta  had,  it  was  stated,  a  normal  appearance. 

The  previous  obstetric  history  of  the  mother  of  this  hydro- 
cephalic female  thumbless  fetus  was  as  follows:  She  was  mar- 
ried at  the  age  of  33,  and  within  a  year  thereafter  she  gave 
birth  at  the  full  term  to  a  living,  normal  male  infant,  who  still 
lives  and  is  now  (1900)  11  years  of  age.  The  pregnancy  was 
normal.  This  was  in  1889.  Two  years  later  (1891)  she  had 
her  second  child,  also  a  boy,  under  similar  happy  circum- 
stances and  with  a  like  happy  issue;  he  is  now  9  years  old.  In 
1893  she  aborted  at  the  second  or  third  month  of  her  third 
pregnancy,  and  in  1893  she  gave  birth  to  the  hydrocephalic  dead 
female  fetus  with  absence  of  the  right  thumb,  as  has  been  re- 
corded above.  It  was  noted  at  the  time  that  the  mother  was 
herself  well  formed  save  for  a  marked  absence  or  imperfect 
development  of  the  short  muscles  of  both  thumbs.  This 
anomaly  had  existed  since  birth,  and  a  sister  had  a  similar 
defect  implicating  one  thumb.     Her  mother,  the  grandmother 
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of  the  hydrocephalic  fetus,  had  also  an  imperfect  development 
of  the  same  group  of  muscles.  In  all  the  defect  was  quite 
evident  and  interfered  to  some  extent  with  the  usefulness  of 
the  thumbs,  which  could  be  flexed  across  the  palm,  but  not 


<i^ 


Fig.  [2. — Anencephalic  fetus,    showing    also   mal- 
formed right  thumb,  amniotic  adhesions,  etc. 


Fig.  3.— Infant  with  absence 
of  right  thumb  and  both  radii, 
and  malformed  left  thumb. 


turned  so  as  to  face  the  other  digits.  With  regard  to  the 
grandmother,  it  may  be  noted  here  that  she  had  had  several 
miscarriages,  but,  so  far  as  is  known,  none  of  them  were  mon- 
trosities,  and  her  full-term  children  were  not  deformed   save 
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as  regarded  the  state  of  the  musculature  of  the  thumhs  above 
referred  to. 

I  must  now  complete  the  record  of  the  obstetric  history  of 
this  woman.  In  1894  her  fifth  gestation  ended  in  the  birth  of 
a  living  normal  female  infant,  who  still  lives  and  is  now  nearly 
6  years  old.  The  patient's  next  pregnancy  (sixth)  was  pro- 
longed to  about  eleven  months.  It  ended  in  the  birth  of  an- 
other female  infant,  weighing  3,520  grammes  and  measuring 
45  centimetres  in  length,  and  showing  quite  a  number  of  mal- 
formations (Fig.  2).  It  was  anencephalic;  it  had  a  localized 
spina  bifida  in  the  lumbar  region;  one  foot  was  in  a  condition 
of  talipes  calcaneus;  the  right  thumb  was  malformed  and 
attached  only  by  soft  tissues  to  the  hand,  and  the  fetal  mem- 
branes and  placenta  were  connected  with  the  margin  of  the 
spinal  defect  by  an  amniotic  band.  Dr.  Lundie  was  not 
present  at  birth,  and  it  cannot  be  ascertained  whether  there 
was  hydramnios  or  not.  Fetal  movements  were  felt  two  days 
before  labor,  and  the  condition  of  the  fetus  bears  this  out. 
This  happened  in  1895.  In  1898  another  female  infant  was 
born,  who  lived  only  for  five  weeks,  being  delicate  from  the 
first;  and  now,  in  1900,  this  unfortunate  woman  has  again  given 
birth  to  a  female  infant,  evidently  premature,  of  small  size 
(weight,  1,320  grammes;  length,  39  centimetres),  with  absence 
of  both  radii  and  with  absence  of  the  right  thumb  and  defec- 
tive development  of  the  left,  which  was  attached  to  the  hand 
by  a  narrow  piece  of  skin.  This  infant  (Fig.  3)  was  born 
alive,  but  survived  birth  only  three  days.  The  placenta  was 
small,  and  the  cord  was  inserted  into  the  margin  of  it  (bat- 
tledore). Dissection  revealed  commencing  hydrocephalus,  but 
there  were  no  external  signs  of  it. 

In  order  to  complete  the  case  record  it  may  be  added  that 
the  father,  who  is  now  37  years  of  age  (two  years  older  than  his 
wife),  is  a  healthy  man,  thin,  dark,  and  rather  neurotic.  He 
comes  of  a  neuro  bilious  stock,  and  is  not  a  total  abstainer, 
although  it  would  be  wrong  to  describe  him  as  a  heavy 
drinker.  The  mother  and  her  three  living  children  show  no 
signs  of  syphilis,  rickets,  or  other  diathetic  conditions.  I  have 
personally  examined  them  all,  and  they  can  be  described  as 
quite  healthy,  and,  save  for  the  deformity  of  the  mother's 
thumbs,  quite  normal. 

Summary  of  History  of  Case. — Mother  35;  married  at  23; 
defective  thumb  muscles  inherited.     Father  37,  healthy. 
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Pregnancies. 


Result. 


Male  infant;  normal;  still  alive,  age  11  years (1889) 

Male  infant;  normal;  still  alive,  age  9  years  (1891). 

Abortion  at  second  oi  third  month  (1892). 

Female,  dead-born,  hydrocephalic  fetus,  right  thumb  and  ra- 
dius absent  (1898). 

Female  infant;  normal;  still  alive,  age  6  j-ears  (1894). 

Female,  post-mature  dead-born,  anencephalic  fetus,  with  mal- 
formed right  thumb,  amniotic  band,  etc.  (1895). 

Female  infant;  congei;itally  weak;  lived  five  weeks  (1898). 

Female  premature  infant,  with  ab.sence  of  both  radii  and  of 
right  thumb  and  malformed  state  of  left  thumb;  died  in 
three  days;  battledore  placenta  (1900). 


It  will  be  noted  that  in  this  obstetric  history  since  the  j'ear 
1892,  when  the  abortion  occurred,  almost  everything  seems  to 
have  gone  wrong  in  the  reproductive  record  of  the  patient; 
hydrocephaly,  dead  birth,  anencephaly,  spina  bifida,  still- 
birth, congenital  debility,  malformed  hands,  malformed  feet, 
prolonged  gestation,  shortened  gestation,  amniotic  bands,  bat- 
tledore placenta,  absence  of  radius — all  go  to  make  up  an 
appalling  series  of  developmental  disasters  and  reproductive 
failures.  Prior  to  the  abortion  there  were  two  pregnancies, 
which  resulted  in  the  birth  of  two  normal  healthy  boj's  who 
are  now  alive.  After  the  abortion  there  were  five  pregnancies, 
which  resulted  in  the  birth  of  two  dead-born  monstrosities,  a 
malformed  premature  infant  who  died  in  three  days,  a  con- 
genitally  weak  infant  who  succumbed  in  five  weeks,  and  one 
healthy  child  who  still  lives.  The  children  born  before  the 
abortion  were  boys,  those  born  after  it  were  all  girls;  both  the 
children  born  before  the  abortion  are  alive,  four  out  of  five 
of  those  born  after  it  are  dead;  both  the  boys  born  before 
the  abortion  were  normal  in  development,  three  out  of  the  five 
girls  born  after  it  were  grossly  malformed. 

A  scrutiny  of  the  facts  in  this  perplexing  history  brings  out 
several  noteworthy  points:  first,  the  series  of  antenatal  devi- 
ations from  the  normal  began  with  an  abortion;  second,  the 
pregnancies  do  not  appear  to  have  been  attended  with  morbid 
maternal  symptomatology,  even  the  almost  universal  "  mater- 
nal impression"  being  absent;  third,  the  male  infants  were 
normal,  while  the  females,  with  one  exception,  were  either 
deformed  or  died  early;  fourth,  there  were  anomalies  of  the 
thumbs  in  three  generations,  with  family  prevalence  in  at 
least  two  generations;   and,  fifth,  the  net  economic  result  of 
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eight  pregnancies  was  three  living  children  instead  of  eight. 
Some  of  these  facts  are  in  accordance  with  the  ascertained 
laws  of  teratology,  such  as  the  prevalence  of  monstrous  devel- 
opments in  female  infants  as  compared  with  males,  the  family- 
prevalence  of  malformations,  and  the  association  in  the  same 
history  of  the  various  phenomena  of  antenatal  pathology,  viz  , 
abortion,  premature  labor,  post-mature  labor,  malformations, 
monstrosities,  still-birth,  and  congenital  debilit3\  On  the 
other  hand,  the  absence  of  any  morbid  symptomatology  in  preg- 
nancy, and  the  general  good  health  of  the  parents  and  their 
apparent  freedom  from  diathetic  states,  such  as  syphilis  and 
tubercle,  and  from  alcoholism,  are  remarkable,  although  not  op- 
posed to  the  recorded  experiences  of  observers  of  teratological 
phenomena.  The  birth  to  the  same  mother  of  a  hydrocephalic 
and  later  of  an  anencephalic  fetus  I  have  already  noted  in 
another  case,'  and  I  have  also  reported  another  instance  of  pro- 
tracted gestation  with  the  occurrence  of  anencephaly "  which 
was  narrated  to  me  by  Dr.  Christopher  Martin,  of  Birming- 
ham, in  1895. 

The  facts  that  have  been  referred  to,  taken  in  conjunction 
with  the  general  laws  of  antenatal  pathology,  throw  some 
light — not  much,  it  must  be  confessed — upon  the  important 
matters  of  causation  and  treatment. 

First,  in  regard  to  the  question  of  etiology,  two  factors  must, 
I  think,  be  separated.  There  is  the  tendency,  apparently 
hereditary  in  the  mother's  family,  to  malformation  of  the 
thumbs.  It  may  be  supposed  that  in  the  formation  of  the 
fetus  in  this  family  there  is  a  special  liability  of  the  thumb  to 
become  the  site  of  malformation.  If  all  the  reproductive 
processes  are  at  their  best  this  tendency  may  be  overcome  and 
a  normal  infant  barn,  as  was  the  case  with  the  two  male  in- 
fants and  the  first  female  infant;  but  it  may  be  hazarded  that 
when  the  developmental  powers  are  below  par,  so  to  speak, 
the  part  of  the  body  which  is  hereditarily  weak  in  formative 
force  {"  nisus  formativus,"  to  use  an  old  expression)  will  be 
the  first  to  exhibit  a  deviation  from  the  normal  in  structural 
formation;  hence  the  birth  of  three  infants,  malformed  in 
different  ways,  it  is  true,  but  all  of  them  malformed  in  the 
same  region  in  addition  to  the  other  malformations.  In  the  re- 
curring and  persistent  presence  of  an  anomaly  of  tbe  thumbs 
I  recognize  the  hereditary  element  in  the  etiology  of  this  case. 
'  Transactions  of  the  Edinburgh  Obstetrical  Society,  xx.,  p.  163,  1895. 
=  Teratologia,  ii.,  p.  12i>. 
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But  I  think  it  must  be  admitted  that  heredity  alone  will  not 
serve  to  explain  the  causation  altogether.  I  believe  it  must 
be  supposed  that  between  the  birth  of  the  second  child  (the 
healthy  bo}-)  and  the  occurrence  of  the  abortion  with  all  its 
succeeding  train  of  antenatal  ills,  either  the  maternal  or  the 
paternal  reproductive  powers  must  have  been  seriously  inter- 
fered with  and  weakened;  for  it  is  evident  that  from  this  time 
onward  the  spermatozoa  and  ova,  that  were  able  previously  to 
carry  embryogenesis  to  the  high  level  of  the  production  of  nor- 
mal males,  could  no  longer  do  more  than  lead  to  the  birth  of 
weak  and  malformed  or  actually  monstrous  females.  In  a 
sentence,  if  we  could  find  out  the  cause  of  the  abortion  in  this 
family  history  we  might  be  on  the  way  toward  the  discovery 
of  the  cause  of  all  the  morbid  antenatal  phenomena.  Un- 
fortunately this  is  just  what  it  seems  impossible  to  do,  for,  as 
I  have  said,  there  is  no  record  or  sign  of  grave  depreciation  of 
either  the  maternal  or  the  paternal  health  at  this  time.  Had 
the  father  acquired  syphilis  or  the  mother  developed  tubercle, 
or  had  either  of  them  been  subject  to  any  toxic  or  infective 
influence  about  this  period,  some  indication  would  have  been 
forthcoming  of  the  cause  of  the  abortion  and  of  its  sequelse. 
As  a  matter  of  fact,  there  is  no  such  history;  and  even  in  re- 
gard to  the  taking  of  alcohol  by  the  father,  there  is  no  reason 
to  look  to  that  as  a  sufficient  toxic  agency,  for  there  is  no  evi- 
dence that  it  was  in  excess.  That  some  morbid  influence, 
either  in  father  or  mother,  came  into  action  at  this  time  there 
is  not  in  my  mind  a  doubt  (and  in  many  cases  of  the  produc- 
tion of  monstrous  or  diseased  offspring  I  have  been  able  to 
discover  it  and  to  observe  its  nature) ;  but  what  it  was  in  the 
meantime  remains  obscure.  Some  cause  must  certainly  have 
arisen  to  convert  a  woman  whom  we  may  call  a  boniparous 
primipara  into  a  monstriparous  and  morbiparous  multipara. 
There  is  as  much  or  more  difference  between  a  woman  bearing 
healthy  living  males  and  one  producing  monstrous  dead 
females  as  there  is  between,  for  example,  a  man  with  healthy 
lungs  and  one  with  double  pneumonia.  In  the  latter  case 
none  would  doubt  the  incidence  of  a  sufficient  morbid  cause  to 
bring  about  the  vast  change  in  the  man's  condition,  and  it  is 
only  applying  the  same  principle  of  general  pathology  and 
etiology  to  the  former  case  to  look  for  a  similarly  effective 
cause  in  it.  Disorders  in  the  function  of  reproduction  demand 
causes  as  much  as  do  those  of  the  function  of  respiration,  and 
experimental  teratogeny,  as  well  as  clinical  observation,  goes 
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to  show  that  the  causes  of  monstrosities  and  of  other  antenatal 
morbid  states  are  of  the  same  nature  as  those  of  postnatal 
pathological  conditions,  that  they  are  microbic,  toxic,  and 
traumatic. 

Second,  with  respect  to  the  matter  of  treatment,  it  must  be 
confessed  that  up  to  the  present  that  is  most  correctly 
described  as  "therapia  nulla."  The  great  problem  in  this 
case  is  to  restore  the  mother  (and  father)  to  what  may  be 
called  the  status  quo  ante  abortiim.  The  difficult  task  before 
the  practical  antenatal  pathologist  of  the  future  is  the  check- 
ing of  recurrent  monster-bearing,  for  the  fact  that  pathological 
pregnancies  tend  to  repeat  is  notorious.  From  the  economic 
standpoint  of  the  well-being  and  growth  of  the  population, 
malignant  monstriparity  and  morbiparity  demand  our  atten- 
tion; and  when,  as  in  some  countries,  the  birth  rate  begins  to 
fall,  the  problem  becomes  so  much  the  more  pressing.  When 
a  marked  disease  or  tendency  thereto  exists  in  either  mother 
or  father,  it  of  course  must  be  dealt  with  ;  the  association  of 
syphilis  and  the  morbid  phenomena  of  abortion,  still-birth, 
monster-bearing,  and  congenital  debility  is  well  known,  and 
the  beneficial  efifect  of  mercury  under  such  circumstances  is 
equally  well  known  and  appreciated;  and  there  are  other  con- 
ditions, such  as  alcoholism,  which  are  similarly  causative  and 
similarly  curable.  The  difficulty  in  the  present  case  is  the 
absence  of  any  such  evident  causal  agency,  and  therefore  the 
impossibility  of  directing  therapeutic  means  against  it.  Two 
suggestions  I  have  made  to  Dr.  Lundie  and  to  his  patient 
(and  the  latter,  I  need  hardly  add,  would  suffer  much  in  the 
hope  of  bringing  to  an  end  this  series  of  reproductive  fatal- 
ities), both  of  which  are  hypothetical  and  empiric.  Since  it  is 
evident  that  the  proximate  or  immediate  cause  of  the  mal- 
formations (in  one  infant  at  least)  was  the  abnormal  formation 
of  the  placenta  and  amnion  (for  there  were  amniotic  ad- 
hesions, and  the  anomalies  found  were  explicable  either  by 
amniotic  pressure  or  by  amniotic  adhesion),  it  has  been  sug- 
gested that  before  the  supervention  of  another  pregnancy  the 
uterus  be  curetted,  in  the  hope  that  possibly  a  mucous  mem- 
brane more  capable  of  growing  a  normal  placenta  may  be  pro- 
duced. Further,  it  may  be  hazarded  as  probable  that  sub- 
stances which  stimulate  growth  and  development  after  birth, 
such  as  the  thyroid  extract,  may  also  encourage  normal  em- 
bryogenesis  before  birth.  It  has  been  recommended,  there- 
fore, that  this  woman  receive  thyroid  extract  during  the  early 
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weeks  of  her  next  gestation.  But,  as  I  have  alreadj'  said, 
these  means  are  suggested  without  much  feeling  of  hopeful- 
ness and  entirely  on  the  strength  of  hypothesis.  They  are 
aimed  at  the  great  problem  of  how  to  prevent  the  procreation 
of  the  unfit — a  problem  which  it  would  be  foolish  to  hope  will 
soon  be  solved. 
24  Melville  street,  Edinburgh. 
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(With  six  illustrations.) 


The  literature  pertaining  to  the  Alexander  operation  was 
verj"  completely  reviewed  only  three  j'ears  ago  in  a  classical 
article  by  Dr.  George  M.  Edebohls,"  of  New  York,  wherefore 
the  writer  deems  it  unnecessary  to  repeat  it  and  will  treat  only 
of  the  most  practical  features  of  the  subject. 

The  Indications  for  the  combined  operations  here  mentioned 
are  recognized  best  after  stating  a  number  of  fundamental 
general  principles  or  postulates,  most  of  which  will  find  general 
acceptation.  And  for  the  reasons  or  proofs  for  declarations 
that  to  some  may  appear  doubtful,  the  writer  must  refer  his 
readers  to  other  allied  publications  which  help  to  make  the 
rationale  of  his  conclusions  and  the  choice  of  his  methods 
clear." 

L  Although  retroversion  and  retroversio-flexion  are  patho- 
logical, they  are  so  only  in  a  secondary  degree,  not  causing 
conditions  that  can  be  fatal  directly  {indicatio  quoad  vale- 
tudinem,  non  quoad  vitam). 

2.  For  disorders  of  such  a  moderate  degree  of  pathologi- 
cal gravity  no  operation  is  advisable  that  (1)  has  any  clearly 

*  Presented  at  the  International  Congress  of  Gynecologists  and  Obstetri- 
cians at  Amsterdam,  August,  1899. 
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perceptible  rate  of  mortality;  (2)  that  interferes  with  gestation 
or  embarrasses  labor;  (3)  that  material]}' disturbs  the  anatomy 
or  the  functions  of  the  organs  implicated  or  of  those  adjacent  to 
them;  and  (4)  whose  purposes  or  good  results  are  not  assured 
to  continue  in  full  force  after  subsequent  parturition. 

3.  Vaginofixation,  vesicofixation,  and  ventrofixation  and  sus- 
pension of  the  uterus  are  to  be  avoided  in  all  cases  that  retain 
a  capacity  for  conception,  because  (1)  they  are  unscientific 
and  unnatural,  and  secure  an  unnatural  position  for  the  or- 
gans ;  (2)  because  every  feature  of  their  technique  which  is 
inclined  to  secure  lasting  results  is  diametrically  opposed  to 
the  interests  of  the  uterus  in  pregnancy  and  labor,  there  being 
no  parallelism  of  interests  or  forces  between  the  two  objects; 
(3)  because  of  the  great  uncertainty  as  to  the  firmness  or 
strength  of  the  direct  fixation  of  the  uterus,  and,  in  mediate 
fixation  (suspension)  of  it,  the  extreme  uncertainty  as  to  the 
strength  and  the  time  of  formation  and  duration  of  the  so- 
called  artificial  ligaments,  which  are  not  ligaments  at  all, 
because  they  cannot  grow  with  the  uterus  during  gestation 
nor  become  involuted  with  it  subsequently;  (4)  because  these 
operations  either  create  compromising  conditions  or  positive 
complications  in  gestation  or  labor,  or  subject  the  patient  to 
the  danger  of  ileus,  or  give  no  assurance  against  a  recurrence 
of  the  displacement  after  labor. 

4.  The  only  physiological  structures  that,  as  a  part  of  the 
uterus,  keep  pace  with  it  during  its  phenomenal  transforma- 
tions, and  can  always  be  found  and  made  to  hold  the  uterus  in 
anteversion  permanently  without  embarrassing  its  important 
functions,  are  the  round  ligaments.  And  the  only  manner  of 
dealing  with  these  round  ligaments  that  has  been  proved  to 
secure  an  anteversion  that  will  stand  the  critical  test  of  preg- 
nancy and  labor  also  is  a  thorough  and  equable  shortening 
of  them  by  way  of  the  inguinal  canals,  under  the  supervision 
and  guidance  of  an  intelligent  finger  introduced  through  the 
dilated  internal  inguinal  rings. 

5.  Retroversion  and  retroflexion  of  the  uterus  are  the  most 
frequent  causes  of  pathological  descensus  of  ovaries.  From  this 
follow  embarrassment  of  their  venous  circulation  and  lowered 
trophic  conditions,  which,  together  with  the  traumata  experi- 
enced by  the  ovaries  (the  left  one  chiefly)  between  the  bodj-  of 
the  retroverted  uterus  above  and  the  variably  filled  rectum  or 
sigmoid  flexure  beneath,  predispose  them  to  infection  or  induce 
in  them  chronic  inflammatory  processes  and  degenerations. 
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l>.  These  pathological  changes  in  the  adnexa  are  present  to 
a  variable  degree  in  a  large  majority  of  both  movable  or  ad- 
herent retroversions  or  flexions.  They  can  be  arrested  and 
the  health  and  functions  of  the  organs  can  be  largely  restored 
by  judicious  conservative  surgical  treatment,  and  by  securing 
them  in  their  normal,  more  healthful  and  sheltered  locations 
(Waldeyer,'  Aug.  Martin/  Hammerschlag,^  Luschka"). 

7.  To  do  this  constitutes  a  large  part  of  the  indications  in 
nearly  all  cases  where  curative  surgical  measures  are  adopted 
for  retrodeviations  of  the  fundus  uteri  (the  terms  retro- 
displacement  and  retrodeviation  of  the  uterus  should  be  dis- 
carded, because  they  do  not  refer  to  the  inclination  of  the  long 
uterine  axis  at  all,  and  because  they  may  be  confounded  with 
retroponation,  i.e.,  backward  retraction  of  the  normally  ante- 
verted  uterus);  and,  with  reference  to  the  ovaries,  this  implies 
a  sufficient  access  to  the  lateral  walls  of  the  pelvis  to  resect 
the  ovaries  without  doing  violence  to  their  lateral  supports, 
and  to  suspend  them  by  shortening  their  proper  lateral  sus- 
pensory ligaments  (Henle  ;  Ligamentum  infundibulo-pelvicum 
and  infundibulo-ovaricum)  when  they  are  not  sufficiently 
restored  to  their  normal  location  merely  by  correcting  the  dis- 
placement of  the  uterus. 

8.  Such  a  sufficient  access  to  the  lateral  wall  of  the  pelvis  as 
will  answer  for  the  performance  of  these  more  ideal  conserva- 
tive and  prophylactic  surgical  procedures  can  be  had  by  way 
of  an  ample  median  ventral  incision  and  via  the  dilated  inter- 
nal inguinal  rings  in  conjunction  with  a  thoroughly  performed 
Alexander  operation,  but  not  by  any  of  the  vaginal  routes, 
which  are  indeed  very  serviceable  for  purposes  of  extirpation, 
but  not  for  conservative  surgery  upon  the  adnexa;  because 
the  ovaries  are  thereby  necessarily  and  perniciously  dragged 
down  and  inward,  and  then  cannot  be  restored  and  secured  by 
these  routes  in  their  normal  lateral  locations  by  shortening 
their  lateral  suspensory  ligaments  (Sanger'). 

9.  Experience  shows  that  in  the  majority  of  all  infections 
that  occur  in  the  uterine  appendages  and  the  pelvic  perito- 
neum, the  infecting  agents  do  not  remain  active  indefinitely, 
but  lose  their  virulence  or  die  out  without  leaving  foci  or 
accumulations  of  actively  infectious  material  in  or  about  these 
organs.  But  a  variable  degree  of  invalidism  is  caused  by 
adhesions,  fixations,  deformations,  and  degenerate  conditions 
in  the  uterine  adnexa,  which  have  resulted  from  the  previ- 
ously active  inflammatory  processes.      And  for  the  perform- 
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ance  of  all  rational  and  eflScient  conservative  or  radical  surgi- 
cal acts  that  are  indicated  by  the  conditions  mentioned,  ample 
access  and  facility  is  usually  given  by  bilateral  inguinal  celi- 
otomy, made  by  splitting  the  aponeurosis  of  the  external 
abdominal  oblique  muscle  and  dilating  the  internal  abdominal 
ring;  and  this  is  the  most  innocent  and  effective  route  to  be 
chosen,  with  certain  exceptions,  when  the  pathological  condi- 
tions described  exist  together  with  retroversion  or  retroflexion 
of  the  uterus. 

A  review  of  these  my  postulates  indicates  that  a  procedure 
which  resembles  a  bilateral  Bassini  hernia  operation  more 
than  it  does  the  original  operation  of  Alexander,  is  indicated 
in  combination  with  inguinal  celiotomy  in  all  retroversions 
and  retroflexions  of  the  uterus,  movable  and  adherent,  that 
require  treatment  and  are  not  the  seat  of  depots  of  pus  or  other 
fluid  infectious  substances  that  might  be  extruded  into  the 
peritoneal  cavity.  This  precludes  the  performance  of  this 
operation  during  the  continuance  of  any  acute  inflammatory 
process  in  the  parts.  The  innocent,  benign,  and  satisfjnng 
celiotomy  feature  of  the  operation  is  necessary,  at  least  to  the 
extent  of  a  careful  digital  exploration,  in  connection  with 
shortening  of  every  single  round  ligament,  in  order  (1)  to  be 
certain  that  no  obscure  fixations  or  adhesions  of  the  uterus  or 
adnexa  remain;  (2)  to  discover  diseased  parts  or  conditions  of 
ovaries  and  tubes  that  are  not  otherwise  palpable;  (3)  to  prove 
that  the  round  ligament,  when  it  has  been  apparently  drawn 
out  sufficiently,  really  pulls  from  the  fundus  uteri  and  not 
merely  from  the  lateral  portion  of  the  broad  ligament,  from 
which  it  must  be  specially  detached  in  many  simple  cases  in 
order  to  secure  a  complete  and  durable  result.  These  three  fea- 
tures just  mentioned  explain  largely  why  the  simple  old  Alex- 
ander operation  did  not  and  cannot  become  generally  adopted 
or  popular,  for  it  cannot  produce  sufficiently  complete  and  uni- 
form cures,  either  anatomically  or  subjectively,  even  in  the 
very  small  class  of  selected  cases  to  which  it  is  applicable. 

Contraindications. — 1.  Probable  presence  of  actively  sep- 
tic material  which,  in  the  absence  of  sight,  might  be  extra- 
vasated  into  the  abdomen  unnoticed. 

2.  Extreme  corpulence  of  the  patient  associated  with  marked 
fixation  of  the  internal  organs,  and  some  rare  cases  of  utter 
immobility  of  the  uterus  in  persons  of  more  favorable  stature. 
(In  most  of  such  cases  the  infecting  agents  are  still  present 
and  more  or  less  virulent.) 
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i.  Desceusus  uteri  of  more  than  the  first  degree,  and  other 
marked  elongations  of  the  sacro-uterine  Hgaments. 

4  Stiffly  retroriexed  uteri  with  a  large  fundus,  either  from 
metritis  or  from  fibroids,  present  too  much  weight  posterior  to 
a  line  joining  the  points  of  origin  of  the  round  ligaments  to  be 
secured  in  anteversion  permanently  by  dealing  with  these  liga- 
ments alone.  Fortunately  these  cases  are  mostly  well  ad- 
vanced in  the  child-bearing  period  of  their  life,  and  they  either 
retain  no  practical  capacity  for  conception  or  they  are  quite 
willing  to  surrender  it.  When  a  cure  is  aimed  at  in  such  cases 
they  should  be  treated  with  thorough  vaginal  plastics,  sup- 
plemented by  a  firm  direct  ventrofixation  of  the  uterus;  while, 
at  the  same  time,  they  should  be  made  sterile,  when  at  all 
necessary,  b}^  exsecting  the  tubes  from  the  uterine  cornua  and 
removing  them  without  the  ovaries  when  the  latter  are  fairly 
normal  or  can  be  resected. 

Technique. — This  is  an  exceedingly  important  subject,  not 
simply  because  the  operation  in  general  has  been  unjustly 
blamed  by  not  a  few  men  because  the  finding  of  the  ligaments 
seemed  too  difficult  or  uncertain  to  them,  but  because  some 
important  feature  in  the  final  results  depends  upon  a  judicious 
choice  and  careful  execution  of  every  single  step  in  the  opera- 
tion.    We  will  consider  it  under  several  heads: 

1  Preliminary  Requirements  for  Success. — (a)  A  reason- 
ably accurate  pelvic  diagnosis,  in  addition  to  a  general  one, 
must  be  previously  made  by  external  palpation,  by  vagino- 
abdominal and  by  recto-vagino-abdominal  bimanual  palpa- 
tion, with  the  patient  in  most  suitable  attire  and  position  and 
with  the  bladder  and  intestines  empty.  Not  merely  the 
general  topography  as  to  the  position,  size,  mobility,  shape, 
consistence,  and  tenderness  of  each  organ  should  be  ascer- 
tained as  far  as  possible,  but,  above  all  things,  sufficient 
assurance  must  be  obtained  that,  aside  from  the  adhesions, 
there  are  no  accumulations  of  pus  or  other  infectious  matters 
present.  In  cases  where  this  point  remains  in  doubt  it  is  a 
good  practice  to  make  the  patient  lie  down  for  from  one  to  two 
weeks  and  use  two  or  three  hot- water  vaginal  douches  daily,  of 
thirty  minutes  each,  in  the  dorsal  position;  to  apply  extensive 
external  fomentations,  and  administer  suitable  saline  laxa- 
tives. Many  suspicious  tender  points  and  swellings  will  then 
disappear,  and  if  immovable  aggregations  or  swellings  retain 
their  former  exquisite  tenderness  the  inguinal  route  should 
not  be  chosen. 
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(6)  Investigation  of  the  renal  functions;  emptying  of  the 
intestinal  canal;  preparatory  cleansing  treatment  of  skin  in 
the  inguinal  regions  and  of  the  vagina  during  forty-eight 
hours'  previous  recumbency,  and  a  curettement  as  the  first  act 
of  the  operation,  should  all  be  attended  to  for  this  as  for  any 
similar  celiotomy. 

3.  Making  the  Wound  and  Draiving  Out  the  Round  Lig- 
ament.— An  incision  extending  in  depth  down  to  the  aponeu- 
rosis of  the  external  abdominal  oblique  muscle  is  made,  begin- 


Fio.  1. 


ning  at  the  spine  of  the  pubis  and  extending  upward  and 
outward,  5  to  7  centimetres  parallel  to  Poupart's  ligament  and 
about  1  to  1^  centimetres  above  it.  The  external  abdominal 
ring  is  made  to  appear  distinctly  by  rubbing  the  aponeurosis 
with  a  gauze  sponge.  The  circular  fibres  at  the  outer  acute 
angle  of  this  ring  are  cut  by  a  small  nicking  incision,  and  then 
all  cutting  ceases.  The  bunch  of  fat  which  usually  fills  the 
external  ring,  and  which,  as  a  most  valuable  guide,  contains 
some  terminal  filaments  of  the  round  ligaments,  is  caught  in  a 
forceps  and  drawn  upon,  while  the  wound  in  the  aponeurosis  is 
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always  made  solely  b}'  splitting  it  with  the  fingers,  as  shown 
in  Fig.  1.  Its  severed  edges  are  then  included  in  the  grasp  of 
a  retractor  on  each  side.  The  round  ligament,  whose  end  is 
usually  included  with  the  fat  or  areolar  tissue  in  the  forceps, 
is  now  isolated  from  the  posterior  wall  and  floor  of  the  inguinal 
canal  and  from  the  part  of  the  internal  oblique  muscle  which 
normally  should  originate  from  the  outer  half  of  Poupart's 
ligament  and  pass  in  front  of  the  round  ligament  in  an  upward 
and  inward  direction.  The  round  ligament  always  becomes 
partly  frayed  out  into  these  muscular  walls  of  the  inguinal 
canal,  from  which  it  must  be  separated  bluntly  with  fingers  or 
forceps  as  far  as  possible,  when  the  attached  and  surrounding 
peritoneum  will  be  drawn  out  with  it  as  a  cone-shaped  invest- 
ment, chiefly  on  its  outer  and  upper  side.  In  order  to  secure 
an  opening  with  distinct  margins  in  this  peritoneal  fold  for  the 
future  intraperitoneal  manipulation,  it  is  best  to  seize  and  hold 
it  with  a  forceps  in  a  direction  from  the  anterior  superior  spine 
of  the  ileum,  and  to  incise  this  fold  between  the  ligament  and 
the  forceps  with  scissors.  With  the  aid  of  an  occasional  scissors 
clip  on  either  side,  this  peritoneal  funnel  is  stripped  down  upon 
the  ligament  in  such  a  manner  as  to  allow  the  ligament  to 
remain  reinforced  with  that  strip  of  peritoneum  from  the  ante- 
rior blade  or  surface  of  the  broad  ligament  to  which  it  is  always 
intimately  attached.  This  process  of  liberating  the  round  from 
the  broad  ligament  is  continued  until  traction  upon  the  former 
is  felt,  by  the  finger  introduced  into  the  abdomen,  to  draw 
quite  directly  upon  the  fundus  uteri  and  to  bring  it  into  con- 
tact with  the  anterior  abdominal  wall. 

In  about  five  per  cent  of  all  cases  the  round  ligament  appears 
to  be  completely  frayed  out  in  the  inguinal  canal  and  not  to 
reach  the  external  ring  at  all.  Then  it  is  most  advisable  to 
seize  a  bundle  of  the  soft  muscular  structures  at  the  inner 
margin  of  the  internal  ring  and  make  traction  upon  it,  while 
the  finger  of  an  assistant  placed  against  the  vaginal  cervix 
observes  whether  a  due  motion  is  imparted  to  the  uterus. 
When  this  is  not  the  case,  another  grasp  of  muscles  is  taken 
and  tried  until  the  ligament  is  known  to  be  included,  and  it  is 
then  isolated  bluntly  from  the  muscular  fibres  at  the  internal 
inguinal  ring.  In  rare  cases  of  anomalous  distribution  this 
method  also  fails.  Then  it  is  best  to  tease  the  muscular  and 
subserous  tissues  apart  down  to  the  peritoneum,  to  incise  a  fold 
of  this,  and  to  introduce  the  index  finger  to  the  origin  of  the 
round  ligament  and  tube.     Guided  by  this  finger,  a  forceps 
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can  be  caught  upon  the  upper  edge  of  the  broad  ligament,  with 
which  the  parts  are  drawn  up  and  made  more  accessible.  The 
round  ligament  can  then  be  found  in  its  place  in  the  broad  lig- 
ament, from  one  to  three  centimetres  anteriorly  and  below  the 
tube,  when  the  internal  inguinal  ring  has  been  stretched.  It 
will  be  noticed  that  throughout  either  of  these  procedures  no 
muscle  or  aponeurotic  fibres  have  been  severed  in  continuity, 
but  simply  contiguity,  and  that,  when  allowed  to  do  so,  they 
will  fall  back  to  their  respective  places  again. 


Fig.  2. 


3.  The  Intra-abdominal  Work. — Sufl&cient  access  to  the 
abdomen  and  pelvis  to  accomplish  this  is  obtained  entirely  by 
harmlessly  dilating  the  internal  inguinal  ring  of  each  side  with 
pedicle  or  lithotomy  forceps  (see  Fig.  2),  and  holding  it  open 
when  necessary  with  a  small  retractor  in  an  upward  and  in- 
ward direction.  Through  this  aperture  an  index  finger  (in  rare 
cases  in  conjunction  with  the  middle  finger)  can  be  made  to 
reach  across  the  entire  posterior  surface  of  the  uterus  to  the 
origin  of  the  broad  ligament  of  the  opposite  side,  and  down 
38 
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nearly  to  the  bottom  of  Douglas'  cul-de-sac.  From  the  fundus 
it  passes  readil}-  along  the  under-surface  of  the  tube  to  tbe 
ovary  and  liberates  the  uterus  and  the  appendages,  witb  all 
needed  facility,  from  all  adhesions  to  stationary  surfaces. 
When  these  are  marked,  or  when  the  organs  are  adherent  to 
movable  structures,  it  is  advisable  to  steady  the  uterus  with 
two  fingers  of  the  other  hand  upon  the  cervix  in  the  vagina,  to 
prevent  the  fundus  from  dodging  the  finger  inside  of  the  pelvis. 
In  the  most  difficult  and  rare  cases  this  holding  of  the  uterus 
can  be  done  more  effectually  and  also  harmlessly  after  dilata- 
tion and  curettement  by  means  of  a  blunt  dilating  sound,  size 
14  to  16  Eaglish,  of  such  a  length  and  uniform  curve  through- 
out as  to  form  an  arc  of  about  one-quarter  of  a  circle  whose 
diameter  is  about  45  centimetres  long.  With  such  a  sound,  held 
by  the  fingers  in  the  vagina,  the  fundus  uteri  can  be  brought 
forward  and  held  sufficiently  to  suit  the  purposes  of  the  in- 
ternal finger,  without  stretching  the  sacro-uterine  ligaments 
(as  sounds  with  straight  shafts  do)  harmfully,  which  would 
tend  to  defeat  the  successful  result  of  the  main  operation. 
When  firm,  denuded  surfaces  are  made  by  severing  adhesions 
that  are  likely  to  bleed,  or  when  ovarian  cystic  follicles  break 
do  wa  uader  the  finger,  a  safe  strip  of  sterile  gauze  is  introduced, 
and  packed  when  necessary,  while  the  tube  and  ovary  are 
drawn  out  and  receive  their  treatment,  if  any  be  indicated. 
The  tube  can  generally  be  made  to  appear  in  the  inguinal 
opening  easily  with  the  finger;  or  the  latter  may  be  assisted  by 
a  sm  ill  forceps  caught  on  the  peritoneal  covering  of  the  tube. 
As  the  abdominal  end  of  the  tube  is  drawn  out  the  ovary  also 
appears,  following  the  lead  of  the  ovarian  fimbria,  and  it  either 
slips  out  voluntarily  or  is  assisted  in  emerging  by  means  of  the 
lithotomy  forceps  or  by  the  finger  ring  or  loop  in  the  handle 
of  one  of  its  blades,  which  is  placed  over  or  around  it  like  a 
tonsillotome  on  a  tonsil.  When  out,  the  ovary  is  prevented 
from  slipping  back  by  the  fingers  or  by  a  slender  forceps  caught 
harmlessly  on  the  firm  tendinous  utero-ovarian  ligament. 
According  to  the  indications,  gynecological  surgery  of  the 
highest  order  may  now  be  done  upon  these  organs.  The  ovary 
may  be  cauterized,  or  it  may  be  resected  (which  is  far  prefer- 
able) by  curetting,  enucleating,  or  excising  diseased  portions, 
trimming  the  edges  of  the  resulting  wound,  and  then  closing 
it  with  continued  sutures  of  fine  catgut,  placed  in  two  tiers,  one 
deep  to  control  the  bleeding  and  one  superficially  to  coaptate 
the  edges  (see  Fig.  3).     Salpingostomy  may  be  done;  and  the 
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ampulla  of  the  tube,  together  with  the  ovary,  may  be  secured 
in  their  normal  lateral  and  sheltered  location  a  little  beneath 
the  innominate  line,  when  they  were  pathologically  descended 
(prolapsed),  by  shortening  their  lateral  suspensory  ligament. 
For  when  the  ovary  was  really  so  displaced  its  attachments 
will  allow  it  to  be  drawn  not  merely  into  the  inguinal  wound, 
but  also  further  out  in  advance  of  it.  This  suspensory  liga- 
ment, which  is  common  to  both  infundibulum  of  the  tube  and 
the  ovary,  may  then  be  shortened  by  passing  a  tine,  full-curved 


Fig.  y. 


needle,  armed  with  fine  silk,  through  the  web  that  spans 
between  the  end  of  the  tube  and  the  ovary,  about  midway 
between  the  two,  and  a  half-centimetre  from  its  edge,  and 
then  passing  it  through  this  ligament  at  a  similar  distance  from 
its  free  border  and  at  a  point  as  low  down  in  the  abdominal 
opening  as  can  be  reached  by  depressing  the  surrounding 
abdominal  wall,  and  uniting  the  two  edges  so  seized  by  tying  a 
knot.  Sometimes  it  is  well  to  add  another  similar  stitch.  Or, 
finally,  if  the  ovary  is  hopelessly  diseased  throughout,  both 
tube  and  ovary  are  readily  removed  by  grasping  them,  well 
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drawn  out.  in  a  pedicle  forceps  with  curved  jaws,  and  transfix- 
ing the  pedicle  beneath  the  forceps  with  a  double  catgut 
thread  which  ties  the  pedicle  in  one  or  two  parts,  as  desired 
(see  Fig.  4). 

4.  Closure  of  the  Wound  and  Anchoring  of  the  Round 
Ligament. — This  is  done  by  means  of  four  layers  of  mostly 
continuous  catgut  sutures.  First  a  purse-string  suture  is 
passed  through  the  edges  of  the  round  ligament,  the  perito- 
neum, and  the  dilated  inguinal  ring,  and  is  then  tied.     The 


Fig.  4. 


attachment  to  the  round  ligament  is  made  as  far  down  toward 
the  uterus  as  possible,  so  that  if  this  structure  subsequently 
recedes  it  will  draw  a  cone  of  peritoneum  inward  and  deflect 
intra-abdominal  pressure  from  the  region  of  the  previous  open- 
ing. 

The  second  tier  is  the  most  important,  and  is  made  prefer- 
ably with  a  double  thread  of  medium-sized  catgut,  so  that  if 
one  thread  gives  way  prematurely  there  will  be  another  one 
on  duty.  The  wound  is  held  well  open,  and  the  internal 
oblique  muscle  is  broadly  exposed  by  grasping  the  upper  split 
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edge  of  the  aponeurosis  of  the  external  obhque  muscle  with  the 
skin  and  fat  in  a  retractor  drawn  upward  and  inward,  while 
its  lower  edge  is  retracted  and  the  under  or  posterior  surface 
of  Poupart's  ligament  is  turned  upward  and  made  accessible 
for  suturing  by  a  larger  pedicle  forceps  caught  upon  the  lower 
split  edge  of  the  aponeurosis  and  then  turned  over  downward, 
as  shown  in  Fig.  5.  With  a  full  curved  needle,  armed  with 
the  double  thread,  a  contmuous  suture  is  begun  at  a  point  two 
to  three  centimetres  upward  and  outward  from  the  previously 


Fig.  5 


dilated  internal  ring,  by  seizing  a  mass  of  the  internal  oblique 
muscle  of  the  size  of  a  finger  and  then  passing  the  needle 
through  the  exposed  fold  of  the  posterior  surface  of  Poupart's 
ligament  as  far  laterally  as  possible.  When  this  stitch  has 
been  tied,  four  or  five  similar  ones  are  placed  from  there  con- 
tinuously inward  and  downward.  The  first  one  of  these  is 
also  placed  laterally  from  the  round  ligament,  and  serves,  to- 
gether with  the  initial  one,  to  fortify  the  region  of  the  internal 
ring  with  a  formidable  mass  of  internal  oblique  muscle  gath- 
ered over  it  and  united  to  Poupart's  ligament.     The  next  three 
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or  four  of  these  continuous  sutures  each  gather  up  a  similar 
though  a  little  smaller  roll  of  muscle  tissue  from  the  inter- 
nal oblique  and  transversalis,  then  pass  through  about  the 
centre  of  the  round  ligament,  and  unite  these  to  the  exposed 
posterior  surface  of  Poupart's  ligament  in  the  same  manner. 
Each  alternate  one  of  these  sutures  is  anchored  by  passing  it 
beneath  the  thread  of  the  previous  one,  and  the  last  one  is  tied 
at  a  point  corresponding  to  the  outer  angle  of  the  external  in- 
guinal ring.     This  second  tier  of  sutures  accomplishes  three 


very  important  things:  (a)  It  anchors  the  round  ligament 
broadly  against  the  posterior  surface  of  Poupart's  ligament — 
an  immovable  object,  (b)  This  round  ligament  is  cushioned 
upon  a  bed  of  elastic  and  vascular  muscle  tissue  at  every 
stitch,  which  guards  it  from  strangulation,  (c)  Hernia  is 
made  practically  impossible  by  the  mass  of  chiefly  internal 
oblique  muscle  that  is  united  also  to  the  posterior  surface  of 
Poupart's  ligament,  and  thereby  strengthens  the  region  of  the 
internal  inguinal  ring  and  firmly  closes  the  inguinal  canal. 
The  third  tier  consists  in  reuniting  the  edges  of  cleft  wound 
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in  the  aponeurosis  of  the  external  oblique  muscle  with  thin 
catgut  (see  Fig.  6),  because  they  have  already  returned  into 
apposition  upon  removing  all  retractors  at  this  stage  of  the 
work. 

The  fourth  tier  of  sutures,  usually  of  silkworm  gut,  and 
either  continuous  or  interrupted,  closes  the  opening  in  the  skin 
and  subcutaneous  tissue. 

A  few  stitches  in  each  of  these  layers  are  made  to  embrace 
a  little  of  the  previous  stratum,  so  as  to  avoid  "  dead  spaces," 
and  no  drainage  is  used. 

Casuistic. — The  writer  has  been  a  natural  enemy  of  all  the 
fixation  and  "artificial  ligament"  operations  in  this  connec- 
tion, and  has  practised  the  old  simple  Alexander  operation  for 
nearly  ten  years,  and,  in  connection  with  his  innovation  of  in- 
guinal celiotomy,  since  September  18,  1893,  when  he  removed 
a  diseased  tube  and  ovary  through  the  dilated  internal  inguinal 
ring  for  the  first  time.  And  he  deserves  censure  for  having 
regarded  it,  during  the  first  half  of  his  experience  with  it,  as 
only  a  minor  procedure  and  as  probably  of  too  little  importance 
to  warrant  the  labor  of  recording  all  his  earlier  cases.  But,  for 
allowing  a  knowledge  of  the  final  results  in  these  cases  to  be 
partly  lost,  his  conscience  smote  him  effectually  when  the  evils 
of  the  "fixation"  (pathological)  surgery  for  retroversion  and 
retroflexion  of  the  uterus  came  to  light. 

Previous  to  January  1,  1897,  he  performed  the  old  simple 
Alexander  operation,  with  minor  modifications,  upon  at  least 
75  cases,  and  in  combination  with  inguinal  celiotomy  upon  at 
least  25  cases  more.  As  not  all  of  these  were  systematically 
recorded  and  followed  up  afterward,  the  writer  has  merely 
drawn  some  general  lessons  from  his  experience  with  them 
which  coincide  with  principles  stated  at  the  beginning  of  this 
paper.  And  as  19  cases  of  the  present  year  (1899)  are  too  re- 
cent for  use,  he  will  report  only  49  consecutive  cases  operated 
upon  during  1897  and  1898,  when  all  cases  were  recorded  in 
detail.  All  cases  except  2  in  the  table  on  pages  600  to  603 
have  been  followed  up  and  either  examined  or  detailed  reports 
received  from  them. 

Of  these  49  cases,  20  (Nos.  1,  3,  7,  10,  12,  13,  17,  20,  23, 
24,  25,  27,  30,  34,  36,  38,  42,  43,  45,  and  48)  presented  actual 
organic  adhesions  of  the  uterus  or  of  the  tube  and  ovary  of  one 
or  both  sides,  that  were  separated  by  the  finger  and  tactile 
sense  alone.  In  14  cases  (Nos.  4,  8,  11,  15,  16,  19,  21,  22, 
28,  32,  33,  46,  47,  49)  adhesion  of  the  uterus  was  simulated. 
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()0i        OOLDSPOHN:    an   improved   ALEXANDER  OPERATION. 

These  were  examples  of  what  Sielski  *  calls  fixation  b}'  cohe- 
sion of  the  posterior  surface  of  the  uterus  in  the  cul-de-sac 
of  Douglas.  The  act  of  replacing  them  before  operation  was 
so  difficult  that  adhesions  were  assumed  to  be  present;  and 
still  when  the  finger  came  into  actual  contact  with  the  parts 
intra-abdominally  no  real  adhesions  were  found.  The  remain- 
ing 15  cases  (Nos.  2,  5,  6,  9,  U,  18,  24,  26,  20.  35,  37,  39,  40,  41, 
44)  were  freely  movable.  In  only  12  of  the  49  cases  were  the 
adnexa  really  healthy  so  that  nosurgicaltreatmentof  them  was 
deemed  necessary,  aside  from  suspension  in  case  No.  1,  after 
thorough  examination  of  them  b}"  palpation  or  inspection  or 
both.  In  11  cases  (Nos.  14,  19,  20,  34,  35,  36,  39,  46,  47,  48,  and 
49)  the  right  ovary  was  resected.  In  11  cases  (6,  7,  11,  15,  16, 
17,  IS,  24,  25,  38,  42)  the  left  ovary  was  resected.  In  4  cases 
(Nos.  31,  40,  41,  and  43)  both  ovaries  were  resected.  In  5 
cases  (Nos.  3,  25,  28,  32,  43)  the  right  ovary  and  tube  were 
removed.  In  12  cases  (10,  12,  13,  23,  30,  33,  34,  36,  45,  46,  48, 
and  49)  the  left  ovary  and  tube  were  removed.  In  9  cases 
(10,  14,  20,  30,  31,  33,  34,  36,  and  49)  the  right  ovary  was 
suspended,  and  in  10  cases  (Nos.  1,  15,  16,  17,  26,  28,  35,  38, 
40,  and  48)  the  left  ovary  was  suspended,  by  shortening  the 
corresponding  lateral  and  upward  suspensory  ligament  that 
normally  suspends  both  the  ovary  and  ampulla  of  the  tube. 
In  6  cases  salpingostomy  of  one  side  was  performed. 

Associated  Operations. — 1.  Curettage  was  done  as  the  first 
act  in  every  case  except  one  (37)  that  was  pregnant  two  and 
one-half  months. 

2.  For  cicatricial  indurations  and  degenerations  following 
lacerations  of  the  cervix  uteri,  the  Schroder  cervix  operation, 
suitably  modified  to  suit  the  indications,  was  performed  upon  8 
patients  (1,  7,  20,  26,  32,  38,  42,  43)  as  the  second  act. 

3.  The  writer's  operation  for  restoration  of  the  pelvic  floor 
and  perineum  (described  as  "  intrapelvic  infravaginal  per- 
ineorrhaphy without  loss  of  tissue,"  Medicine,  July,  1897) 
was  done  upon  14  cases  (Nos.  4,  7,  10,  13,  17,  21,  26,  29,  30,  33, 
37,  38,  42,  and  43),  always  after  the  Alexander  operation  was 
completed.  And  hemorrhoids  were  removed  as  the  final  act, 
usually  with  clamp  and  cautery,  in  9  cases  (Nos.  10,  17,  18,  24, 
25,  29,  41,  42,  and  46).  In  Case  39  a  fully  developed  inguinal 
and  an  incipient  femoral  hernia  of  the  right  side  were  success- 
fully disposed  of  by  the  one  external  incision,  through  which 
the  corresponding  ovary  was  resected  and  the  round  ligament 
shortened.     In  several  other  cases  a  patulous  condition  of  the 
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ingainal  canal  and  external  ring,  with  an  incomplete  hernia 
in  some  of  them,  was  obliterated  as  a  matter  of  course,  without 
much  special  effort,  by  this  operation. 

Results. — 1.  Practically  no  mortality.  In  a  minimum 
estimate  of  at  least  170  cases  of  the  Alexander  operation,  nearly 
all  of  which  were  combined  with  one  or  more  of  the  above  as- 
sociated operations,  and  in  about  95  of  which  bilateral  inguinal 
celiotomy  was  also  made,  the  writer  has  not  had  any  fatal 
case  due  to  the  surgical  treatment.  And  it  may  be  mentioned 
that  he  has  removed  a  tubal  pregnancy  in  one  case,  a  unilateral 
pyosalpinx  in  another,  and  a  bilateral  tubercular  pyosalpinx 
in  a  third  case  by  this  route,  the  last  two  without  rupture — not 
because  he  would  recommend  this,  but  because  he  either 
neglected  or  failed  to  make  suflficiently  accurate  diagnoses  in 
those  cases.  One  patient  (Xo.  7)  with  diabetes  mellitus,  who 
should  never  have  been  anesthetized,  died  after  a  prolonged 
anesthetic  and  formidable  series  of  operations,  owing  to  a  seri- 
ous mistake  by  which  the  resident  physician  received  the  urine 
of  another  patient  for  examination,  and  the  diabetes  of  the  real 
patient  was  not  discovered  until  some  hours  after  the 
operation. 

Again,  the  rate  of  morbidity  during  the  after-treatment,  as 
determined  by  the  frequency  of  a  rapid  pulse,  rise  of  tempera- 
ture, intense  thirst  or  pain,  embarrassed  or  delayed  action  of 
the  intestines,  and  severe  and  prolonged  vomiting,  is  very 
much  less  than  in  cases  of  median  ventral  celiotomy  in  which 
the  intra-abdominal  work  of  the  same  grade  only  has  been 
performed. 

2.  Hernia  does  not  follow  this  operation  under  ordinary 
normal  conditions.  In  the  writer's  entire  experience  with 
this  combination  of  surgical  procedures  he  has  no  complete 
hernia  to  record  as  a  sequel.  But  one  impending  or  incom- 
plete hernia  exists,  in  Case  33  of  the  above  collection,  which  is 
ascribed  by  the  patient,  probably  correctly,  to  slipping  and 
sliding  down  the  whole  length  of  an  icy  stairway  upon  her 
buttocks  five  weeks  after  the  operation,  when  she  felt  some- 
thing give  way,  and  a  pain  following,  at  the  site  of  the  recent 
operation  on  the  left  side,  through  which  opening  a  tubo- 
ovarian  pyosalpinx  that  was  very  adherent  to  the  anterior 
surface  of  the  uterus  was  removed. 

3.  This  operation  does  not  create  obstacles  to  pregnancy  and 
labor,  and  secures  the  uterus  in  anteversion  naturally  and 
permanently,  even  when  these  phenomenal  functions  of  the 
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organ  supervene.  Of  the  47  cases  (out  of  the  above  49)  that 
could  be  followed,  15  have  been  unmarried  since  their  opera- 
tion. One  case  died  (diabetes)  and  one  was  past  the  meno- 
pause, leaving  30  cases  who  had  opportunity  for  concep- 
tion. Of  these  30,  7  became  pregnant  during  the  average 
period  of  somewhat  less  than  eighteen  months.  Two  of  these 
confessed  to  having  an  abortion  procured  upon  themselves  at 
two  and  three  months  respectively. 

One  patient  is  pregnant  three  months  and  another  eight 
months;  and  three  of  this  series  and  one  of  a  former  period 
have  given  birth  normally,  after  a  perfectly  healthy  and  com- 
plete gestation  period,  to  an  equal  number  of  children,  whose 
average  age  is  now  (July  15,  1899)  Si  months;  and  the  uterus 
in  each  mother  is  in  good  normal  anteversion  and  well  invo- 
luted, as  shown  by  very  recent  examinations. 

In  Stocker's  observation"  a  total  number  of  8  cases  were 
available  for  examination  who  had  passed  through  a  normal 
pregnancy  and  labor — two  of  them  twice — after  an  Alexan- 
der operation,  and  in  each  case  the  uterus  was  found  in  normal 
position.  Again,  of  Edebohls' '  cases,  7  were  thus  examined 
after  one,  and  some  of  them  after  two,  normal  pregnancies 
and  deliveries,  and  the  uterus  found  in  anteversion. 

Thus,  8  cases  by  Stocker,  7  by  E  lebohls,  and  4  by  the  writer 
have  passed  the  crucial  test  successfully  and  in  a  manner  not 
equalled  by  any  published  cases  after  any  of  the  "fixation" 
operations,  by  not  creating  obstacles  to  gestation  and  labor, 
and  by  the  continuance  of  their  good  results  after  the  interven- 
tion of  these  phenomena. 

With  and  without  intervening  pregnancy,  Edebohls  reports 
the  results  of  examinations  in  115  out  of  123  total  cases  of 
Alexander  operation,  after  an  average  period  of  nearly  seven- 
teen months,  and  found  106  of  these  to  be  entirely  successful. 

Aside  from  four  or  five  partial  failures  in  his  earliest  expe- 
rience with  this  operation,  the  writer  has  never  known  of  any 
recurrence  of  retroversion  in  any  of  his  last  125  cases,  either 
with  or  without  the  test  of  pregnancy  and  labor;  and,  with  the 
exception  of  three  cases,  none  have  had  a  pessary  introduced, 
either,  since  their  operation.  Nor  have  any,  aside  from  the 
one  case  of  impending  hernia  above  mentioned,  been  either 
inclined  or  compelled  to  wear  supporting  bandages  after  they 
resumed  their  occupations  in  from  five  to  eight  weeks  after 
operation, 

4.  The  degree  of  health  anatomically  and  subjectively  is 
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not  only  better  after  this  than  after  any  other  surgical  pro- 
cedure for  the  same  purpose,  hut  also  better  than  after  any 
other  gynecological  operation  of  equal  scope  and  gravity. 
Referring  to  his  tabulated  cases,  the  writer  can  say  that 
the  operation  was  a  complete  success,  as  far  as  the  position  of 
the  organs  is  concerned,  in  each  of  the  46  cases  that  could  be 
observed  (2  not  being  traced  and  1  having  died),  as,  after  an 
average  period  of  17.99  months,  no  recurrence  of  retroversion 
or  flexion  has  occurred  in  any  of  them.  Five  of  these  cases 
were  not  available  for  examination  during  the  last  six  months, 
but  they  report  their  subjective  condition  (pelvic  and  general), 
and  ability  to  follow  their  more  or  less  taxing  occupations,  to 
be  so  good  that  from  this  and  other  circumstances  the  writer 
can  vouch  for  the  correct  position  of  the  uterus  in  their  cases. 

Of  these  46  cases,  two  virgins,  who  had  extreme  retrover- 
sion and  marked  descensus  of  enlarged  cystic  ovaries  with 
severe  symptoms,  are  still  disabled  for  regular  duty.  In  one 
(No.  47)  one  ovary  was  resected  and  the  other  palpated  and 
inspected.  An  infection  occurred  during  the  operation,  so 
that  all  parts,  including  the  endometrium,  suppurated  and 
high  temperature  prevailed  a  long  time.  She  has  more  or  less 
continuous  pain  from  the  right  ovary,  severe  indigestion  and 
vomiting  after  meals,  anemia  and  hysteria,  but  is  steadily 
improving. 

The  other  one  (No.  31)  had  no  infection,  but  has  a  nervous 
organization,  complains  of  various  neuralgic  pains,  nervous- 
ness, some  dysmenorrhea,  and  is  hysterical. 

Aside  from  these  two  subjective  failures,  the  remaining  44 
cases  are  able  to  attend  to  their  regular  duties  completely,  and 
can  be  counted  as  well  persons  anatomically  and  subjectively; 
for  40  of  them  are  so  actually,  and  the  remaining  4  cases  are 
merely  uncomfortable  from  disorders  that  stand  in  no  relation 
to  the  operation — as  renal  insufficiency;  dilated  stomach  and 
enteroptosis;  catarrhal  gastritis;  movable  kidney  with  probable 
calculi;  an  ovarian  cyst,  size  of  a  hen's  egg,  discovered  after 
twenty-two  months  in  2  cases  on  ovaries  that  were  deemed 
healthy  at  the  time  of  operation  and  were  not  treated. 

The  Advantages  of  this  Operation. — l.  The  chief  source 
of  evil  in  each  case,  the  displacement  of  the  uterus,  is  defi- 
nitely cured  by  the  use  of  the  best  means  in  the  best  way — the 
only  way  that  does  not  harbor  any  features  that  are  antago- 
nistic to  the  interests  of  the  uterus  in  pregnancy  and  labor,  and 
that  also  stands  the  test  of  these  phenomenal  changes  in  the 


608      GOLDSPOHN:   AN   IMPROVED   ALEXANDER   OPERATION. 

uterus  without  permitting  a  recurrence  of  its  former  evil  posi- 
tion. 

3.  Not  merely  the  indications  pertaining  to  the  displaced 
uterus,  but  also  those,  of  equal  importance,  pertaining  to  the 
aduexa,  are  fulfilled  by  relieving  these  most  sensitive  organs 
of  worthless  particles  and  degenerate  conditions  which  have 
marred  the  results  of  the  simple  Alexander  operation  here- 
tofore. 

3.  By  this  operation  a  large  number  of  patients  can  be  saved 
from  the  evils  and  permanent  disadvantages  of  a  full-fledged 
abdominal  section,  i.e.,  the  additional  shock  and  danger  from 
manipulation  of  viscera  and  exposure  of  peritoneal  surfaces, 
the  adhesion  of  intestinal  parts  to  the  inner  surface  of  the 
wound  with  all  that  that  implies,  the  greater  mortality  of  ven- 
tral celiotomies  (5  per  cent  according  to  Fehling's  statistics), 
and  the  danger  of  ventral  hernia  in  the  scar. 
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Diphtheria  and  its  varying  complications  and  sequelte  are 
indeed  undeniable  and  often  discouraging  facts.  And  al- 
though the  conceptions  of  diphtheria  entertained  and  acted 
upon  by  not  a  few  practitioners  and  knowing  lay  people  are 
also  facts,  those  conceptions  lack  the  essential  element  of 
reality  not  infrequently.  When  judging  as  to  the  validity  of 
antitoxin  and  diphtheria  statistics,  we  should  not  lose  sight  of 
the  character  of  the  facts  presented  and  the  particular  concep- 
tion of  diphtheria  that  is  entertained  by  the  writer  or  speaker. 
The  facts  of  diphtheria  are  always  real;  the  conceptions  of 
the  disease  vary.  We  know  a  disease  by  the  signs  and  symp- 
toms it  develops  from  start  to  finish.  There  may  be  nothing 
specific  about  any  one  particular  sign  or  symptom,  but  there 
is  in  its  entire  ensemble  of  signs  and  symptoms  in  their  vary- 
ing groupings  at  various  or  different  times,  or  at  different 
localities  at  the  same  time. 

The  essential  facts  of  diphtheria  are:  (1)  an  inflamed  surf  ace, 
usually  of  the  throat,  which  develops  (2)  a  pseudomembrane, 
(3)  associated  with  more  or  less  constitutional  disturbances — 
fever,  changed  pulse,  etc.,  etc. — and  (4)  localized  bacterial 
activity  and  the  play  of  toxins  within  the  organism.  With 
these  facts  the  ingenuity  of  man  constructs  theories — concep- 
tions— for  purposes  of  explanation,  and  other  practical  con- 
veniences and  uses  besides,  often  to  justify  his  practice. 

Among  its  important  facts  often  forgotten  or  overlooked  is 
its  variability  as  to  virulence  and  comparative  mildness.  This 
disease  has  been  so  mild  and  uncomplicated  during  some  epi- 
demics as  to  kill  only  two  to  five  in  a  hundred  of  its  victims; 
and  again,  at  other  times,  it  has  annihilated  ninety-five  of 
every  one  hundred  of  those  attacked.  In  England  in  1855 
diphtheria  killed  twenty  of  every  million  of  the  population. 
39 


610  rupp:  some  of  the  fallacies  of 

Four  years  later — 1859— five  hundred  and  seventeen  of  every 
million  of  the  population  died  of  it. 

Ever  since  diphtheria  has  been  described  it  has  been  consid- 
ered and  divided  into  two  classes  or  groups:  (1)  those  cases 
that  get  well  or  are  cured,  and  (2)  those  cases  that  die.  The 
cases  which  get  well  are  not  a  great  cause  of  anxietj',  but  the 
cases  that  die  are  those  that  arouse  our  anxiety  and  make  us 
feel  sorr}'. 

During  the  early  nineties  Behring,  Roux,  and  their  disciples 
promised  to  relieve  our  anxieties  and  do  away  with  our  sorrows 
if  we  would  but  use  their  antitoxin.  Their  remedy  was  charac- 
terized as  being  scientific — and  who  would  not  use  a  scientific 
remedy?  The  remedy  was  enthusiastically  taken  up  by  a  very 
willing  majority  and  applied  even  by  many  of  a  sceptical 
minority.  It  was  called  by  not  a  few  a  most  miraculous 
remedy.  Have  its  claims  been  justified  by  events?  A  great 
many  teachers,  the  great  majority  of  health  board  officials, 
and  innumerable  practitioners  say  even  to-day  that  events 
have  justified  the  claims  of  the  original  promulgators  of  anti- 
toxin for  diphtheria.  How  do  they  prove  their  claims? 
Chiefly  by  the  enumeration  of  authorities  and  statistics.  Let 
us  look  at  some  statistics  and  see  how  this  is  done. 

Let  me  premise  by  quoting  from  a  former  article  of  mine: ' 
'*  In  weighing  and  comparing  the  '  antitoxin  in- diphtheria  ^ 
statistics  of  different  antitoxin  advocates,  and  those  statistics 
with  old-time  non-antitoxinized  diphtheria  statistics,  in  all  in- 
stances we  should  strive  to  be  sure  that  unlike  things  and  con- 
ceptions are  not  manipulated  as  though  there  were  no  existent 
differences  and  no  distinctions  to  be  noticed.'' 

Dr.  Chas.  Walter  Aylward"*  believes  from  his  experience 
that  antitoxin  is  the  remedy  par  excellence  for  diphtheria. 
To  prove  this  he  details  96  cases  of  diphtheria;  34  he  treated 
without  antitoxin  and  he  lost  2  of  them,  and  thus  got  a 
mortality  for  unantitoxinized  diphtheria  of  12.5  per  cent; 
72  cases  he  treated  with  never  more  than  1,000  units  of  anti- 
toxin and  lost  3.  Therefore  his  antitoxin  mortality  was  only 
4.16  per  cent.  Think  of  it! — 8  per  cent  in  favor  of  antitoxin 
therapy. 

But  what  did  the  patients  die  of?     Of  simon-pure  Klebs- 
Loffler  bacillary  activity?     Not  at  all.     Both  the  two  cases  of 
non-antitoxinized   death   and   the   three  antitoxinized   deaths 
'  New  York  Medical  Record,  January  28,  1899. 
*  British  Medical  Journal,  June  15,  1899. 
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died  of  troubles  that  are  utilized  as  apologies  for  the  short- 
comings of  antitoxin  therapy.  The  two  non-antitoxinized 
cases  died  thus:  Case  1  died  of  asphyxia  four  and  a  half  hours 
after  having  been  seen  for  the  first  time — therefore  hopeless 
from  the  start,  even  had  antitoxin  been  used  and  were  anti- 
toxin really  the  boon  it  is  by  so  many  claimed  to  be. 

Case  2  died  suddenly  of  cardiac  paralysis  several  days  after 
the  false  membranes  had  disappeared — apparently  another  of 
those  cases  for  which  nothing  can  be  done  to  save  our  patients 
from  death. 

The  three  antitoxinized  cases  died  from  like  and  similar 
causes. 

Case  1  died  during  tracheotomy,  from  the  combined  effects 
of  poison,  asphyxia,  and  chloroform. 

Case  2  died  nine  hours  after  serum  injection,  from  asphyxia 
and  exhaustion. 

Case  3  died  of  cardiac  paralysis  several  days  after  the  injec- 
tion of  serum  and  after  pseudomembranes  had  disappeared. 

Antitoxin  did  no  good  in  his  really  severe  cases;  and  when 
we  exclude  the  antitoxin  cases  that  died,  and  allow  that  no 
treatment  could  have  saved  them,  we  cannot  conclude  other- 
wise than  that  Dr.  Aylward's  cases  prove  nothing  for  anti- 
toxin and  that  his  antitoxinized  cases  did  no  better  than  his 
cases  that  were  not  antitoxinized.  The  doctor  assures  us  that 
the  great  majority  of  his  cases  were  of  a  mild  type. 

Now  let  us  study  a  more  serious  group  of  cases.  Prof.  Alois 
Monti,  of  Vienna,  is  an  extremely  interesting  antitoxin  advo- 
cate and  as  enthusiastic  as  he  is  interesting.  In  his  most  recent 
book  on  diphtheria  he  makes  a  number  of  astonishing  remarks. 
Some  of  them  can  do  nothing  else  than  dishearten  a  very  large 
number  of  antitoxin  enthusiasts  all  the  world  over.  And  even 
his  own  statistics  are  fallacious  in  so  far  as  his  contentions  are 
concerned,  because  he  takes  too  exclusive  a  view  by  neglecting 
to  take  into  account  related  circumstances  that  apply  to  Vienna 
epidemic  influences.  Let  us  analyze  his  statistics.  All  the 
patients  were  antitoxinized;  but  they  are  divided  into  two 
groups,  because  the  dosage  of  antitoxin  was  largelj'  increased 
in  the  second  group,  and  to  this  increased  dosage  he  attributes 
his  assumed  better  results. 

From  October,  1894,  to  June,  1897,  he  treated  249  children^ 
and  42  of  them  died,  giving  a  mortality  of  about  1?  per  cent. 
And  from  June,  1897,  to  June,  1899,  he  treated  with  increased 
doses  of  antitoxin,  more  vigorously,  at  lessened  intervals  of 
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administration,  179  children,  and  of  these  22  died,  giving  a 
mortality  of  nearly  12  per  cent,  that  is,  about  5  per  cent  +  in 
favor  of  the  second  group.  Such  are  the  bare  facts,  and  this  is 
the  wa}'  Monti  explains  the  5  per  cent  improvement  of  the  sec- 
ond group  over  the  first  group,  spreading  from  1894  to  1897. 

Monti  says,  and  all  of  us  will  agree  with  him,  that  we  cannot 
exactly  estimate  the  amount  of  poison  in  the  system  of  the 
patient,  and  that  the  amount  of  antitoxin  that  is  given  can  be 
only  approximate  and  must  necessarily  be  uncertain.  It  is  im- 
possible to  correctly  gauge  the  necessary  dose  of  antitoxin  by 
clinical  signs,  and  for  these  reasons  the  results  will,  in  some 
cases,  be  unfavorable,  despite  the  administration  of  antitoxin; 
and,  Monti  continues,  for  these  reasons  the  results  published 
by  antitoxinizers  are  so  variable  and  divergent.  He  claims 
that  a  thorough  or  complete  neutralization  cannot  be  assumed 
to  have  been  accomplished  until  the  temperature  has  become 
normal  and  the  glandular  swelling  and  toxemic  phenomena 
have  disappeared;  and  further  on  he  says  that  it  is  certain 
that  in  the  beginning  of  the  serum-therapy  period  the  doses 
that  had  been  administered  were  much  too  small  and  the  in- 
tervals of  readministration  altogether  too  few  and  far  between. 

These  remarks  of  Monti,  as  well  as  his  statistics,  are  rich 
in  fallacies,  because  he  is  too  much  wrapped  up  in  his  own 
cogitations  and  exclusive  perceptions.  Monti  uses  only  his  own 
statistics  to  point  his  assertions,  and  is  disconcerted  by  the  un- 
toward findings  of  other  observers.  And  the  chief  error  of  his 
reasoning  is  found  in  his  not  taking  account  of  the  varying 
character  of  diphtheria  at  different  times  at  the  same  place — 
Vienna,  for  instance — and  at  different  places  at  the  same  time. 
Monti  never  hints  at  these  facts.  And,  furthermore,  he  allows 
the  false  inference  to  pass  that  the  disease  has  generally  for 
Vienna  been  the  same  from  1894  to  1899,  which  the  statistics 
of  Vienna  deny;  and  even  his  own  statistics  show  by  their 
accompanying  clinical  evidences  that  his  second  group  were 
naturally  milder  than  those  of  the  first  group.  From  1894  to 
1898  the  population  of  Vienna  increased  steadily  from  1,465,637 
to  1,598,295;  and  the  number  of  deaths  from  diphtheria  and 
croup  at  Vienna  numbered  in  1894  1,679,  and  in  1895  the 
death  rate  from  diphtheria  and  croup  dropped  to  710.  Nine 
hundred  and  sixty- nine  deaths  less  in  one  year  is  not  due  to 
antitoxin  therapy  efficiently  or  inefficiently  administered. 
Monti  fails  to  compare  his  statistics  with  these  facts.  The 
general  death  rate  at  Vienna  continued  to  diminish,  and 
Monti    continued   to   grow  dissatisfied   with  his   results.     At 
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Vienna  in  1888  the  population  was  800,836,  and  the  total 
number  of  deaths  20,349,  and  the  total  number  of  deaths  of 
children  under  5  years  of  age  7,547;  and  during  this  year 
the  death  rate  for  diphtheria  and  croup  was  521.  Ten  years 
later,  in  1898,  the  population  of  Vienna  had  risen  to  1,590,295 
and  the  number  of  deaths  from  all  causes  to  32,353.  The 
number  of  children  who  died  under  5  years  of  age  rose  to 
13,593,  and  the  number  of  deaths  from  diphtheria  and  croup 
fell  to  520.  Thus  we  may  say  that  during  the  period  when 
Prof.  Monti  was  multiplying  and  enlarging  his  serum  doses 
the  virulence  of  diphtheria  at  Vienna  was  lessening  —  cer- 
tainly not  a  flattering  showing  for  antitoxin  therapy  or  for 
Prof.  Monti's  perspicacity.  Now  we  can  better  understand 
and  more  justly  criticise  Prof.  Monti's  statistics. 

Prof.  Monti  divides  diphtheria  into  three  classes:  (1)  the 
fibrinous,  (2)  the  phlegmonous,  and  (3)  the  septic  or  gangre- 
nous form. 

Of  the  fibrinous  form  he  says  the  prognosis  is,  in  general, 
favorable. 

Now,  we  know  that  the  milder  an  epidemic  is,  the  commoner 
the  fibrinous  variety  of  diphtheria  cases  are  It  is  the  charac- 
ter of  "mixed  infection"  that  makes  an  epidemic  grave  and 
multiplies  the  sequelae  and  complications.  Monti's  first  group 
of  cases  was  249  in  number  and  contained  140  cases  of  the 
fibrinous  variety.  The  second  group  numbered  179  cases  and 
contained  132  cases  of  the  fibrinous  variety.  Thus  the  second 
group  has  a  natural  general  advantage  over  the  first  group  of 
about  17  per  cent.  But  the  mortality  of  the  first  group  of 
fibrinous  cases  was  (8  deaths)  5.7  per  cent.  Three  of  these 
cases  were  nurslings  with  gastro-intestinal  disease,  and  one 
died  of  pneumonic  complications;  and  deducting  these  four 
cases  leaves  a  mortality  of  2.8  per  cent.  The  mortality  of  the 
second  group  of  fibrinoas  cases  was  (8  deaths)  6.1  per  cent; 
then  deducting  two  moribund  cases,  and  the  mortality  is  4.6 
per  cent.  This  difference  in  the  two  groups  of  fibrinous  cases 
is  quite  inconsiderable;  and  whatever  difference  there  is,  it 
does  not  show  that  the  increased  vigor  resorted  to  in  enlarging 
the  dose  and  diminishing  the  length  of  the  interval  of  admin- 
istration has  turned  out  favorably  for  antitoxin. 

Let  us  proceed  with  the  analysis.  In  the  first  group  there 
were  35  cases  with  laryngo-stenotic  symptoms,  and  4  of  these 
died,  or  7.3  per  cent.  In  the  second  group  there  were  56  cases 
of  laryngeal  stenosis,  and  7  of  them  died,  or  12.5  per  cent. 
Does  this  show  any  advantage  in  the  increased  vigor  of  dos- 
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age?  The  four  deaths  of  the  first  group  resulted  thus:  Of  8 
intubations,  1  died;  of  3  intubations  and  :2  during  tracheotomy, 
1  died;  of  2  when  disease  had  spi'ead  from  pharynx  and  larynx 
to  trachea  and  bronchi,  2  died.  The  seven  deaths  of  the  sec- 
ond group  occurred  thus:  Of  13  intubations,  4  died;  of  3  intuba- 
tions and  2  during  tracheotomj',  0  died;  of  2  tracheotomies,  1 
died.  And  here  in  this  table  we  find  Monti  two  ahead  of  his 
summary.  Two  cases  either  got  well  or  died,  and  this  dis- 
crepancy (see  pages  304-305)  is  either  an  oversight  or  a  lapsus 
caJ((m  i.  If  really  only  5  of  these  laryngeal  cases  of  the  second 
group  died,  then  the  percentage  of  deaths  is  8.9  per  cent  instead 
of  12  5  per  cent,  and  a  difference  of  only  about  1.5  per  cent 
results  between  the  two  groups;  and  this  difference  amounts 
to  nothing  when  we  fancy  all  the  factors  at  play  that  are 
bound  to  modify  and  alter  the  complexion  of  the  run  of  hos- 
pital cases  in  a  large  city.  But  the  one  fact  that  looms  up  out 
of  these  figures  is  this:  large  and  vigorous  dosages  have  no 
marked  inflaences  on  the  results  attained  by  Prof.  Monti.' 

In  a  letter  addressed  to  me  the  health  officer  of  a  country 
township  in  Pennsylvania  writes:  "I  use  antitoxin,  and  my 
experience  with  it  fully  justifies  my  continuing  its  use.  I  have 
used  antitoxin  in  380  cases,  and  I  must  say  it  comes  the 
nearest  to  being  a  specific  than  anything  we  have  in  our  med- 
ical arinatneatariatn  "  In  a  postscript  he  adds:  "  I  sometimes 
read  in  hospital  reports  of  physicians  using  5,000  and  6,000 
units  at  a  dose.  I  think  that  is  entirely  unnecessary,  and  prob- 
ably criminal — I  am  not  prepared  to  say.  My  experience 
teaches  me  that  one  to  two  thousand  units  of  a  concentrated 
antitoxin  like  Mulford's  is  amply  sufficient  for  any  case;  and 
then  not  to  repeat  the  dose  if  the  case  shows  any  improvement 
after  the  first  administration." 

A  neighbor  of  mine  has  injected  serum  into  about  250  chil- 
dren who  had  been  affected  with  the  various  types  of  diphtheria, 
and  he  was  actuated  by  the  same  motives  and  principles  that 
urge  my  Pennsylvania  friend.  On  comparing  notes  with  my 
neighbor,  I  do  not  find  that  he  saves  more  patients  than  I  do. 
His  hopeless  cases  die,  just  as  my  hopeless  cases  die,  and  just 
as  Prof.  Monti's  hopeless  cases  die. 

In  conclusion  I  would  say  that: 

1.  Statistics  that  have  no  key  to  unlock  their  meanings  with 
are  only  of  general  significance,  and  are  problems  for  the 
scientific  imagination  to  unravel  as  best  it  can. 

'  "  Kinderheilkunde  in   Einzeldarstellung  Vortrage-Diphtherie,  '  Heft 
X.,  Wien,  1900. 


DIPHTHERIA   AND   ANTITOXIN   STATISTICS.  615 

2.  Statistics  that  will  not  submit  to  analysis  according  to  the 
laws  of  time,  place,  degree,  and  manner  are  altogether  worth- 
less. 

3.  The  statistics  which  we  possess  relating  to  different  epi- 
demics of  diphtheria  preceding  the  antitoxin  era  demonstrate 
that  when  an  epidemic  is  intense  or  severe  the  complications 
are  frequent,  the  sequelae  common,  and  the  mortality  rates 
high,  because  then  the  infection  is  compound  or  mixed  in 
character.  The  same  holds  true  respecting  antitoxin-diphthe- 
ria statistics.  And  when  the  epidemic  is  mild  the  fibrinous 
cases  are  those  commonly  met  with,  "  mixed  "  or  compound 
infections  are  rare,  and  the  mortality  rate  is  low.'  During 
mild  epidemics  not  only  are  operations  less  frequently  neces- 
sary, but  the  mortality  rate  for  such  operations  as  are  per- 
formed is  proportionately  lessened. 

4.  The  classifying  of  Nature's  doings  into  set  divisions  is 
artificial  and  arbitrary;  but  such  classifying,  or  dividing  and 
defining,  is  not  only  a  great  convenience,  but  practically  the 
best  aid  we  have  for  memorizing  complicated  experiences  and 
facilitating  reflections.  Therefore  statistics  should  be  con- 
structed after  such  a  manner  as  will  be  truest  to  Nature's 
doings.  Monti's  classification  of  diphtheria  is  a  simple  and  a 
possible  one — namely,  fibrinous  diphtheria,  phlegmonous  diph- 
theria, septic  or  gangrenous  diphtheria.  This  division  allows 
a  subdivision  into  mild,  moderate,  and  severe  cases  to  be  made 
of  each  class. 

5.  If  statistics  are  constructed  to  teach  and  convince  the 
practitioner  and  the  public,  and  not  merely  for  the  edification 
of  the  writer,  etc.,  they  (the  statistics)  should  be  framed  so  as 
to  give  us  a  picture  of  the  general  aspect  of  the  disease  as  it 
affects  or  affected  the  town  or  county — not  a  simple  isolated 
sample,  but  a  related  specimen. 

When  all  this  is  done,  and  a  few  other  things  besides  that 
need  not  be  mentioned  just  now,  the  laws  of  time,  place, 
degree,  and  manner  will  be  fairly  observed  and  the  study  of 
statistics  will  have  become  satisfactory  and  enlightening,  and 
the  conclusions  they  endeavor  to  support  will  be  much  more 
readily  accepted  than  is  now  desirable. 

The  incompleteness  and  the  unrelatedness  of  so  many  sta- 
tistics at  present  so  frequently  launched  forth  make  them 
factitious  presentations  rather  than  presentations  of  facts. 

406  West  Thirty-fourth  street. 

'  "  Antitoxin.  Diphtheria,  and  Statistics,"  Medical  Record,  January  28, 
1899. 
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SOME  RECENT  EXPERIENCES  IN  INTESTINAL  SURGERY.' 


B.  C.  HIRST,  M.D.. 
Philadelphia,  Pa. 


(With  two  illustrations.) 


I  HAVE  to  report  three  cases  illustrating  different  points  in 
intestinal   surgery.      On  one  of  the  operating  days  in   the 
Howard  Hospital  there  were  four  women  to  be  operated  upon 
the  third  one  of  whom  was  supposed  to  require  a  repair  of  the 


Fig.  1.— Carcinoma  of  the  sigmoid  flexure. 

perineum  and  a  suspension  of  the  uterus.  She  had  a  rectocele, 
a  posterior  displacement  of  the  uterus,  with  adhesions  involving 
the  tubes.  The  perineum  was  repaired,  the  abdomen  opened, 
the  uterus  stitched  in  place,  and  the  etherizer  was  asked  to 
begin  on  the  next  patient,  when  a  hard  mass  was  felt  in  the 
woman's  abdomen  above  the  pelvic  brim.  Examination 
showed  it  to  be  a  carcinoma  of  the  sigmoid  flexure.  There 
was  nothing  to  do,  of  course,  but  to  remove  it.     Resection  of 

'  Read  before  the  Section  on  Gynecology,    College  of    Physicians  of 
Philadelphia,  March  15,  1900. 
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the  colon  was  performed,  without  special  instruments;  the  dis- 
eased portion  of  the  sigmoid  flexure,  between  six  and  seven 
inches  in  length,  was  cut  away  and  the  ends  of  the  colon 
joined  by  carefully  adjusted  mattress  sutures.  The  recovery 
was  uneventful.  There  was  a  bowel  movement  on  the  fifth 
day  without  the  slightest  difficulty,  and  there  has  been  no  trou- 
ble since.  The  only  complication  is  a  slight  infection  of  the 
lower  angle  of  the  abdominal  wound  by  the  colon  bacillus, 
which  suggested  too  late  a  useful  step  in  technique — that  is, 
to  wear  rubber  gloves  during  the  performance  of  the  intestinal 
surgery  and  to  sew  up  the  wound  with  bare  hands,  or  to 
operate  upon  the  intestines  with  bare  hands  and  then  put  on 
gloves  before  sewing  the  abdominal  wound. 

The  second  case  is  most  extraordinary.  The  family  history 
of  the  patient  is  negative.  She  had  measles  in  childhood;  no 
other  illness  until  two  years  ago,  when  she  suffered  from 
typhoid  fever  complicated  by  pneumonia.  Has  always  been 
troubled  with  constipation  and  has  used  cathartics  frequently 
and  in  large  doses.  Menstruation  began  at  the  age  of  12; 
occurred  regularh^,  lasting  five  or  six  days,  and  was  painless. 
She  was  married  at  18  and  has  had  two  healthy  children.  No 
miscarriages,  and  since  the  last  pregnancy  her  menstruation  has 
been  entirely  normal  until  the  beginning  of  the  present  illness. 
The  last  week  in  Xovember,  1899,  being  nine  days  overdue  in 
her  monthly  flow,  at  the  advice  of  a  friend  she  introduced  into 
the  uterus  a  smooth  piece  of  wood  about  the  size  and  shape  of 
an  ordinary  penholder.  In  order  to  make  sure  of  bringing  on 
the  flow  she  folio-wed  this  by  the  insertion  of  a  button-hook. 
Within  a  few  hours  she  began  to  pass  blood  which  resembled 
in  its  color,  consistence,  and  amount  her  customary  menstrual 
discharge.  The  flow  lasted  for  four  days  and  then  stopped, 
but  again  appeared  several  days  later.  One  week  after  the 
introduction  of  the  foreign  bodies  she  was  attacked  by  sharp 
pain  in  the  left  hypochondriac  region.  She  went  to  bed  and 
called  a  physician,  to  whom  she  misrepresented  her  condition. 
During  the  next  four  weeks,  or  until  admitted  to  the  Uni- 
versity Hospital,  she  was  confined  to  bed  and  presented  the  fol- 
lowing symptoms:  fever  and  its  accompanying  rise  in  pulse; 
obstinate  constipation;  distension  of  the  abdomen;  spontaneous 
colicky  pain  throughout  the  belly  and  exquisite  tenderness  all 
over  the  abdomen.  There  was  no  bloody  or  other  vaginal  dis- 
charge during  this  time.  An  abdominal  section  was  per- 
formed five  weeks  from  the  time  of  the  insertion  of  the  instru- 
ments into  the  uterus.     There  was  found  a  perforation  of  the 
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uterine  famUis  and  a  perforation  of  a  knuckle  of  bowel  which 
was  firmly  adherent  to  the  fundus  uteri.  There  were  several  ab- 
scesses in  and  ab  )ve  the  pelvis,  and  dense  adhesions  everywhere. 
The  woman's  condition  was  bad  and  she  did  not  stand  the 
operation  well.  Before  the  abdominal  incision  was  well  com- 
pleted her  pulse  was  180  and  it  was  obviously  impossible  to 
undertake  any  protracted  or  radical  procedure.     The  hole  in 


Fig.  2. — Slough  of  colon  and  ileum. 


"the  bowel  was  repaired  and  the  abdominal  wound  closed  with 
free  gauze  and  tube  drainage.  The  intestines  in  the  neighbor- 
hood of  the  perforated  bowel  looked  badly,  but  no  worse  than 
in  many  a  case  of  intraperitoneal  inflammation  which  has  done 
well.  The  second  day  there  developed  a  huge  fecal  fistula  and 
all  the  feces  were  passed  through  the  abdominal  wound.  The 
pelvis  and  the  fistula  were  washed  out  daily  with  sterile  water. 
At  the  end  of  three  weeks  the  resident  physician  saw  what 
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appeared  to  be  a  slough  at  the  upper  angle  of  the  abdominal 
wound,  and  with  the  dressing  forceps  lifted  out  this  piece  of 
intestine  (Fig,  2),  the  whole  caput  coli,  and  part  of  the 
ascending  colon  and  three  or  four  inches  of  the  ileum.  It  is 
incomprehensible  how  the  continuity  of  the  bowels  is  main- 
tained, yet  the  woman  to-day  passes  all  her  movements  by  the 
anus.  There  is  a  small  fecal  fistula  in  the  lower  portion  of 
the  abdominal  wound,  through  which  there  is  a  slight  fecal 
discharge  only  when  the  bowels  are  very  loose.  She  is 
perfectly  comfortable,  has  no  fever  and  has  not  had  for  three 
weeks.  She  has  gained  fifteen  or  twenty  pounds  in  weight, 
and  is  to  be  discharged  from  the  hospital  to-morrow,  six  weeks 
after  the  operation.' 

The  last  case  is  one  of  atresia  of  the  rectum,  of  which  I  have 
seen  4  cases  in  young  infants.  In  3  cases  my  attention  was 
called  to  the  little  patients  too  late.  In  2  cases  the  children 
were  moribund  when  first  seen  in  consultation,  dying  a  few 
hours  afterward.  The  condition  was  not  noticed  until  three 
or  four  days  after  the  child's  birth.  In  one  instance  the  phy- 
sician had  been  told  that  the  child  was  constipated;  he  ordered 
an  enema.  The  nurse  reported  that  the  enema  had  been  given, 
liut  with  no  effect.  The  enema  was  repeated,  and  a  third  was 
■given,  according  to  the  nurse's  story,  when  upon  examination 
the  absence  of  the  anus  was  discovered.  In  another  case, 
which  I  saw  on  the  third  day,  the  child  was  enormously  bloated, 
but,  thinking  there  was  some  chance  for  recovery,  I  did  an 
inguinal  colotomy  on  the  left  side.  When  the  gut  was  incised 
gas  and  meconium  spurted  several  feet  from  the  child's  body. 
The  operation  was  performed  without  ether,  and  five  minutes 
later  the  child  was  contentedly  nursing  from  its  mother's  breast, 
and  would  have  recovered  if  it  had  not  bled  to  death.  It  was 
a  hospital  case.  The  resident  physician's  attention  was  called 
to  it  after  some  eight  or  ten  hours  because  the  child  looked 
weak  and  pale,  and  on  removing  the  abdominal  dressing  blood 
was  observed  oozing  drop  by  drop  from  the  wound.  A  fresh 
•dressing  was  applied,  which  was  repeated  from  time  to  time 
until  the  child  bled  to  death  in  the  course  of  about  ten  hours. 
No  effort  was  made  to  whip  over  the  edges  of  the  abdominal 
wound  with  a  running  catgut  stitch,  which  would  have  stopped 
the  bleeding  at  once,  and  no  notification  was  sent  to  the  chief 
of  the  service. 

The  fourth  case  I  saw  this  winter.  Fortunately  the  condition 
'  She  remains  well  six  weeks  later. 
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was  recognized  immediately  after  the  child's  birth  by  one  of  the 
students  in  the  University  of  Pennsylvania.  The  child  was  ope- 
rated upon  before  it  was  five  hours  old.  A  perineal  operation 
was  attempted,  and  I  shall  always  hereafter,  I  think,  attempt  to 
do  this  sort  of  an  operation  before  resorting  to  colotomy.  It 
was  necessary  to  insert  the  little  finger  into  the  child's  pelvis 
up  to  the  second  joint,  almost  two  inches  (by  actual  measure- 
mant,  i^  centimetres),  before  the  rectum  was  reached;  at  that 
depth  the  end  of  the  rectum  was  felt  like  a  bulging  bag  when 
the  child  cried.  Passing  a  tenaculum  up  along  the  little  finger, 
the  end  of  the  rectum  was  seized,  pulled  down,  opened  with  a 
knife,  and  stitched  to  the  skin  of  the  perineum  just  in  front  of 
the  coccyx.  The  child  had  normal  bowel  movements  daily, 
gained  faster  in  weight  than  any  child  in  the  hospital,  and 
left  at  the  end  of  two  weeks  in  perfect  health. 

This  experience  in  atresia  of  the  rectum  suggests  that  an 
earnest  effort  ought  always  to  be  made  to  do  the  perineal 
operation  before  resorting  to  colotomy.  It  is  a  general  im- 
pression, I  think,  which  I  shared  formerly,  that  the  best 
procedure  in  these  cases  is  an  inguinal  colotomy  and  then,  after 
relieving  the  distension  and  waiting  a  few  days,  an  attempt  to 
work  a  way  up  to  the  bowel  from  beneath  by  blunt  dissection. 
Possibly  this  would  be  the  better  plan  if  the  child  is  seen  late 
and  the  distension  is  extreme,  but  even  then  I  should  be  dis- 
posed to  try  the  perineal  section  first. 

1821  Spruce  street. 


MULTILOCULAR  CYSTIC  GROWTH  OF  OVARY,   ACCOMPANIED 

BY   INCREASED  GROWTH   OF  HAIR  AND   CHANGE   OF 

VOICE,   WITH  RECURRENCE  IN  THE   ABDOMINAL 

INCISION.  1 


GWILYM  G.  DAVIS,  M.D.,   M.R.C.S.  Eng., 
SurgeoQ  to  the  Episcopal  and  St.  Joseph's  Hospitals, 
Philadelphia,  Pa. 


The  patient  was  a  young  married  woman,  age  26  years, 
who  lived  in  the  interior  of  the  State  and  first  came  under  my 
care  in  June,  1895.  She  had  been  married  seven  years  and 
had  had  two  children,  the  first  being  still-born  after  a  severe 
instrumental  labor. 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia,  March  15,  1900. 
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The  first  symptoms  noticed  were  cramp-like  pains  in  the  ab- 
domen four  years  before  applying  for  treatment.  Then  her 
menses  became  irregular  both  in  time  and  quantity,  their  color 
changed,  and  in  three  months'  time  they  entirely  ceased.  She 
became  excessively  nervous  and  her  voice  began  changing;  it 
grew  harsh  and  rough,  and  finally  she  could  only  speak  above 
a  whisper.  She  stated  that  at  the  time  she  had  apparently  no 
local  throat  trouble  to  account  for  the  change.  Subsequently 
the  voice  became  stronger,  but  still  retained  its  harsh  charac- 
ter. About  the  same  time  hair  began  to  grow  on  her  face, 
breasts,  chest,  and  abdomen.  On  the  extremities  likewise  the 
hair  grew  coarse  and  abundant.  She  shaved  the  face  regu- 
larly. 

The  following  year  she  noticed  that  the  left  side  of  her  ab- 
domen was  enlarging.  This  continued  slowly  until  the  year 
previous  to  applying  for  treatment,  since  which  time  it  in- 
creased rapidly  and  her  health  began  to  decline.  In  Septem- 
ber, nine  months  prior  to  operation,  she  had  attacks  of  pain  in 
the  back  and  limbs,  and  also  some  in  the  abdomen  which  she 
said  resembled  labor  pains.  These  lasted  two  weeks,  but  did 
not  trouble  her  much  if  she  remained  quiet. 

Early  in  the  following  January  she  had  a  second  attack. 
It  was  very  severe.  The  pains  were  cramp-like  in  character 
and  lasted  half  an  hour;  they  left  her  disabled  for  two  weeks. 
Since  April  she  was  unable  to  do  anything  and  lost  flesh.  The 
tumor  increased  rapidly  in  size.  In  June,  prior  to  the  opera- 
tion, she  had  two  attacks  of  pain.  On  one  occasion  she  passed 
some  "slime"  by  the  bowels  and  vomited  for  three  days. 
Operation  in  July,  1895.  A  large  multilocular  ovarian  cyst 
was  removed  from  the  left  side.  Adhesions  were  few  and  not 
troublesome.  Primary  union  of  the  wound  took  place  and 
convalescence  was  rapid. 

When  her  menses  stopped  at  the  age  of  22  years  she  weighed 
108  pounds;  at  the  time  of  operation  she  was  26  years  of  age 
and  weighed  130  pounds.  After  the  operation  she  increased 
to  150  pounds,  and  later  to  170  pounds. 

Thirty-one  days  from  the  date  of  operation  her  menses, 
which  had  been  absent  for  four  years,  again  appeared.  They 
continued  regular  until  about  October  of  1896,  fifteen  months 
after  the  operation,  when  she  became  pregnant,  and  was  de- 
livered in  June  of  1897  of  a  healthy  child,  which  she  nursed 
for  four  months,  when  it  died  of  whooping  cough. 

In  June,  1898,  I  saw  her  again.     During  the  previous  three 
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weeks  she  had  lost  thirteen  pounds  in  weight.  At  times  she 
said  she  had  slimy  discharges  from  the  bowel  and  thought  she 
passed  a  quart  at  a  time.  During  the  past  three  months  she 
again  had  her  menses. 

During  her  pregnancy  and  nursing  the  voice  lost  much  of 
its  harshness  and  the  hair  on  the  face  grew  less.  The  hair  on 
the  breasts  and  abdomen,  an  inch  or  more  in  length,  coarse 
and  abundant,  fell  out  entirely,  and  that  on  the  arms  and  legs 
on  their  outer  sides  dropped  out,  and  on  the  inner  sides  was, 
less  in  amount  and  disappearing. 

On  examining  the  abdomen  two  lumps  an  inch  or  two  in 
diameter  could  be  felt  in  the  line  of  the  incision  below  the 
umbilicus;  there  seemed  also  to  be  a  larger  mass  within.  Ope- 
ration was  advised,  but  she  did  not  return  to  the  city  until  five 
months  later,  and  the  second  operation  was  done  in  January^ 
1899.  At  this  time  the  lumps  in  the  abdominal  wall  were  re- 
moved with  the  overlying  skin,  and  also  a  mass,  as  large  as  an 
adult's  head,  which  projected  from  the  posterior  surface  of  the 
abdominal  wall  at  the  site  of  incision  back  into  the  abdomen 
and  even  into  the  pelvis.  The  mass  had  the  appearance  of  a 
multilocular  cyst  with  both  liquid  and  solid  contents.  The 
site  of  removal  of  the  original  growth  in  the  left  broad  liga- 
ment was  visible  as  a  simple  dimple  in  the  tissues,  without  a 
trace  of  any  local  recurrence. 

The  growth  seemed  to  derive  most  of  its  nourishment  from 
enlarged  omental  vessels,  the  omentum  being  adherent  to  it 
above  and  to  the  right  side. 

Primary  union  of  the  wound  again  occurred,  and  in  three 
weeks  she  left  for  her  home. 

In  July,  1899,  six  months  after  the  second  operation,  she 
wrote  that  she  felt  much  improved,  had  gained  in  weight, 
could  do  some  work,  walk  out,  and  go  to  church.  She  had 
occasional  pain  and  had  discovered  a  small,  hard  lump  a  little 
to  the  left  of  the  line  of  incision;  in  other  words,  there  was  a 
second  recurrence.  From  this  time  on  the  growth  increased 
in  size,  and  after  a  ride  of  thirty  miles  she  had  an  attack  of 
peritonitis.  Her  physician.  Dr.  C.  S.  Musser,  informed  me 
that  large  masses  could  be  felt  in  the  abdomen  and  that  there 
was  also  a  considerable  amount  of  free  fluid.  Pain  was  severe, 
and  it  was  evident  that  she  was  suffering  from  a  malignant 
peritonitis.  There  was  no  increase  in  the  harshness  of  the  voice, 
nor  did  the  abnormal  growth  of  hair  again  show  itself. 

She  died  on  January  9,  1900.     This  was  nearly  nine  years 
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from  the  time  of  the  commencement  of  the  disease,  four  years- 
and  a  half  after  the  first  operation,  and  one  year  after  the  last 
operation. 

The  points  of  interest  in  connection  with  the  case  are  evi- 
dent. The  growth  of  hair  on  the  face,  breasts,  and  other  parts 
of  the  body,  and  the  increased  harshness  of  the  voice,  were 
apparently  due  to  the  ovarian  disturbance,  and  show  to  what 
extent  interference  with  the  ovaries  may  influence  the  general 
health  and  characteristics.  The  prompt  recurrence  of  the 
menses  on  removal  of  the  growth  certainly  looks  as  if  the  ope- 
ration had  removed  some  inhibiting  agent. 

Whether  the  falling-out  of  the  unnatural  hairy  growth  was 
due  to  the  removal  of  the  tumor  or  subsequent  pregnancy  and 
nursing  is  an  undetermined  question. 

Whether  the  recurrence  at  the  site  of  the  operation  wound 
was  due  to  direct  infection  by  contact  of  the  growth  with  the 
abdominal  wall,  or  to  an  implantation  of  the  contents  of  some 
of  the  cysts  into  the  wound,  it  is  impossible  to  say.  The  first 
tumor  seemed  to  be  a  multilocular  ovarian  cyst,  resembling 
much  the  second  tumor,  with  the  exception  of  there  not  being 
so  many  intracystic  solid  growths.  Dr.  Robertson,  after  an 
examination  of  the  tumor,  pronounced  it  to  be  a  papuliferous 
cystic  tumor  which  had  undergone  secondary  carcinomatous 
changes. 

There  are  several  points  of  interest  in  this  case.  The  tumor 
I  first  operated  on  appeared  like  an  ordinary  multilocular  cyst. 
This  which  we  have  here  is  the  second  growth,  the  recurrence 
which  was  removed  at  the  second  operation  a  year  ago.  The 
first  growth  resembled  this  one  very  much,  but  was  hardly  so 
heterogeneous  in  character.  Even  at  this  time  the  voice  of  the 
woman  and  the  abnormal  growth  of  hair  were  very  marked. 
There  was  as  much  hair  on  the  chest  and  all  over  the  breasts 
and  abdomen  as  would  be  seen  on  the  most  hairy  man.  Then, 
as  time  went  on,  the  recurrence  showed  itself.  The  tumor  had 
existed  for  four  years  at  least  before  coming  under  my  notice, 
showing  that  it  could  not  have  been  very  malignant  in  its  onset. 
The  site  in  which  the  recurrence  took  place  is  of  interest. 
This  I  thought  would  be  in  the  neighborhood  of  the  old  operation 
or  in  the  opposite  ovary,  but  it  seemed  to  spring  from  the  pos- 
terior surface  of  the  incision.  There  were  two  or  three  enlarge- 
ments in  the  abdominal  wall  in  the  line  of  the  incision,  but  the 
bulk  of  the  tumor  projected  inside,  covered  by  omentum.  It  is  a 
question  whether  the  second  growth  is  an  implantation  growth. 
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That  it  should  be  an  ordinary  metastasis  I  think  is  hardly- 
likely.  It  might  have  been  possible  that  the  peritoneum  be- 
came infected  by  the  direct  contiguity,  or  it  might  possibly 
have  become  infected  from  some  of  the  breaking  cysts  at  the 
time  of  the  operation.  Not  only  is  it  interesting  on  account  of 
the  occurrence  of  this  hair,  but  when  the  woman  became  preg- 
nant and  had  her  child  the  hair  dropped  out  so  that  the  breasts 
and  abdomen  were  smooth.  The  hair  on  the  face  did  not  dis- 
appear entirely,  but  it  was  not  so  marked  as  previously.  A 
large  part  of  the  hair  on  the  extremities  fell  out,  and  up  to  the 
time  of  her  death  it  was  disappearing  and  her  voice  became 
much  milder  in  its  tone. 

Here  is  the  second  growth,  and  you  will  see  that  it  consists 
of  a  number  of  cysts,  many  of  which  contain  fluid,  while  others 
contain  solid  masses. 

An  examination  of  the  first  growth  was  not  made.  Exami- 
nation of  the  second  growth,  which  appears  macroscopically 
like  the  first,  shows  it  to  be  a  papillomatous  ovarian  cyst  which 
has  undergone  malignant  degeneration,  so  I  presume  it  would 
be  termed  a  carcinomatous  growth.  The  examinations  were 
made  by  Dr.  Robertson,  pathologist  of  the  Episcopal  Hospital. 
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The  case  reported  is  one  of  considerable  interest  in  its  clin- 
ical history  and  in  the  difiSculties  attending  the  diagnosis. 

On  Saturday,  January  21,  1899,  I  was  called  in  consultation 
by  Dr.  Walker,  of  Glencoe,  to  see  with  him  a  patient  suffering 
with  symptoms  resembling  somewhat  hepatic  colic  complicat- 
ing pregnancy.  On  arrival  at  the  patient's  home  in  Glencoe 
about  8  P.M.  I  got  the  following  history:  Mrs.  Mc,  set.  33  years, 
married  nine  years;  one  child  living,  set.  18  months.  Labor 
and  puerperium  normal.     Nursed  baby  three  months  and  then 
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weaned  on  account  of  deficient  milk.  She  had  had  two  mis- 
carriages, one  at  five  months  and  one  at  seven  months;  in  both 
cases  fetus  dead  at  birth.  The  last  miscarriage  occurred  four 
years  ago.  Menstrual  period  started  when  14  years  old,  and 
had  been  regular  every  four  weeks  except  during  pregnancy 
and  lactation.  The  flow  usually  lasted  four  or  five  days  and 
was  rather  free,  but  not  painful.  Last  period  occurred  October 
13,  1898.  There  was  nothing  abnormal  about  this  period. 
Patient's  previous  history  had  been  ^ood.  She  had  always 
enjoyed  good  health.  With  cessation  of  menstrual  periods  she 
supposed  herself  pregnant,  and,  with  the  exception  of  slight 
morning  sickness,  she  felt  perfectly  well  in  every  way  till  first 
week  in  January,  1899,  when  one  morning,  aboul  6  a.m.,  she 
awoke  with  severe  pain  in  epigastrium  and  sternal  region 
accompanied  with  slight  faintness.  This  attack  lasted  about 
one  or  two  hours,  after  which  she  was  able  to  get  up  and  attend 
to  household  duties,  but  she  did  not  feel  so  well  as  before  the 
attack.  Again  on  Tuesday,  January  17,  about  two  weeks  fol- 
lowing the  previous  attack,  she  awoke  about  the  same  hour  in 
morning  with  similar  epigastric  and  sternal  pain  accompanied 
by  faintness,  resembling  in  every  particular  the  symptoms  of 
previous  attack,  with  this  difference,  however,  that  they  per- 
sisted, and  on  following  day  pain  shifted  and  became  localized 
in  right  iliac  region  and  higher  up  on  right  side.  She  had  to 
remain  in  bed  and  morphia  was  required  to  relieve  pain.  She 
had  vomited  but  once,  after  a  dose  of  morphia  given  to  relieve 
pain  on  Tuesday  evening.  Her  temperature  had  not  exceeded 
994°  F.  and  her  pulse  had  not  been  above  90.  There  had  been 
almost  complete  loss  of  appetite.  Bowels  had  been  moved 
freely  with  purgatives  and  the  stools  were  dark-colored.  There 
had  been  no  trouble  with  urine.     She  had  been  sleeping  well. 

At  the  time  of  my  visit  the  symptoms  complained  of  were 
pain  and  tenderness  in  right  side  of  abdomen,  in  right  iliac 
region,  and  higher  up  near  under-surface  of  liver.  She  could 
not  lie  on  left  side  on  account  of  dragging  pains  in  right  side. 
Moving  about  in  bed  increased  the  pain  complained  of.  Her 
temperature  at  this  time  was  99^°  F.  and  pulse  90.  She  was 
very  stout,  weighing  about  one  hundred  and  seventy  pounds, 
and  did  not  look  ill.     She  was  not  jaundiced  and  not  anemic. 

Examination  of  the  abdomen  was  rendered  difficult  on  ac- 
count of  the  great  thickness  of  fat  in  the  abdominal  walls.  It 
was  found  to  be  dull  on  percussion  in  right  iliac  region  and  up 
toward  right  lumbar  region,  but  resonant  below  liver  and  on 
40 
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left  side,  also  low  down  on  right  side.  An  enlargement  and 
thioktMiing,  like  inflammator}^  effusion,  could  be  indistinctly  felt 
in  right  iliac  and  right  lumbar  regions.  Another  enlargement, 
like  enlarged  uterus,  could  be  felt  extending  up  from  behind 
pubes  in  median  line  nearly  to  navel.  The  mass  on  right  side 
was  ver}'  tender  on  pressure. 

Per  vaginam,  the  vaginal  outlet  was  open  and  the  mucous 
membrane  had  the  bluish- purplish  discoloration  of  pregnancy. 
On  passing  finger  into  vagina  a  mass  could  be  felt  filling  pelvis, 
more  on  right  side  and  posteriorly  than  on  left  side.  The  os 
was  found  open  and  soft,  high  up  behind  symphysis  pubis. 
The  impression  one  first  got  from  digital  examination  was  that 
of  an  enlarged,  retroflexed,  pregnant  uterus  partially  impacted 
in  pelvis.  On  more  careful  examination  it  was  found  that  the 
fundus  of  uterus  was  forward,  reaching  nearly  to  navel,  and 
the  mass  posteriorly  was  a  myoma  in  posterior  and  right  wall 
of  uterus.  The  whole  uterine  tumor  had  some  mobility  and 
could  be  pushed  up  some,  so  that  cervix  could  be  brought 
down  from  behind  pubes.  Although  uterine  tumor  could  be 
moved  independently  of  mass  in  right  abdominal  region,  still 
when  pressure  was  made  on  this  mass  from  above  it  caused 
uterus  to  descend  some,  giving  one  the  impression  that  there 
was  some  connection  between  the  two.  The  possibility  of  in- 
trauterine pregnancy  contraindicated  the  use  of  uterine  sound. 
Examination  of  patient's  urine  at  this  time  gave  negative 
results,  except  that  it  was  very  acid  and  loaded  with  urates. 
The  breasts  had  the  appearance  of  pregnancy. 

A  probable  diagnosis  was  made  of  intrauterine  pregnancy 
complicating  myoma  in  uterine  wall  and  probable  inflammatory 
effusion  in  appendix  region.  The  possibility  of  extrauterine 
pregnancy  was  considered,  but  the  symptoms  did  not  appear 
to  be  sufficiently  marked  for  this;  the  faintness  had  never 
amounted  to  actual  syncope  and  she  had  been  subject  to  faint- 
spells  from  slight  causes  all  her  life.  It  was  decided  to  keep 
patient  quiet  under  close  observation. 

After  the  examination  patient  suffered  very  little  pain  and 
felt  comparatively  well  except  for  nausea,  particularly  after 
taking  solid  food,  and  occasional  slight  dizziness  and  faint- 
spells.  She  kept  very  quiet  and  lived  mostly  on  milk  diet. 
She  lost  weight  quite  rapidly.  The  mass  in  right  iliac  and 
lumbar  regions  appeared  to  enlarge  some,  while  the  uterine 
tumor  appeared  to  remain  stationary.  It  was  difficult  to  say 
how  much  of  the  enlargement  in  right  side  was  real,  or  only 
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apparent  from  loss  of  abdominal  fat  and  general  lessening  in 
size  of  abdomen.  About  the  middle  of  March  there  was  for  a 
short  time  some  malodorous,  watery  vaginal  discharge.  This 
was  the  first  discharge  of  any  kind  there  had  been  since  cessa- 
tion of  menses  in  October. 

On  April  7,  1899,  I  again  examined  patient  with  Dr.  Walker 
for  the  second  time,  and  found  the  abdominal  tumor  on  right 
side  larger  than  at  previous  examination  and  the  feel  some- 
thing like  an  enlarged  pregnant  uterus,  but  the  location  and 
shape  were  more  like  a  tumor  of  right  kidney.  The  uterine 
tumor  was  no  larger  than  at  first  examination.  A  bruit  like 
that  heard  in  normal  pregnancy  could  be  distinctly  heard  low 
down  in  front  above  pubes. 

Per  vaginam,  the  signs  of  pregnancy  were  the  same.  Pul- 
sation of  uterine  arteries  was  very  distinct.  The  os  was  still 
high  up  behind  pubes  and  open,  so  that  finger  could  be  passed 
almost  through  the  internal  os.  On  removal  of  finger  from 
cervical  canal  some  dark-colored  blood  followed,  attended  with 
slight  labor-like  pains.  The  myoma  in  posterior  wall  of  uterus 
felt  harder  than  at  previous  examination.  All  tenderness  from 
pressure  on  abdominal  tumor  had  disappeared.  Patient  had 
not  felt  life,  and  neither  fetal  movement  nor  fetal  heart  could 
be  detected  on  careful  examination. 

In  a  letter  from  Dr.  Walker,  April  21,  he  says  patient  had 
slight  labor-like  pains  for  a  week  after  this  examination,  but 
since  then  she  had  been  fairly  comfortable,  with  the  exception 
of  a  continuous  discharge  of  a  pinkish  color  and  rather  offensive 
odor.  She  has  taken  little  nourishment  except  milk.  The  size 
of  abdominal  and  uterine  tumors  was  about  the  same.  Tem- 
perature had  ranged  from  99°  F.  to  100°  F.  and  pulse  about  90. 
On  May  1  she  came  to  St.  Joseph's  Hospital,  London,  and  on 
May  3,  under  ether  anesthesia,  we  examined.  The  abdominal 
tumor,  under  anesthesia,  had  the  shape  and  feel  and  other 
characters  of  a  tumor  of  right  kidney,  and  a  distinct  sulcus 
could  be  felt  between  its  lower  end  and  the  upper  right  cornu 
of  uterine  tumor.  Apparently,  however,  the  two  tumors  were 
connected  at  this  point  by  what  appeared  to  be  inflammatory 
adhesion  bands.  A  sound  was  passed  into  uterus  forward  to  a 
depth  of  between  six  and  seven  inches.  The  cervix  was  easily 
dilated  with  a  Goodell  dilator  and  the  finger  introduced  into 
cavity,  but  no  fetal  sac  could  be  felt.  With  a  large  curette  I 
carefully  curetted  out  a  large  quantity  of  thickened  decidua 
and  a  myomatous  polyp  about  the  size  of  a  small  marble.     In 
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the  scrapings  I  could  see  no  appearance  of  placenta  or  fetal 
coverings.  The  hleeding  during  curettage  was  profuse  and 
dark  in  color,  but  ceased  after  the  entire  lining  was  scraped 
away. 

The  cavity  was  irrigated  and  packed  with  iodoform  gauze. 
After  curettage  the  pulse  ranged  for  a  day  or  two  between  110 
and  120,  and  the  patient  had  a  very  anemic  appearance.  The 
gauze  packing  was  removed  on  the  third  day,  after  which 
there  was  no  more  bleeding  from  the  uterus. 

Ou  the  fifth  day  after  curettage,  the  temperature,  which 
had  previously  ranged  from  99"  F.  to  100"  F. ,  went  up  to 
10'i°  F.  and  pulse  over  120.  Patient  suffered  from  consider- 
able nausea  and  vomiting,  and  some  bearing-down  pain  in 
pelvis,  with  distress  in  voiding  urine.  Her  urine  became  some- 
what scanty,  and  on  analysis  showed  some  pus,  but  no  casts 
or  blood.  The  myoma  in  posterior  wall  of  uterus  became  hot, 
tender,  and  swollen.  The  abdominal  tumor  was  not  tender 
except  at  one  point  high  up  near  under-surface  of  liver.  The 
pelvic  and  systemic  disturbance  appeared  to  be  caused  by  in- 
flammation of  uterine  myoma.  These  symptoms  lasted  nearly 
two  weeks,  then  gradually  subsided,  all  symptoms  becoming 
normal.  All  tenderness  and  heat  disappeared  from  myoma, 
and  both  this  tumor  and  the  uterus  itself  quite  rapidly  reduced 
in  size.  The  abdominal  tumor  remained  nearly  stationary,  or 
possibly  there  may  have  been  slight  diminution  in  its  size. 

The  uterine  scrapings  were  sent  to  Dr.  Cullen,  Johns  Hopkins 
Hospital,  Baltimore,  for  examination,  and  the  following  report 
was  received  from  him:  "The  nodule,  as  you  suggest,  is  a 
myoma.  The  scrapings  consist  almost  entirely  of  normal 
decidua,  but  no  placental  villi  are  present.  It  is  just  such  a 
mucosa  as  one  finds  several  weeks  after  a  miscarriage.  There 
is  not  a  trace  of  any  malignant  process." 

The  diagnosis  of  the  abdominal  tumor  was  still  doubtful. 
We  were,  however,  inclined  to  look  upon  it  as  a  tumor  of  right 
kidney. 

On  May  .31  I  have  recorded  incase  book:  "  Patient's  gen- 
eral condition  much  improved;  appetite  good  and  gaining 
strength;  abdominal  tumor  reduced  some;  uterine  myoma  re- 
duced one-half.  Sound  in  uterus  measures  3^  inches.  Quan- 
tity of  urine  passed  during  twenty-four  hours,  about  forty 
ounces.     Urinary  analysis  shows  pus,  but  no  blood  or  casts." 

On  June  15,  under  ether,  I  made  an  exploratory  incision  in 
right  semilunar  line  of  abdomen,  extending  from  lower  margin 
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of  ribs  above  downward  about  six  inches  over  most  prominent 
part  of  tumor.  On  cutting  through  the  abdominal  wall  I  came 
in  contact  with  surface  of  tumor,  which  at  first  sight  appeared 
to  be  extraperitoneal,  but  on  closer  examination,  after  enuclea- 
tion had  been  proceeded  with  for  some  time,  it  was  found  that 
tumor  surface  was  closely  blended  with  parietal  peritoneum. 


Abdominal  pregnancy. 


Enucleation  was  moderately  difficult.  In  order  to  get  suffi- 
cient room  it  was  found  necessary  to  make  another  incision 
backward  at  right  angles  to  vertical  incision  in  lumbar  region. 
In  enucleating  outer  side  posteriorly  the  sac  was  broken, 
into.  Some  dark  clots  and  thin  fluid  escaped,  and  through  the 
opening  the  back  of  fetus  presented.  The  fetus  occupied  a 
doubled-up  position  in  sac,  with  buttocks  down  and  head  flexed 
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on  body  higher  up.  The  placenta  laj'  to  the  inner  side  and 
anteriorly  to  fetus,  and  was  attached  to  the  peritoneum  to  the 
outer  side  of  ascending  colon.  The  whole  sac  lay  in  a  bed 
directly  in  front  of  right  kidnej',  having  pushed  the  colon  over 
near  median  line  of  abdomen;  the  upper,  large  end  just  below 
the  lower  margin  of  liver,  the  lower,  small  end  in  the  outer 
part  of  right  iliac  fossa.  Attached  to  this  end  and  to  the 
abdominal  peritoneum  at  this  point  was  the  fimbriated  end  of 
right  Fallopian  tube. 

After  separation  and  ligature  of  bleeding  points  in  abdom- 
inal end  of  tube,  the  whole  sac,  containing  fetus  and  placenta, 
was  readily  enucleated  from  its  bed  and  removed.  After 
enucleation  of  tumor  the  only  part  of  bed  that  could  not  be 
thoroughly  cleansed  was  a  pocket,  about  two  inches  in  diame- 
ter, high  up  in  right  lumbar  region,  and  this  was  packed  with 
iodoform  gauze  brought  out  through  abdominal  wound. 

Examination  of  pelvic  organs  through  the  abdominal  wound 
showed  uterus  enlarged  up  to  margin  of  brim  of  pelvis  by  a 
myoma  in  posterior  wall  to  right.  The  myoma  was  the  size 
of  a  small  orange  and  lifted  the  right  Fallopian  tube  some- 
what above  the  pelvic  brim;  the  outer  end  of  the  tube  being 
well  up  in  iliac  fossa  and  adherent  to  parietal  peritoneum  of 
abdominal  wall  at  extreme  upper  and  outer  part  of  fossa. 
The  right  ovary  was  found  flattened  out  and  adherent  to  pos- 
terior surface  of  broad  ligament  well  up  in  iliac  fossa.  It  was 
slightly  larger  than  normal  and  cystic.  After  the  adhesions 
were  separated  and  cysts  punctured,  the  gland  had  a  normal 
appearance.  The  tube  also  appeared  normal  except  at  the 
adherent  outer  end.  A  probe  passed  down  through  tube 
showed  the  canal  to  be  patulous.  All  adhesions  were  sepa- 
rated and  the  abdominal  orifice  of  tube  was  closed  by  suture, 
and  both  tube  and  ovary  were  permitted  to  drop  back  toward 
the  pelvic  cavity.  The  left  ovary  and  tube  were  found  normal 
and  were  not  interfered  with. 

The  abdominal  wound  was  closed  by  suturing  the  trans- 
versely cut  muscles  in  lumbar  region  in  layers  with  catgut  and 
the  vertical  incision  with  silkworm  gut,  except  where  gauze 
packing  was  brought  out  near  upper  end  of  wound. 

Convalescence  from  operation  was  practically  uneventful. 
There  was  little  drainage  from  the  gauze  packing,  which  was 
removed  on  the  fourth  and  fifth  days  after  operation.  Pri- 
mary union  took  place  throughout  the  whole  length  of  the 
abdominal  wound  except  at  a  small  point  where  gauze  drain 
had  been.     Patient  left  hospital  in  good  condition  July  20. 
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Remarks. — 1.  In  this  case  I  think  there  can  be  little  doubt 
that  the  pregnancy  started  as  tubal  near  the  outer  end  of  the 
right  Fallopian  tube,  and  it  is  probable  that  a  tubal  abortion, 
with  expulsion  of  sac  and  contents  complete  into  abdominal 
cavity,  took  place  about  first  week  in  January.  The  uterus 
being  lifted  up  by  the  myoma  in  its  wall,  and  also  hj  the 
development  attending  pregnancy,  raised  the  tube  so  that  its 
outer  end  was  well  up  in  right  iliac  fossa  in  such  a  position 
that  ovum  sac  aborted  into  the  space  outside  cecum  and 
ascending  colon,  forming  attachments  there.  Development  as 
an  abdominal  pregnancy  continued  till  probably  about  April  1, 
when  fetus  died,  after  which  patient  had  false  labor  pains  with 
discharge  of  some  blood  from  uterus,  and,  later  on,  some 
diminution  in  size  of  abdominal  tumor. 

2.  Internal  hemorrhage  had  never  been  very  great.  Some 
hemorrhage  had  evidently  occurred  into  sac,  as  at  operation 
sac  contained  considerable  old  blood  clot.  A  few  organized 
blood  clots  were  also  found  in  peritoneal  cavity  at  lower  end  of 
sac  in  right  iliac  and  inguinal  regions. 

y.  It  is  probable  the  anemia  and  rapid  pulse  following  curet- 
tage on  May  3  were  partially  due  to  loss  of  blood  from  uterus 
and  partly  to  some  internal  hemorrhage  into  sac  and  into  peri- 
toneal cavity  at  lower  end  of  sac,  as  the  anemia,  etc.,  follow- 
ing this  procedure  seemed  out  of  proportion  to  the  quantity  of 
blood  lost  from  uterus. 

4.  The  location  of  abdominal-pregnancy  tumor,  and  its 
marked  resemblance  in  nearly"  all  of  its  characteristics  to  a 
kidney  tumor,  were  peculiar. 

5.  Besides  the  location  of  tumor,  other  diflSculties  in  the  way 
of  making  a  correct  diagnosis  before  operation  were:  the 
absence  of  marked  symptoms  of  internal  hemorrhage  at  any 
time;  the  fat  abdominal  wall;  the  inability  to  detect  either 
fetal  movement  or  fetal  heart;  and  the  enlarged,  myomatous 
uterus,  having  about  it  all  the  early  signs  of  intrauterine  preg- 
nancy complicated  by  myoma. 

6.  That  fetal  movements  were  not  felt  by  patient,  and 
neither  fetal  movements  nor  fetal  heart  detected  by  attendant, 
may  be  accounted  for  by  the  very  thick  abdominal  wall  and 
thick  sac  wall  which  covered  the  fetus  anteriorly. 

Note. — I  examined  patient  December  15,  1899.  No  men- 
strual period  since  operation;  general  condition  good;  abdom- 
inal cicatrix  in  good  condition;  uterine  myoma  has  reduced 
considerably  in  size  and  is  not  causing  any  trouble. 
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PREVENTIVE  GYNECOLOGY. 


RICHARD  R.  SMITH,   M.D., 

Surgeon  to  Biitterworth  Hospital, 

Grand  Rapids,  Mich. 


There  is  perhaps  no  field  iu  medicine  in  which  prevention 
can  save  more  suffering  than  in  that  of  gynecology,  and  yet 
certainly  there  is  no  field  in  which  it  is  more  commonly  disre- 
garded. We  know  definitely  the  nature  of  most  of  the  patho- 
logical conditions  in  the  pelvis,  the  causes  that  give  rise  to 
these  conditions,  and  the  consequences  which  follow  in  case 
they  are  neglected.  The  practitioner  of  medicine,  however,  is 
very  apt  to  lose  sight  of  all  this  and  to  expend  his  efforts,  not  in 
guarding  against  disease,  but  in  caring  for  the  woman  only 
after  irretrievable  damage  has  been  done  or  she  has  undergone 
years  of  needless  suffering.  He  does  not  hold  himself  respon- 
sible for  this  state  of  affairs,  but,  ascribing  it  to  the  ignorance 
or  carelessness  of  patients  in  general,  takes  it  as  a  matter  over 
which  he  has  no  control.  He  cannot  shun  his  responsibility  in 
this  way.  The  public,  though  far  in  the  rear,  slowly  but 
surely  follow  the  ideas  of  the  profession  in  matters  of  the 
health.  If  we  would  have  regard  paid  to  prevention  we  must 
teach  it.  Our  duty  is  not  only  to  relieve  suffering  where  we 
see  it,  but  to  give  such  care  and  inculcate  as  far  as  possible 
such  teaching  as  vfiW  prevent  suffering. 

It  is  not  my  purpose  in  this  brief  paper  to  attempt  to  treat 
exhaustively  the  many  subjects  which  the  term  "  preventive 
gynecology"  brings  to  mind,  but  simply  to  outline  in  a  general 
way  what  I  regard  as  the  duty  of  the  physician  toward  those 
women  who  come  under  his  care.  Preventive  gynecology  may 
be  conveniently  divided  into  the  following  topics: 

1.  Care  of  the  woman  before  marriage. 

2.  Care  during  gestation  and  labor. 

3.  Care  during  the  climacteric. 

4.  Prevention  of  gonorrhea  and  syphilis. 

5.  Prevention  of  carcinoma. 

In  caring  for  those  patients  who  are  not  married,  a  physi- 
cian should  have  a  ready  appreciation  of  the  diflQculties  such 
patients  undergo  in  confiding  their  troubles  to  him.     To  deal 
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with  them  tactfully  yet  firmly  is  often  no  easy  matter,  but  one 
should  never  rest  satisfied  until  he  is  sure  he  has  grasped  the 
situation  and  is  treating  his  patient  intelligently.  Promiscu- 
ous examinations  in  this  class  of  cases  are  unwarrantable,  but 
at  the  same  time  there  are  certain  indications  which  should 
make  us  insist  upon  them.  Persistent  and  severe  pain  at  or 
between  menstrual  periods,  protracted  amenorrhea  without 
constitutional  cause,  profuse  discharge  or  menorrhagia,  should 
always  make  examination  imperative.  A  young  woman  has 
recently  come  under  my  notice  who  for  ten  years  had  suffered 
extreme  pain  at  each  menstrual  period,  and  who  had  been  to  a 
number  of  different  physicians,  no  one  of  whom  had  suggested 
an  examination.  She  was  suffering  from  an  anteflexion  (patho- 
logical), which  was  operated  upon  and  her  trouble  relieved. 
She  should  have  been  operated  upon  ten  years  ago,  and  would 
gladly  have  submitted  to  examination  and  operation  at  that 
time.  I  have  no  sympathy  with  that  idea  which  keeps  from  a 
girl  all  facts  in  regard  to  her  womanhood.  At  the  time  of 
puberty  it  is  the  duty  of  every  mother  to  explain  to  her  daugh- 
ter such  things  in  regard  to  the  pelvic  organs  as  shall  be  neces- 
sary to  the  maintenance  of  health.  Menstruation  should  be 
explained  and  the  rules  to  be  followed  while  menstruation  is  in 
progress.  The  mother  should  have  instruction  in  this  from  her 
medical  adviser.  There  is  no  need  that  a  young  woman's  at- 
tention be  morbidly  held  to  such  matters,  but  the  right  kind  of 
instruction  and  the  health  that  should  follow  it  will  tend  to 
free  her  mind  from  thoughts  in  this  direction  rather  than 
direct  it  toward  them.  The  general  health  should  be  carefully 
looked  after  at  this  time  of  life.  School  work  or  work  in  the 
shop  should  be  lightened,  in  some  instances  abandoned  alto- 
gether. Regular  hours  for  sleep  and  plenty  of  nourishing  food 
should  all  be  insisted  upon.  Chlorosis  is  very  common  at  this 
age  and  demands  strict  attention.  The  foundation  of  years  of 
ill-health  is  often  laid  at  this  important  period. 

In  childbirth  a  woman  is  called  upon  to  perform  a  function 
which  always  threatens  the  health  of  her  reproductive  organs. 
While  by  far  the  greater  portion  of  such  processes  goes  on 
normally  and  without  deleterious  effects,  the  reason  for  most 
of  our  gynecological  operations  is  found  here.  A  large  portion 
of  the  ill-health  that  women  suffer  is  due  to  want  of  care  at 
this  time.  When  a  woman  becomes  pregnant  she  should  be 
taught  to  consult  her  physician.  Examination  should  be  made 
to  see  that  the  uterus  is  in  good  position  and  the  pelvic  organs 
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normal.  As  a  matter  of  routine,  the  measurements  of  the 
pelvis  should  be  carefully  taken,  to  guarti  against  pelvic  de- 
formity. The  urine  should  be  examined  at  least  once  a  month. 
Even  during  normal  gestation  the  patient  should  be  occasion- 
ally seen,  and  as  labor  draws  near  instruction  should  be  given 
as  to  the  proper  arrangements  for  that  event.  The  selection 
of  a  nurse  (if  one  is  to  be  afforded)  should  be  left  to  the  physi- 
cian. Looking  after  the  health  of  patients  during  pregnancy 
should  be  conducive  to  normal  labor.  At  the  time  of  labor 
absolute  surgical  cleanliness  is  of  course  imperative,  and  any 
unnecessary  deviations  from  it  should  be  regarded  as  a  crime. 
I  believe  in  the  normal  case  it  is  seldom  necessary  to  examine 
more  than  once  or  twice,  and  this  should  be  done  with  rubber 
gloves  properly  sterilized,  the  same  coming  in  contact  with  the 
vagina  onl}'.  Men  who  would  hesitate  about  putting  an  un- 
sterilized  hand  into  the  open  abdomen  will  often  examine  an 
obstetrical  patient  in  a  most  slovenly  fashion.  Yet  the  danger 
is  perhaps  greater  in  the  latter  instance.  Prolonged  labors,  as 
tending  to  produce  sloughing  and  relaxation  of  the  pelvic 
structures,  must  be  avoided.  A  judicious  use  of  the  forceps  is 
an  important  means  at  our  command  in  the  prevention  of  the 
evils  arising  through  childbirth.  The  physician  should  see  to 
it  that  the  patient  remains  a  proper  time  in  bed  and  that  the 
uterus  and  other  pelvic  organs  undergo  a  proper  involution. 
It  has  been  my  habit  to  allow  patients  to  sit  up  to  evacuate  the 
bowels  and  void  urine.  This  drains  the  uterus  and  vagina 
and  certainly  can  produce  no  harm.  Frequent  change  of  po- 
sition in  bed  is  also  important,  in  that  it  tends  to  prevent  retro- 
version. All  tears  involving  the  integrity  of  the  pelvic  outlet 
should  be  immediately  sutured.  The  sutures  should  be  so 
placed  that  they  bring  together  the  torn  muscles  and  fascia, 
care  being  taken  to  avoid  turning  in  of  the  relaxed  mucous 
membrane.  Sutures  carelessly  placed  are  worse  than  no  su- 
tures at  all.  Repairing  tears  of  the  cervix  at  the  time  of  labor 
is  no  longer  generally  done.  Certainly  the  danger  of  infection 
would  seem  to  counteract  the  advantage  of  repairing  all  ordi- 
nary tears.  At  the  end  of  three  months  all  cases  of  labor, 
whether  normal  or  otherwise,  should  be  examined.  I  do  not 
believe  that  the  obstetrician  is  responsible  for  all  the  relaxed 
vaginal  outlets  that  one  sees,  although  this  is  contrary  to  the 
old  teaching.  We  will  occasionally  find  this  condition  as  the 
result  of  many  labors  or  of  a  prolonged  single  labor  without 
actual  rupture  of  the  soft  parts.     Where  the  stretching  has 
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been  very  severe  or  often  repeated,  it  is  very  possible  that  the 
tissues  do  not  regain  their  normal  tone,  hence  a  condition 
similar  to  that  produced  by  an  actual  tear.  It  is  necessary  at 
the  time  of  this  examination  to  carefully  note  the  status  of  all 
the  pelvic  organs,  so  that  such  data  may  be  used  for  future 
reference,  even  though  the  case  does  not  demand  immediate 
surgical  attention.  Minor  or  plastic  pelvic  surgery  is  the  con- 
servative gynecology  of  to-day.  When  this  is  more  univer- 
sally recognized  we  shall  have  much  less  use  for  major  or  ab- 
dominal surgery. 

As  to  care  during  the  climacteric:  In  defiance  of  all  that 
we  have  learned  in  regard  to  the  dangers  of  this  period,  physi- 
cians are  too  prone  to  ascribe  all  disagreeable  symptoms  that  a 
woman  may  have  to  the  "  change  of  life,"  and  to  overlook  im- 
portant diseases,  and  especially  new  growths  in  the  pelvis. 
Each  case  then  requires  careful  analysis. 

In  regard  to  the  prevention  of  venereal  diseases :  In  spite 
of  all  that  is  known  to-day  in  regard  to  the  spread  and  far- 
reaching  results  of  syphilis,  and  especially  gonorrhea,  in  spite 
of  all  the  laws  enacted  to  control  prostitution,  these  diseases 
still  prevail  about  as  generally  as  ever  and  with  just  as  bad 
consequences.  I  am  optimistic  enough  to  believe,  however, 
that  when  our  present  knowledge  regarding  these  diseases 
shall  be  generally  spread  among  the  laity  there  will  be  at  least 
some  improvement  in  this  matter.  When  a  woman  knows 
that  by  marrying  a  man  of  loose  habits  she  runs  a  distinct  dan- 
ger of  ruining  her  own  life,  such  men  will  be  shunned  socially 
and  avoided  as  husbands.  The  most  innocent,  at  least,  of  those 
who  suffer  to-day  will  have  some  protection. 

As  to  the  prevention  of  carcinoma:  As  a  woman  approaches 
middle  life  it  should  be  carefully  seen  to  that  all  tears  of  the 
cervix  are  repaired.  In  case  the  cervix  is  not  infiltrated  or  the 
woman  objects  to  an  operation  for  a  condition  that  is  giving 
her  no  annoyance,  it  should  at  least  be  looked  to  that  this 
structure  remains  in  a  perfectly  healthy  state.  The  lives  of 
thousands  of  our  women  who  now  die  annually  of  cancer 
would  be  saved  by  following  this  rule. 
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DISEASES  AT  THE  VANDERBILT  CLINIC. 


WILLIAM  S.  STONE,  M.D., 
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New  York. 


Introduction. — The  work  in  the  Gynecological  Depart- 
ment of  the  Vanderbilt  Clinic  began  with  the  opening  of  the 
building  in  October,  1888.  The  number  of  new  patients,  be- 
ginning with  598  in  the  first  year,  increased  each  year  until 
1896,  when  a  total  of  3,435  was  reached.  Since  then  there  has 
been  a  slight  falling  off,  3,144  having  applied  in  1898.  The 
total  number  since  the  opening  in  October,  1888,  to  January 
1,  1899,  was  25,504. 

Histories. — A  written  history  of  each  patient  is  taken  at 
the  time  of  the  first  visit,  in  books  that,  allowing  two  pages 
for  each  history,  hold  one  hundred  histories.  The  books  are 
printed  according  to  the  following  form: 


No. 

Date 

Vanderbilt  Clinic. 

Name. 

Age. 

S.  M.  W.                   yrs. 

ipara;  Last  child, 

Labors,  easy,  instrumental, 

No.  of  miscarriages. 

Last. 

Menstruation:    First. 

Type. 

Duration. 

Amount. 

Pain,  before, 

during,  after. 

Last. 

Pains. 

Inspection. 

Discharges. 

Per  vaginam. 

Bladder. 

Bimanual. 

Bowels. 

Sound. 

Appetite. 

Speculum. 

Intercourse. 

Diagnosis. 

Duration  of 

present  illness. 

Treatment. 

Chief  symptoms. 

The  histories  can  be  written  very  quickly  and  accurately  in 
this  way,  although  it  is  always  true  in  any  large  institution 
that  many  of  them,  written  by  any  method,  are  incomplete. 
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An  addition  to  this  form  of  history  blank,  although  it  has 
not  yet  been  embodied  in  the  history  books,  has  been  used 
satisfactorily  in  a  form  that  is  printed  on  cardboard.  As  will 
be  seen,  space  is  reserved  for  both  the  former  and  the  present 
type  of  menstruation. 


Name.                                               Age. 

S.  M.  W. 

ipara;  Last  child. 

Labors. 

Miscarriages.                      Last. 

Remarks. 

Menstruation:                      First  appeared. 

Present:    Type. 

Duration. 

Amount. 

Pain. 

Last  appeared. 

Chief  symptoms. 

Bowels. 

Duration  of  illness. 

Bladder. 

Previous  history. 

Discharges. 

Family  history. 

Intercourse. 

Appetite. 

Remarks. 

Digestion. 

yrs. 


These  cards,  filled  out  by  one  of  the  staff,  are  given  to  the 
professor  of  gynecology  with  each  patient  sent  to  his  clinical 
lecture. 

Examinations. — The  examinations  are  conducted  on  a 
Chadwick  table,  with  the  patient  usually  in  the  dorsal  posi- 
tion. The  Sims  position  is  rarely  used  for  diagnosis.  The 
corsets  are  removed  and  the  waistbands  are  loosened  in  all 
cases  presenting  any  difficulty.  A  regular  order  in  the  exam- 
ination is  observed  and  includes: 

1.  Abdominal  inspection,  palpation,  and  percussion. 

2.  Inspection  and  palpation  of  the  external  genitals. 

3.  Vaginal  palpation. 

4.  Combined  vagino-abdominal  palpation. 

5.  Combined  recto-abdominal  palpation  (especially  in  single 
girls). 

6.  Use  of  speculum  and  other  instruments. 

The  examinations  are  often  unsatisfactory  at  the  first  visit, 
because  of  the  distension  of  the  rectum  and  bladder,  and  a 
cathartic  and  enema  are  ordered  and  the  patient  told  to  return 
on  another  day. 

If  there  are  unusual  difficulties  in  the  way  of  making  a 
diagnosis,  the  patients  are  sent  to  Roosevelt  Hospital  for  an 
examination  under  an  anesthetic. 

Treatment. — A  large  number  of  the  patients  who  apply  to 
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this  department  for  treatment  are  suffering  from  temporary 
congestion  of  the  pelvic  organs,  for  the  relief  of  which  advice 
as  to  rest,  exercise,  diet,  cleanliness,  and  care  of  the  bowels 
is  all  that  is  required. 

All  patients  who  require  even  minor  operations  are  sent 
to  Roosevelt  Hospital.  The  writer  includes  in  this  class  nearly 
all  that  need  intrauterine  treatment.  The  interior  of  the  ute- 
rus above  the  internal  os  is  rarely  invaded,  because  of  the  im- 
possibility of  being  aseptic  in  the  time  that  can  be  devoted 
to  such  a  large  number  of  patients.  Asepsis,  too,  cannot  be 
properlj'  carried  out  in  many  cases  without  anesthesia.  It  i& 
thought  that  intrauterine  manipulation  by  those  who  do  not 
follow  such  rules  is  a  frequent  cause  of  severe  pelvic  disease. 
D3m3Q5tration  of  the  truth  of  this  opinion  is  frequently  seen 
in  the  patients  who  come  to  this  clinic  after  previous  treatment 
elsewhere.  Hence  the  local  treatment  adopted  by  the  writer 
in  the  clinic  is  limited  to  a  comparatively  few  and  simple 
measures. 

Posit io7is  in  Treatment. — The  writer  uses  the  dorsal  position 
almost  exclusively  for  all  of  his  procedures.  In  a  few  cases 
— as,  for  instance,  if  a  pregnant  uterus  has  become  retroflexed 
and  incarcerated — use  is  made  of  either  the  Sims  or  knee-chest 
position.  However,  in  general,  the  pelvic  organs  in  either  the 
Sims  or  knee-chest  position  fall  away  so  far  from  the  fingers 
that  manipulations  are  hard  to  make.  The  knee-chest  position 
is  advised  for  the  patients  to  assume  at  home  for  a  certain  time 
each  day. 

Tampons. — Nothing  in  the  way  of  local  treatment  haa 
proved  of  so  much  value  as  the  use  of  rightly  made  and  care- 
fully placed  tampons.  It  is  believed  that,  in  spite  of  all  the 
information  that  is  available  upon  this  topic,  failures  in  their 
use  are  due  to  the  neglect  of  one  or  both  of  these  essentials. 

A  rightly  made  tampon  must  consist  of  some  non-absorbent 
material,  like  ordinary  cotton,  as  used  in  the  clinic;  or,  better^ 
of  lamb's  wool,  which  is  more  springy.  They  should  be  soaked 
in  some  fluid  like  one  of  the  two  following: 

^    I.  Chloral  hydrate 2  parts. 

Alum 2      " 

Boroglyceride 4      " 

Glycerin 15      " 

TJ    2.  Ichthyol.. 1  part. 

Glycerin 10  parts. 

Both  of  these  formulae  are  very  generally  useful,  and,  al- 
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though  it  is  hardly  possible  to  state  positively  that  there  are 
any  special  indications  for  the  preference  of  one  over  the  other, 
it  has  seemed  to  the  writer  that  the  first  formula,  on  account 
of  its  marked  analgesic  and  astringent  properties,  relieves  pain 
more  quickly  and  hence  is  more  useful  in  the  beginning  of 
treatment.  Occasionally  it  is  irritating  to  the  vaginal  mucous 
membrane,  and  ichthyol  must  be  substituted.  Dry  tampons 
are  sometimes  used  in  cases  of  movable  displacements. 

Care  in  the  placing  of  the  tampons  is  a  very  necessary  re- 
quirement for  success  in  their  use.  The  posterior  fornix  is 
generally  the  best  part  of  the  vagina  to  place  them.  They 
may  be  introduced  through  a  speculum,  or  better,  in  some 
cases,  upon  two  fingers  that  press  the  pelvic  floor  downward .  In 
either  case  the  forceps  with  which  they  are  held  must  be  kept 
against  the  tampon  until  either  the  speculum  or  fingers  are 
partially  withdrawn  from  the  vagina.  The  writer  rarely  uses 
more  than  two  tampons  at  each  treatment,  and  more  often 
only  one.     They  are  usually  left  in  twenty-four  hours. 

Vaginal  Douches. — The  application  of  heat  by  means  of 
vaginal  douches  with  large  quantities  of  hot  water  cannot  be 
practised  at  the  Clinic,  partly  because  it  would  consume  too 
much  time,  and  more  especially  because  it  is  desirable  that  the 
patient  should  rest  after  such  a  procedure.  Some  of  the  pa- 
tients are  instructed  how  to  carry  it  out  at  home,  but  it  has 
been  found  that  it  is  often  done  so  imperfectly  that  more  harm 
than  good  results.  Its  efficacy,  however,  when  large  quan- 
tities of  water  at  about  the  temperature  of  112°  F.  are  used 
and  the  proper  position  is  assumed,  cannot  be  doubted. 

Antiseptic  vaginal  douches  are  frequently  ordered.  One  of 
the  best  for  this  purpose  is  the  following  formula: 

5  Zinci  sulphatis, 
Acidi  carbolici, 

Acidi  borici ^  I  i- 

Aquae q.  s.  ad.  3  iv. 

M.  et  sig  :  One  drachm  to  half  an  ounce  in  one  to  four  pints  of  hot 
water. 

Counter-irritation. — Counter-irritation  of  the  vaginal  vault 
with  Churchill's  tincture  of  iodine  for  the  relief  of  chronic 
pelvic  inflammation  has  frequently  proved  of  value. 

Treatment  of  the  Cervix. — Cervical  erosions  are  treated  by 
curettage  with  a  small,  sharp  curette,  followed  by  applications 
of  various  solutions,  of  which  may  be  mentioned  silver  nitrate, 
iodized  phenol,  and  pyroligneous  acid. 
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Retention  cysts  are  frequently  opened  and  cauterized,  the 
contents  of  which  are  sometimes  purulent  and  considerable  in 
amount. 

Puncture  or  scarification  of  the  cervix,  in  order  to  relieve 
uterine  congestion,  has  proved  of  great  value. 

Pessaries. — It  is  probable  that  the  use  of  pessaries  is  re- 
garded with  so  much  indifference  because  considerable  experi- 
ence is  required  before  they  can  be  used  successfully.  The 
writer  has  formulated  certain  rules  for  his  own  guidance,  by 
adherence  to  which  some  measure  of  success  has  been  attained. 

1.  Never  introduce  a  pessary  at  the  first  visit  of  the  patient. 
Frequently  some  contraindication  is  present  that  may  be  over- 
looked during  the  first  examination. 

3.  Preliminary  treatment  with  tampons,  for  a  short  time  at 
least,  should  always  be  adopted. 

3.  The  uterus  must  be  movable  and  capable  of  being  brought 
forward  without  pain. 

4.  A  pessary  should  never  be  used  if  there  is  the  least  ten- 
derness or  sign  of  pelvic  inflammation. 

5.  Avoid  the  use  of  large  pessaries  as  much  as  possible. 

6.  Pessaries  with  as  little  curve  as  possible,  especially  at 
first,  should  be  selected. 

7.  Patients  should  always  be  told  of  their  presence  in  the 
vagina  and  instructed  to  return  at  certain  intervals  while  they 
wear  them. 

8.  A  mildly  antiseptic  vaginal  wash  should  always  be  used 
for  the  sake  of  cleanliness  and  to  prevent  erosions,  especially 
in  elderly  women,  who  are  so  often  liable  to  atrophic  vaginitis. 

Hard-rubber  pessaries  of  the  Albert  Smith  pattern,  or  in 
cases  of  prolapse,  especially  in  elderly  women,  the  round  ring, 
have  been  practically  the  only  kinds  used  by  the  writer.  A 
Thomas  pessary  is  used  occasionally,  either  of  hard  or  soft 
rubber,  if  the  uterus  shows  a  tendency  to  flex  over  the  poste- 
rior bar. 

Pelvic  Massage. — Pelvic  massage  has  been  practised  fre- 
quently, chiefly  in  cases  of  adherent  retroverted  uteri.  It  is 
accomplished  by  the  combined  work  of  both  hands.  One  hand 
upon  the  abdomen  rubs  downward,  constantly  trying  to  pull 
the  fundus  forward,  while  two  fingers  of  the  other  hand  in  the 
vagina  rub  and  push  the  adherent  uterine  body  upward  with 
as  much  force  as  the  patient  can  stand.  The  repetition  of  this 
procedure  at  intervals  of  three  or  four  days,  following  each 
treatment  with  the  introduction  of  tampons,  has  often  replaced 
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a  uterus  to  its  normal  position  and  relieved  the  patient  of  her 
symptoms. 

Section  Teaching. — Section  teaching  in  this  department 
began  in  the  fall  of  1890.  The  course  was  offered  as  an  op- 
tional to  third-year  students,  and,  under  the  direction  of  one 
instructor,  the  class  was  divided  into  sections  of  ten  men  and 
six  lessons  given  to  each  section.  The  course  was  intended  to 
be  entirely  practical,  but  the  sections  were  so  large  that  the 
examinations  made  by  each  student  were  too  few  to  be  of  any 
practical  value.  The  attendance  always  began  to  decrease 
after  the  holidays,  so  that  long  before  the  final  examinations 
it  became  very  irregular. 

Two  instructors  were  appointed  in  1896  and  the  class  was  so 
divided  that  the  efficiency  of  the  work  was  greatly  increased. 
The  attendance,  although  the  course  was  still  optional,  re- 
mained much  more  regular  throughout  the  session. 

The  course  was  made  a  required  part  of  the  third-year  curri- 
culum in  the  fall  of  189G.  There  are  now  usually  five  men  in 
each  section,  and  six  lessons  are  given  as  before,  although  the 
holidays  have  deprived  some  of  the  sections  of  their  full  num- 
ber of  lessons. 

Arrangement  of  the  Rooms, — A  most  efficient  aid  to  the 
practical  demonstration  of  pelvic  diseases  to  the  sections  is  af- 
forded by  the  arrangement  of  the  rooms.  The  demonstrations 
are  given  simultaneously  in  two  adjoining  rooms  that  open 
into  each  other,  so  that  if  any  specially  interesting  or  impor- 
tant lesion  comes  before  one  section  the  students  in  the  other 
room  may  also  easily  see  it. 

A  large  hospital  screen  divides  each  room  into  practically 
two  parts,  on  one  side  of  which,  near  the  window,  the  students 
stand.  The  table,  mounted  on  rollers,  is  prepared  for  the  pa- 
tient on  the  other  side  near  the  entrance  door.  The  patient  is 
then  brought  into  the  room  and  arranged  upon  the  table  by  a 
nurse,  who  then  pushes  the  table  half-way  through  the  middle 
wing  of  the  screen.  The  student  in  this  way  only  sees  the 
lower  half  of  the  patient's  body.  When  the  examinations  are 
completed  the  nurse  pulls  the  table  back,  assists  the  patient 
off  the  table,  and  dismisses  her  from  the  room. 

Details  of  the  Course. — Each  lesson  lasts  one  hour,  and 
during  the  six  lessons  each  student  makes  from  twelve  to  fif- 
teen vaginal  examinations  under  the  guidance  of  the  in- 
structor. 

Examination  by  the  students  themselves,  in  fact,  is  made 
41 
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the  chief  feature  of  the  course.  The  introduction  of  the  spec- 
ulum and  the  use  of  tampons  are  also  practised  by  each  man. 
The  histories,  symptoms,  diagnosis,  and  treatment  of  a  few- 
selected  cases  are  given  near  the  end  of  the  course.  A  brief 
outline  of  the  points  taken  up,  and  the  general  arrangement  of 
the  lessons,  may  be  given  as  follows: 
First  Lesson. 

Inspection   and    palpation  of  the  (  Urethra. 

external  genitals.  -<  Vulvo-vaginal  glands  and  ducts. 

(  Pelvic  floor. 
Second  Lesson. 

Same  as  first.  f  Direction. 

n^     -^   \  Consistence, 
•^^"^^^-^■i  Lacerations. 

Vaginal  examination.  [size  and  shape. 

Palpation  of  fornices. 

Introduction  of  bivalve  speculum. 
Third  Lesson. 

Same  as  first  and  second. 

Beginning  of  bimanual  examination. 

Positions  of  the  uterus. 

Introduction  of  tampons. 
Fourth  Lesson. 

Continuation  of  bimanual  examination. 

Use  of  uterine  sound. 

History,  symptoms,  diagnosis  of  cases. 
Fifth  Lesson, 

Continuation  of  bimanual  examination. 

Introduction  and  use  of  pessaries. 

Demonstration  of  Sims  position  and  use  of  Sims  speculum. 
Sixth  Lesson. 

Review  and  practical  quiz. 

The  course  in  general  is  elementary,  but  at  the  end  most  of 
the  men  can  at  least  detect  the  position  of  the  uterus  by  the 
bimanual  examination. 

The  students'  interest  in  the  work  and  their  desire  to  get 
more  experience  are  demonstrated  by  the  large  number  of  re- 
quests made  to  the  instructors  for  summer  work  in  this  de- 
partment. 

The  clinical  material  is  more  than  sufficient  to  permit  of 
double  the  present  amount  of  clinical  teaching.  Four  thou- 
sand eight  hundred  and  eighty  new  patients  applied  to  this 
department  from  October  1,  1897,  to  May  1,  1899.  It  has  been 
estimated  that  about  1,000  of  them  were  used  for  clinical 
instruction.  Many,  of  course,  are  single  and  so  not  available 
for  this  work;  but,  allowing  for  them,  it  is  clear  that  it  i& 
possible  to  largely  increase  the  practical  work  of  the  students. 
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CLINICAL  review   OF  CASES. 

The  writer  had  from  January  1,  1891,  to  January  1,  1890, 
2,970  patients  under  his  own  observation  and  treatment;  1,491 
of  these,  whose  histories  are  complete,  have  been  selected  for 
the  basis  of  this  review. 

Menstruation.  First  Appearance— The  histories  of 
1,230  patients  record  the  first  appearance  of  the  menstrual 
function  as  follows: 


Age 9    10 

Number. . .     3       5 


13 

208 


14 
313 


15 
194 


16  I  17 
183  ;  75 


33 

a 


As  a  large  number  of  the  women  represented  in  this  table- 
are  foreign-born,  it  does  not  accurately  demonstrate  the  age- 
of  the  first  appearance  of  menstruation  among  the  poorer 
class  of  women  born  and  reared  in  New  York.  The  influence, 
however,  of  city  life  and  poor  hygienic  surroundings  is  prob- 
ably shown  by  the  large  number  of  variations  from  what  is 
generally  considered  the  normal  age  of  American  women  born 
ia  this  climate.  Taking  15  to  be  the  year  most  generally  ac- 
cepted as  normal,  we  find  in  the  table  that  the  largest  number 
menstruated  first  at  14,  and  that  the  premature  variations 
slightly  exceed  the  number  of  delayed  appearances. 

Premature  Appearance. — No  case  came  to  the  Clinic  be- 
cause of  precocious  menstruation,  so  that  no  observations  of 
its  relationship  to  other  changes  of  puberty  have  been  made. 

Special  causes  for  prematurity  were  difficult  to  obtain,  but, 
from  their  histories,  heredity  seemed  to  be  the  most  frequent. 
Nationality  was  not  observed  to  have  had  any  particular 
influence.  Poverty,  with  its  associations  of  bad  habits,  hard 
work,  and  poor  surroundings,  was  thought  to  have  some 
relationship. 

Results  of  Premature  Appearance. — The  most  pernicious 
results  came  indirectly  from  the  early  marriages  that  are  so 
frequent  under  these  circumstances.  The  evil  influence  of 
early  child-bearing  both  upon  the  mother  and  the  offspring 
was  frequently  demonstrated. 

Delayed  Appearance. — The  first  appearance  of  the  menstru- 
ation, as  shown  in  the  table,  was  delayed  beyond  the  sixteenth 
year  in  173  cases  and  beyond  the  eighteenth  in  29.  Forty-twa 
girls  were  brought  to  the  Clinic  for  this  reason.  None  of  them 
were  examined  locally.     Most  of  them  worked  hard  indoors. 
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especially  in  shops.     Many  suffered  from  chlorosis,  and  in  a 
few  no  cause  couki  be  assigned. 

Me)iopause. — The  age  of  the  cessation  of  menstruation  in  84 
cases  is  shown  in  the  following  table: 


Age 

Number  of  cases. 

Age 

Number  of  cases 


31 

32 

33 

34 

35 

36 

37 

38 

39 

40 

41 

42 

2 

0 

0 

2 

2 

0 

4 

6 

1 

8 

3 

7 

44 

45 

46 

47 

48 

49 

50 

51 

52 

53 

54 

55 

3 

13 

5 

6 

4 

4 

4 

2 

0 

2 

0 

0 

Variations  in  the  time  of  its  cessation,  as  will  be  seen  by 
comparing  the  tables,  were  relatively  more  numerous  than  in 
the  time  of  its  first  appearance.  About  three-fourths  of  the 
women  stopped  menstruating  between  the  ages  of  40  and  50, 
a  few  less  than  one-half  between  40  and  45.  The  premature 
variations,  as  was  the  case  with  its  first  appearance,  exceeded 
the  number  of  delayed  cessations. 

Relationship  of  Time  of  Cessation  to  Time  of  First  Ap- 
pearance.— The  number  of  observations  were  too  few  to  suffi- 
ciently determine  this  point.  Of  24  women  who  first  menstru- 
ated before  14,  17,  or  70+  per  cent,  stopped  before  45;  while 
of  37  who  first  menstruated  at  14  or  later,  20,  or  only  54+  per 
cent,  stopped  before  45.  Heredity,  it  was  thought,  influenced 
the  normal  variations  in  the  time  of  cessation  more  than  any 
other  factor. 

Premature  Cessation  of  Menstruation. — There  were  12 
cases  in  which  the  menopause  occurred  before  40,  and  the  fol- 
lowing observations  were  made:  4  had  suffered  from  severe 
injuries  during  labor,  which  had  resulted  in  marked  vaginal 
bands  and  adhesions  and  uterine  atrophy;  3  had  had  syphilis 
for  several  years;  3  had  rapidly  acquired  a  large  amount  of  fat; 
the  uterus  was  atrophied  in  all  except  2,  in  1  of  which  it  was 
considerably  enlarged. 

Delayed  Cessation. — There  was  nothing  in  the  6  cases  in 
which  menstruation  continued  after  50  to  suggest  any  particu- 
lar cause. 

Conditions  Associated  with  Menopause. — One  hundred 
and  nine  patients  presented  themselves  because  of  symptoms 
referable  to  the  menopause. 

Atrophic  changes  in  the  genital  mucous  membranes  ac- 
counted in  64  for  the  symptoms,  of  which  pruritus,  discharge, 
and  disturbances  of  micturition  were  the  most  important. 
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The  cases  may  be  divided,  according  to  the  mucous  membrane 
most  affected,  as  follows:  urethra,  26;  vulva  and  vagina,  24; 
endometrium,  14. 

1.  The  urethra  in  a  few  instances  presented  the  signs  of  an 
acute  purulent  urethritis,  which  could  not  be  differentiated 
from  gonorrhea  without  a  microscopical  examination  of  the 
discharges.  Fibrous  changes  in  the  connective  tissue  around 
the  urethra  were  so  marked  in  some  cases  that  the  urethra  felt 
through  the  vagina  like  a  hard  tube. 

2.  The  vulvitis  and  vaginitis  were  well  marked  in  many  of 
the  cases,  and  fibrous  bands  and  adhesions  often  obliterated 
the  cervix.  In  one  case  the  vagina  was  so  markedly  con- 
tracted that  it  would  not  admit  the  little  finger,  and  could  be 
felt  by  the  combined  recto-abdominal  examination  as  a  hard 
cord  running  from  the  vulva  to  the  uterus. 

3.  Endometritis  was  manifested  by  a  profuse,  purulent,  and 
irritating  discharge,  sometimes  associated  with  hemorrhages. 
The  differentiation  of  such  cases  from  cancer  of  the  uterine 
body  was  difficult  without  a  microscopical  examination  of  the 
curettings.  It  was  observed,  however,  that  in  cancer  of  the 
body  the  uterus  was  enlarged,  even  early  in  the  disease,  and 
the  external  os  was  often  patulous;  whereas  in  endometritis 
at  this  time  of  life  the  uterus  was  usually  small  and  the  ex:- 
ternal  os  not  patulous.  Many  observers  have  considered  an 
old  gonorrhea  the  cause  of  some  of  the  marked  inflammations 
of  the  genital  tract  in  elderly  women.  The  writer  found  the 
gonococci  present  in  two  of  the  severe  cases,  in  both  of  which 
there  was  every  reason  to  exclude  recent  infection. 

Nervous  and  Vasomotor  Disturbances. — Various  pains  in 
different  parts  of  the  body,  and  flashes  of  heat  and  cold,  were 
the  chief  symptoms  in  20  cases.  Digestive  disturbances  were 
also  frequently  present.  The  best  results  in  the  treatment  of 
such  cases  from  drugs  were  in  the  use  of  pills  consisting  of 
iron,  quinine,  and  strychnine. 

Amenorrhea. — Ten  patients  who  had  the  usual  symptoms 
of  the  approaching  menopause  presented  themselves  because 
menstruation  had  ceased  and  they  were  doubtful  as  to  the  ex- 
istence of  pregnancy.  Certainty  of  its  absence  in  a  few  was 
difficult. 

Obesity. — Seven  women  whose  rapid  increase  in  size,  espe- 
cially about  the  abdomen,  led  them  to  suspect  either  pregnancy 
or  a  tumor,  were  seen  and  assured  of  the  absence  of  both. 

Diabetic  Eczema  of  the  Vulva. — These  cases  are  included 
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in  the  disturbances  of  the  menopause,  because  all  of  the  cases 
(8)  occurred  in  women  at  about  that  time  of  life.  They  were 
usually  very  stout,  and  none  of  them  had  been  aware  of  the 
existence  of  diabetes  before  the  examination.  Intense  pruritus 
was  the  chief  symptom  for  which  they  sought  relief. 

The  appearances  of  the  vulva  were  usually  characteristic, 
but  pruritus,  especiallj''  in  elderly  women,  always  demands  a 
urinary  examination.  The  labia  minora  were  greatly  thick- 
ened and  felt  tough  and  leathery.  The  surfaces  often  looked 
as  if  sprinkled  over  with  some  white  dusting  powder.  The 
vestibule  and  caruncula3  usually  were  very  much  reddened. 
The  powdery  appearance,  however,  has  not  always  been  found 
characteristic  of  diabetes,  as  in  several  instances  in  which  it 
was  present  no  sugar  was  found  in  the  urine. 

Besides  the  treatment  for  diabetes,  which  by  itself  gives  re- 
lief in  many  cases  from  the  local  condition,  thorough  washing 
of  the  external  genitals,  after  each  urination,  with  soap  and 
water,  followed  by  a  mildly  antiseptic  wash,,  was  advised. 
After  this  the  parts  were  to  be  thoroughly  dried  and  dusted 
generously  with  a  good  drying  powder. 

Amenorrhea  in  Young  Women. — Sixty-two  young  women 
applied  for  treatment  because  of  irregular,  diminished,  or 
suppressed  pienstruation,  and  the  following  causes  were  found: 
chlorosis,  22;  pregnancy,  11;  infectious  diseases,  7;  change  of 
climate,  11;  unassigned  causes  (simplj'-  poor  general  condi- 
tion), 11. 

Chlorosis. — Menorrhagia  instead  of  diminished  menstru- 
ation occurred  in  two  well-marked  cases,  both  of  whom  were 
cured  of  their  menorrhagia  by  the  treatment  for  the  chlo- 
rosis. Profuse  leucorrhea  was  the  only  pelvic  symptom  in 
several;  it,  too,  responded  quickly  to  the  administration  of 
iron.  Nothing  acted  better  in  the  treatment  of  these  patients 
than  Blaud's  pill  combined  with  cathartics. 

Change  of  Climate. — This  class  was  largely  represented  by 
servants,  especially  Irish  girls,  who  had  been  in  this  country 
only  a  short  time.  There  were  a  few  Swedes  and  Germans. 
The  menstruation  returned  in  the  majority  of  them  within  six 
months  or  a  year  without  any  treatment  except  care  as  to 
their  diet  and  bowels. 

Infectious  Diseases. — The  absence  of  menstruation  during 
and  following  infectious  diseases  is,  of  course,  well  known. 
Four  of  the  writer's  cases  were  suffering  from  pulmonary 
tuberculosis,  and  3  had  recently  recovered  from  typhoid  fever. 


stone:  pelvic  diseases  at  vanderbilt  clinic.     647 

Malformations. — Thirty-eight  examples  of  malformation 
■of  the  genital  organs  were  seen,  which  may  be  classified  as 
follows:  infantile  type  of  uterus,  25;  anteflexion  of  the  uterus, 
4;  uterus  septus,  1;  double  vagina,  5;  atresia  vaginae,  3. 

Infantile  Type  of  Uterus. — The  most  common  form  of  ute- 
rine malformation  was  represented  in  25  patients,  whose  uteri, 
it  seemed  to  the  writer,  really  preserved  the  characteristics  of 
the  infantile  type  of  the  organ,  namely,  a  high  flexion,  a  small 
body,  a  large,  long,  and  conical  cervix,  and  quite  often  a  pin- 
hole OS.  Many  varieties  were  seen,  depending  upon  the 
greater  or  less  development  of  certain  parts  in  one  as  com- 
pared with  another.  A  hypertrophic  elongation  of  the  cervix 
was  tlie  chief  feature  in  4  cases,  while  the  pin-hole  os  was 
•especially  prominent  in  3  others.  In  several  cases  of  this  type 
the  uterus  was  markedly  drawn  backward  and  upward  by 
thickened  and  contracted  utero-sacral  ligaments,  which  were 
probably  the  result  of  a  long-continued  cervical  catarrh. 
There  have  been  included  in  this  infantile  type  several  cases  of 
retroversion  and  retroflexion  with  prolapse  of  enlarged  and 
tender  ovaries,  because  it  seems  as  if  the  cause  of  this  con- 
dition originated  in  an  error  of  uterine  development. 

Symptoms.  Amenorrhea  or  scanty  menstruation,  dysmen- 
orrhea, leucorrhea,  pain  in  the  back,  and  sterility  if  they  were 
married,  represented  the  chief  symptoms.  Scanty  menstru- 
ation, for  instance,  occurred  in  15;  leucorrhea  was  a  prominent 
symptom  in  11;  pain  in  the  back  was  present  in  16.  Among 
18  of  those  who  were  married,  16  had  been  absolutely  sterile, 
1  had  one  child,  and  1  had  had  three  miscarriages. 

Treatment.  The  treatment  of  the  condition  itself  was  un- 
satisfactory, but  measures  adopted  for  the  relief  of  associated 
■disturbances,  as  anemia,  constipation,  and  bad  hygienic  sur- 
roundings, often  greatly  ameliorated  the  pelvic  symptoms. 
Cases  with  contraction  of  the  utero-sacral  ligaments  were 
benefited  by  tampons,  douches,  and  hot  sitz  baths.  Operative 
procedures,  as  dilatation,  curettage,  and  infrequently  partial 
amputation  of  the  cervix,  were  advised.  It  is  possible  that 
rectal  irrigation,  especially  in  single  women,  might  prove 
useful. 

Anteflexion.  —  A  class  entirely  distinct  from  the  former, 
but  frequently  confused  with  it,  is  that  in  which  the  uterus 
conforms  to  the  adult  type,  but  is  usually  small  and  has  a 
very  sharp  and  rigid  flexion.  The  flexion  in  these  cases  is 
low.     Endometritis  usually  accompanies  the  condition  after  a 
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longer  or  shorter  time  and  causes  most  of  the  symptoms. 
The  same  symptoms  appear  as  in  the  former  class,  except  that 
sterility  is  not  so  common.  Pregnancy  will  usually  relieve  the 
symptoms,  even  if  it  does  not  go  to  full  term,  as  frequently 
occurs  with  the  first.  Four  cases  of  this  sort  underwent 
dilatation  and  curettage,  with  relief  of  the  symptoms  in  3, 
and  2  became  pregnant. 

Uterus  Septus. — One  example  of  this  anomaly  was  seen,  in 
.vhich  endometritis  of  one  side,  folio  wing  a  miscarriage,  existed. 

Double  Vagina. — Two  examples  of  a  complete  partition, 
and  3  in  which  merely  bands  stretched  from  the  upper  to  the 
lower  vaginal  wall,  presented.  One  of  the  complete  partitions 
occurred  in  the  case  of  uterus  septus  mentioned  before. 

Atresia  Vagiiue. — There  were  3  cases  of  this  kind  in  the 
Winter's  clinic.  In  one  complete  atresia  at  the  hymeneal  junc- 
tion it  was  thought  that  a  uterus  could  be  detected,  but  no 
ovaries.  The  examination,  however,  was  completed  with- 
out an  anesthetic.  No  menstrual  molimina  had  occurred. 
Partial  atresia  of  the  hymen  existed  in  1  case.  The  menstrual 
blood  had  been  able  to  imperfectly  escape  and  severe  endo- 
metritis was  present.  An  acquired  partial  atresia  near  the 
vault  of  the  vagina  occurred  in  a  young  girl  who  gave  the 
history  of  a  purulent  discharge  and  dysmenorrhea  since  an 
attack  of  diphtheria  three  years  before.  The  atresia  was 
excised,  but  her  symptoms  continued,  so  that  the  uterus  was 
curetted  several  months  later,  with  complete  cure  as  a  result. 

Gonorrhea  in  Women. — The  advance  that  has  been  made 
in  our  knowledge  of  gonorrhea  makes  an  important  chapter  in 
the  history  of  infectious  diseases.  Noeggerath  '  in  1871,  eight 
years  before  the  discovery  of  the  gonococcus,  gave  a  very  ac- 
curate interpretation  of  its  clinical  relations;  but  information 
concerning  its  frequency  and  course  in  women  is  not  compar- 
able to  our  knowledge  of  the  disease  in  men.  The  vagina, 
previous  to  Xoeggerath's  observations,  was  thought  to  be  the 
chief  seat  of  pathological  change;  an  ovaritis,  analogous, it  was 
considered,  to  epididymitis  in  the  male,  occasionally  occurred. 

Noeggerath's  conclusions,  although  often  quoted,  are  here 
given  for  the  sake  of  general  comparison  with  the  more  modern 
views : 

"  1.  Gonorrhea  in  man,  as  well  as  in  woman,  persists  for  the 
whole  lifetime  in  spite  of  apparent  cure. 

' '  2.  There  is  a  latent  gonorrhea  in  the  man  as  well  as  in  the 
woman. 
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"  3.  Latent  gonorrhea  in  the  man,  as  well  as  in  the  woman, 
may  evoke  in  a  hitherto  healthy  individual  either  a  latent 
gonorrhea  or  the  symptoms  of  an  acute  attack. 

'  •  4.  Latent  gonorrhea  in  the  woman  manifests  itself  in  course 
of  time  by  perimetritis,  acute,  chronic,  or  recurring;  or  by 
ovaritis;  or  as  a  catarrh  of  some  definite  portion  of  the  genital 
mucous  membrane. 

"  5.  The  wives  of  men  who  at  any  time  of  their  lives  have  had 
gonorrhea  are,  as  a  rule,  sterile. 

''  6.  Such  women,  if  they  do  become  pregnant,  either  abort  or 
bear  only  one  child.  Exceptionally  three  or  four  children  are 
born. 

"  7.  From  the  discharge  of  a  woman  affected  with  latent 
gonorrhea  a  fungus  may  be  cultivated  which  is  exactly  analo- 
gous to  that  obtained  from  the  discharge  of  acute  gonorrhea  in 
men." 

The  immediate  effect  of  these  conclusions  was  shown  by  the 
enthusiastic  discussions  that  followed  of  their  value,  the  ulti- 
mate effect  of  which  was  a  more  general  and  accurate  know- 
ledge of  the  disease.  Thomas'  in  1874,  referring  to  Noegge- 
rath's  work,  said:  '•  Extraordinary  as  these  views  may  at  first 
sight  appear,  I  have  given  them  at  length  on  account  of  their 
possible  importance."  McDonald^  and  Sinclair*  in  England, 
and  Sanger  ^  in  Germany,  were  prominent  among  those  who 
fully  appreciated  the  importance  of  the  subject,  and  whose 
discussions  marked  the  beginning  of  our  information  concern- 
ing the  relation  of  gonorrhea  to  the  puerperium. 

The  meaning  of  the  terms  perimetritis  and  ovaritis  was  soon 
made  clear  by  the  work  of  the  abdominal  surgeons.  The 
discovery  of  the  gonococcus  and  perfection  in  bacteriological 
technique  have  confirmed  in  general  the  purely  clinical  obser- 
vations that  had  previously  been  made. 

Frequency. — It  is  now  very  generally  considered  that  gonor- 
rhea is  a  very  frequent  cause  of  pelvic  disease;  however,  obser- 
vations based  upon  the  study  of  any  large  series  of  cases  have 
been  rarely  published.  Schwartz,'  in  a  series  of  617  pelvic 
cases  of  all  kinds,  had  112  that  he  termed  suspicious;  77,  or  12 
per  cent,  surely  had  it,  and  gonococci  were  found  in  49.  San- 
ger,' out  of  1,930  hospital  and  private  cases,  found  230,  or 
12  per  cent,  suffering  from  some  form  of  gonorrhea.  Of  161 
more  recent  cases  he  judges  that  it  was  present  in  29,  or  18 
per  cent.  Of  389  pregnant  women,  100,  or  26  per  cent,  had  a 
purulent  discharge  from  the  vagina,  and  40  children  born  from 
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these  women  suffered  from  ophthalmia.  Oppenheimer,'  among 
lOS  pregnant  women,  found  the  diplococcus  in  the  vaginae  of 
30,  or  27  per  cent;  12,  or  13  per  cent,  of  their  children  suffered 
from  ophthalmia.  Lomer  °  found  among  32  lying  in  women 
9,  or  28  per  cent,  with  diplococci  in  their  vaginre.  Sinclair* 
•calculated  that  1  in  15  of  his  hospital  patients  suffered  from 
gonorrhea.  Van  Schaich  °  recently  in  New  York  found  among 
65  gynecological  patients  17,  or  20  per  cent,  in  whom  the  gono- 
coccus  was  present  in  the  vaginal  discharge. 

Among  1,444  cases  that  the  writer  examined  at  the  Vander- 
bilt Clinic,  348,  or  23  per  cent,  were  thought  to  be  suffering  from 
«ome  form  of  gonorrhea.  Their  civil  condition  and  ages  are 
shown  in  the  following  table: 


Number. 

Age. 

Single. 

42 

16-'20 

14 

126 

20-25 

18 

96 

25-30 

4 

55 

3  )-3i 

3 

19 

35-40 

0 

10 

40-49 

2 

348 

1                41 

Diagnosis. — The  diagnosis  of  gonorrhea  in  women  cannot 
ordinarily  be  made  by  the  presence  of  any  one  clinical  sign 

Sanger,'  in  the  diagnosis  of  his  series  of  his  cases,  relied 
upon  the  proof  of  an  acute  or  chronic  gonorrhea  in  the  hus- 
band, or  the  history  of  the  same;  upon  a  purulent  conjuncti- 
vitis of  the  baby's  eyes ;  upon  the  presence  of  a  urethritis ; 
upon  the  enlargement  of  a  vulvo-vaginal  gland  or  its  duct,  or 
i;he  presence  of  a  purulent  discharge  issuing  from  the  duct. 

Dudley'"  enumerates  the  following  as  of  value  in  establish- 
ing the  diagnosis  of  chronic  gonorrhea  in  women: 

1..  Various  pathological  changes  about  the  urethra,  espe- 
cially redness  about  the  orifices  of  the  ducts  of  the  vestibule 
and  the  vulvo-vaginal  glands. 

2.  Abscess  of  the  vulvo-vaginal  glands. 

3.  Chronic  senile  vaginitis. 

4.  Pernicious  discharge  from  the  cervix. 

.  5.  Dysmenorrhea  from  stricture  at  the  internal  os. 

6.  Endometritis. 

7.  Tubal  diseases. 

8.  Ovaritis. 

i).  Different  forms  of  uterine  displacement. 
10.  Sterility. 
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The  writer  has  considered  a  purulent  inflammation  of  the 
urethra  and  of  the  vulvo-vaginal  glands  or  ducts  almost  sure 
signs  of  the  infection,  especially  if  both  were  present  at  the 
same  time.  This  opinion  seems  justified  by  the  results  of 
bacteriological  examinations. 

Bumm  "  says  that  a  purulent  inflammation  of  the  urethra  in 
women  is  practically  as  sure  a  sign  of  gonorrhea  as  it  is  in 
men. 

Menge  '°  examined  the  discharge  from  50  cases  of  purulent 
urethritis  in  women  and  found  the  gonococcus  in  48.  In  23 
of  these  cases  cultures  as  well  as  microscopical  examinations 
were  made.  In  the  2  cases  in  which  the  gonococcus  was  not 
found  no  cultures  were  made.  They  were  both  elderly  women 
and  no  cause  for  the  inflammation  was  found.  He  concludes 
that  a  purulent  urethritis  in  women  is  almost  exclusively  of 
gonorrheal  origin. 

Gonococci  are  also  found  in  a  large  proportion  of  the  cases 
of  chronic  urethritis,  but  errors  are  more  frequently  made,  be- 
cause the  discharge  is  less  and  the  patients  frequently  pass 
their  urine  shortly  before  the  examination.  It  is  the  writer's 
■custom  to  first  swab  off  the  vestibule  and  meatus  with  cotton, 
and  then,  usually  with  two  fingers,  strip  the  urethra  through 
the  vagina  from  behind  forward.  Two  fingers  are  used,  be- 
cause not  only  upward  pressure  is  made,  but,  by  approximat- 
ing the  fingers,  pressure  is  also  made  upon  the  lateral  walls  of 
the  urethra,  and  any  pus  pocketed  in  the  ducts  just  within  the 
meatus  is  squeezed  out.  Endoscopic  examinations,  although 
not  used  by  the  writer,  would  more  surely  eliminate  errors  in 
diagnosis. 

The  reliance  upon  a  purulent  inflammation  of  the  vulvo- 
vaginal glands  or  ducts  as  a  sign  of  gonorrheal  infection  is 
also  justified  by  the  results  of  bacteriological  research. 

Menge,'"  from  the  bacterial  examinations  of  the  contents  of 
sacs  removed  by  operation  without  rupture,  so  that  they  were 
examined  under  aseptic  conditions,  concluded  that  most  cases 
of  such  inflammation  were  caused  by  gonorrhea. 

Bumm"  also  says  that  a  purulent  or  muco-purulent  dis- 
charge from  the  mouths  of  the  ducts  shows  gonorrheal  infec- 
tion. Mere  redness  about  the  entrance  of  the  ducts,  so  much 
relied  upon  by  Sanger  and  Dudley,  he  does  not  consider  of 
much  value. 

Tae  presence  of  venereal  warts,  or  the  so-called  pointed 
condylomata,  has  been  considered  as  one  of  the  very  reliable 
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sigQS  of  the  presence  of  the  infection  in  the  writer's  series  of 
cases.  Fall  credence,  however,  has  been  given  to  the  opinion 
of  Biiinm  and  others  that  filth  and  moisture  from  any  cause 
may  incite  their  appearance. 

Vulvitis  and  vaginitis  in  adults,  without  the  presence  of 
other  lesions,  are  of  no  value  in  diagnosis.  Redness  and  even 
swelling  of  the  mucous  surfaces  of  both  the  vulva  and  vagina 
often  occur  from  the  stagnation  of  discharges  due  to  a  variety 
of  causes.  This  should  be  strongly  emphasized,  as  many  even 
at  the  present  time  use  the  term  vaginitis  as  synonymous  with 
gonorrhea. 

An  endocervicitis  caused  by  gonorrhea  does  not  differ  essen- 
tially from  that  produced  by  other  causes,  and  per  se,  without 
a  bacteriological  examination,  cannot  be  identified. 

The  same  is  true  of  the  gonorrheal  lesions  of  the  uterine 
body,  of  the  tubes  and  ovaries.  Other  causes,  however,  may 
oftentimes  be  excluded,  and  the  course  with  the  previous  his- 
tory will  help  to  make  the  diagnosis  reasonably  certain. 

It  would  appear,  finally,  that  our  chief  reliance  would  be  in 
the  identification  of  the  gonococcus  in  the  discharges.  It  is 
very  generally  accepted,  however,  that  a  considerable  error 
may  be  made  if  dependence  is  placed  upon  this  method  alone. 
Neisser  "  admitted  an  error  of  50  per  cent  in  men  and  much 
more  in  women.  Bumm  "  says  that,  if  either  method  is  used 
alone,  greater  accuracy  may  be  attained  by  the  observation  of 
the  clinical  history  and  course. 

The  writer,  in  the  diagnosis  of  the  acute  cases  in  general, 
has  relied  upon  the  presence  of  a  purulent  urethritis,  of  a 
purulent  inflammation  of  the  vulvo-vaginal  glands  or  ducts, 
and  of  venereal  warts.  A  history  of  these  conditions  in  the 
chronic  cases;  a  knowledge  of  the  presence  of  a  gonorrhea  in 
the  husband;  the  time  of  the  first  appearance  of  symptoms,  as, 
for  instance,  just  after  marriage,  have  all  been  considered  in 
making  up  the  diagnosis.  A  microscopical  examination  of  the 
discharges,  especially  of  those  coming  from  the  cervix,  has 
been  made  in  many  of  the  cases. 

The  observation  of  the  disease  will  be  given  by  describing 
separately  the  occurrence  of  the  lesions  in  the  different  pelvic 
organs. 

Urethra. — The  urethra  was  found  to  be  by  far  the  most  fre- 
quent seat  of  the  disease  in  the  acute  cases.  Fifty-five  out 
of  58  patients  who  had  been  infected  less  than  six  weeks 
had  purulent  urethritis.     Two  of  the  three  who  had  no  signs 
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of  urethritis  gave  symptoms  of  having  had  such  an  attack  a 
short  time  previously.  Of  the  290  patients  who  had  been  in- 
fected longer  than  six  weeks,  there  were  only  71  who  either 
did  not  have  urethritis  at  the  time  of  examination  or  who  gave 
no  history  of  any  previous  attack. 

The  symptoms  of  acute  urethritis  in  women  do  not,  in  gen- 
eral, compare  in  severity  or  in  duration  with  those  observed  in 
men.  The  trouble  often  disappears  without  treatment  in  from 
three  to  four  weeks.  The  subjective  symptoms  usually  disap- 
pear somewhat  earlier. 

The  treatment  that  has  generally  been  adopted  in  the  acute 
cases  has  been  extremely  simple.  During  the  first  few  days 
either  simple  alkaline  diluents  or  the  Lafayette  mixture  have 
been  given  internally.  Hot  sitz  baths,  frequently  repeated, 
and  cleansing  of  the  external  genitals  with  a  hot,  mildly  anti- 
septic solution,  were  always  advised.  A  common  error  in  the 
treatment  of  such  cases  is  to  order  vaginal  douches,  on  the  sup- 
position that  thus  infection  of  the  other  genital  organs  may 
be  avoided.  Examinations  and  manipulations  through  the 
vagina,  unless  done  with  some  definite  purpose,  should  be 
avoided.  The  subjective  symptoms  usually  disappear  in  a  few 
days  under  this  treatment,  and,  as  soon  as  the  acuteness  of 
the  disease  has  disappeared,  injections  of  silver  nitrate  (five 
grains  to  the  ounce)  have  been  made  at  intervals  of  three  or 
four  days,  usually  by  means  of  the  ordinary  medicine  dropper. 
It  is  a  clinical  fact  that  much  stronger  injections  can  be  safely 
made  to  the  female  than  to  the  male  urethra.  The  injections 
have  caused  only  a  slight  discomfort  for  a  few  minutes,  and 
the  intervals  between  injections  are  made  longer  as  the  case 
improves,  so  that  usually  in  three  or  four  weeks  the  discharge 
has  entirely  disappeared.  There  is  no  doubt,  however,  that  in 
many  cases  the  discharge  will  disappear  just  as  soon  without 
the  injections,  but  a  permanent  cure  cannot  be  so  well  assured. 

It  has  not  been  learned  from  the  observation  of  these  cases 
what  percentage  of  the  acute  cases  become  chronic,  but  cer- 
tainly not  nearly  the  same  proportion  do  as  in  men.  Thirty- 
two  cases  of  chronic  urethritis  were  observed.  This  number 
may  be  too  small,  as  endoscopic  examinations  were  not  made. 
One  case  of  stricture  of  the  urethra  caused  by  gonorrheal 
urethritis  was  noted.  The  stricture  was  cut  and  sounds 
passed  for  about  two  months,  with  complete  cure. 

The  treatment  of  the  chronic  cases  consisted  in  injections  of 
silver  nitrate  (five  to  ten  grains  to  the  ounce),  and  irrigation 
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by  filling  the  bladder  with  a  mildly  antiseptic  solution  and 
allowing  the  patient  herself  to  pass  it  out.  The  results  in 
general  were  satisfactory,  and  the  treatment  has  not  had  to 
be  so  long  continued  as  is  usual  with  the  disease  in  men. 

The  infection  spread  to  the  bladder  and  caused  a  true  gonor- 
rheal cystitis  in  only  three  cases.  One  case  of  very  long  dura- 
tion improved  very  little  under  treatment  and  disappeared 
from  observation  after  a  short  time.  The  other  two  cases 
were  soon  cured  by  frequent  irrigations  of  the  bladder.  The 
infrequency  with  which  gonorrhea  causes  cystitis  in  women 
has  been  noted  by  many  observers. 

Vulvo-vaginal  Glands. — Bumstead  "  was  the  first  observer 
to  note  the  frequency  of  gonorrheal  inflammation  in  this  loca- 
tion. Thirty-six  cases  of  involvement  of  these  glands  were 
observed  by  the  writer.  The  gland  or  duct  formed  a  distinct 
tumor  in  21;  11  were  recent  cases  and  had  formed  a  tumor 
for  the  first  time;  the  other  10  had  existed  for  a  long  time  or 
were  exacerbations  of  old  cases.  The  duct  was  patent  and 
pus  oozed  out  of  the  orifice  in  15  cases.  Both  glands  Were  in- 
volved in  4.  Five  of  the  cases  in  which  a  tumor  had  formed 
were  excised,  and  the  bulk  of  the  mass  was  found  to  be  the 
duct  distended  with  pus,  and  it  is  thought  that  in  most  cases 
the  larger  part  of  the  tumor  is  made  up  in  this  way. 

Menge,'^  in  connection  with  the  bacteriology  of  these  glands, 
made  some  histological  examinations  of  sacs  removed  by  ope- 
ration and  found  two  conditions.  First,  and  the  most  common 
one,  was  the  so-called  pseudo-abscess,  in  which  the  dilated  sac 
arose  from  either  preformed  acini  of  the  gland  or  from  the 
duct.  The  interior  was  lined  by  cuboidal  epithelium.  The 
second  condition,  which  he  called  a  true  abscess,  consisted  of 
a  sac  made  by  the  breaking  down  of  several  acini  of  the  gland 
into  one,  the  epithelium  lining  the  interior  of  which  had  been, 
transformed  into  the  flat  variety. 

The  course  of  these  abscesses,  unless  completely  excised, 
was  essentially  chronic;  rarely  did  they  rupture  and  com- 
pletely disappear.  An  effort  was  made  by  the  writer,  in  sev- 
eral instances  in  which  there  was  a  purulent  inflammation  of 
the  duct  with  open  orifice,  to  prevent  the  formation  of  a  tumor 
by  frequent  cleansing  about  the  orifice  and  by  pressing  out 
the  contents.  This  was  apparently  successful  in  several  cases, 
but  the  observations  were  not  numerous  enough  to  make  a 
definite  statement.  Many  of  the  text  books,  in  their  descrip- 
tion of  excision  of  these  abscesses,  warn  the  operator  against 
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making  an  opening  upoli  the  mucous  surface.  A  second  ab- 
scess appeared  after  two  of  the  writer's  operations,  and  it  was 
thought  that  they  formed  from  a  part  of  the  duct  that  was  left, 
near  the  orifice.  If  this  explanation  is  correct,  it  would  seem 
to  be  better  to  make  the  opening  upon  the  mucous  surface  and 
completely  excise  the  duct. 

Vidua  and  Vagina. — There  appears  to  be  considerable  dif- 
ference of  opinion  among  observers  as  to  the  frequency  of 
gonorrheal  vulvitis  and  vaginitis  in  adults.  Gonorrheal  vagi- 
nitis in  children,  in  whom  the  mucous  membrane  is  softer  and 
more  vulnerable,  is  generally  acknowledged  to  be  the  impor- 
tant lesion  of  the  disease. 

E.  Bieck'"  states  that  out  of  302  chronic  cases  of  gonor- 
rhea he  has  observed  a  vaginitis  in  26,  or  8.6  per  cent.  He 
found  the  upper  part  of  the  vagina  most  often  involved;  in  104r 
fresh  cases  he  found  the  vagina  always  diseased. 

Bodenstein '"  also  notes  the  frequency  of  a  chronic  gonor- 
rheal vaginitis,  usually  located  in  the  posterior  fornix. 

Currier,"  too,  mentions  the  frequency  of  vaginitis  and  the 
infrequency  of  urethritis. 

Bumm,"  however,  on  bacteriological  grounds,  says  that  he 
has  seen  only  five  fresh  cases  of  gonorrheal  vaginitis.  He  makes 
a  sharp  and  important  distinction  between  those  cases  in  which 
the  vagina  is  simply  secondarily  reddened  from  a  stagnating 
discharge,  and  those  in  which  a  real  gonorrheal  inflammation, 
with  invasion  by  the  gonococci  of  the  epithelium,  exists. 

The  writer  has  observed  the  vagina  reddened,  tender,  and 
bathed  in  pus  in  17  fresh  cases.  Seven  of  these,  however,  oc- 
curred in  pregnant  women,  in  whom  the  softened  and  congested 
condition  of  the  vagina  would  naturally  be  favorable  for  infec- 
tion. Both  the  vulva  and  vagina  were  so  badly  swollen  and 
tender  in  three  cases  that  it  was  almost  a  week  before  a  proper 
examination  could  be  made ;  the  vagina  at  the  end  of  that 
time  resembled  the  appearances  that  are  usually  presented  in 
bad  cases  of  senile  vaginitis. 

Gonococci  were  found  in  the  discharge  of  three  cases  of  what 
appeared  to  be  ordinary  senile  vaginitis.  Two  of  these  cases 
admitted  to  recent  exposure,  and  in  one  case  there  was  a  dis- 
tinct history  of  an  old  uterine  gonorrhea  with  no  probability  of 
recent  infection. 

Dudley  '"  believes  that  an  old  gonorrheal  discharge  from  thi& 
cervix  is  a  frequent  cause  of  senile  vaginitis.  Bumm  "  denies^ 
that  gonorrhea  has  anything  to  do  with  it. 
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A  most  important  therapeutic  poii>t  has  been  demonstrated 
by  several  observers,  namely,  that  vaginal  douches  in  gonor- 
rheal vaginitis  are  a  frequent  cause  of  the  advance  of  the 
infection  to  the  uterus.  Bieck  "  mentions  it,  and  Kronig  "  has 
very  successfullj-  demonstrated  its  pernicious  effect  in  parturi- 
ent women. 

Cervix. — The  percentage  of  cases  in  which  the  infection 
involves  the  cervical  mucosa  is  difficult  to  obtain,  as  few  statis- 
tics in  regard  to  it  are  available. 

Pryor"  examined  197  prostitutes  in  New  York  and  found 
gonococci  in  the  cervical  discharge  of  31.1  per  cent;  of  53 
women  who  had  been  infected  with  gonorrhea  and  vehom  he 
had  observed  five  months,  gonococci  were  found  in  the  cervical 
discharge  of  75  per  cent. 

The  writer  found  that  among  30  cases  that  had  been  infected 
from  two  to  three  months,  all  except  2  had  signs  of  the  dis- 
ease in  the  cervix.  A  microscopical  examination  was  made 
and  gonococci  were  found  in  11.  The  reasons  for  believing 
that  the  infection  existed  in  the  other  17  were  based  upon 
clinical  signs.  It  vras  perfectly  well  known,  too,  in  forming 
this  opinion,  that  a  gonorrheal  endocervicitis,  per  se,  does  not 
differ  essentially  from  endocervicitis  due  to  other  causes. 

The  treatment  of  the  endocervicitis  itself  and  the  prevention 
of  its  advance  to  the  uterine  body  was  very  unsatisfactory. 
There  seems  to  be  more  danger  in  doing  too  much  than  in 
doing  too  little.  Total  abstinence  from  local  applications  in 
very  acute  cases,  except  cleansing  the  vagina  of  the  discharge 
as  it  forms,  appears  to  give  the  best  results.  Avoidance  of 
exercise,  and  even  rest  in  bed  during  the  menstrual  period  im- 
mediately following  the  infection,  may  possibly  in  some  meas- 
ure prevent  its  further  advance. 

When  the  acuteness  of  the  condition  has  subsided,  local 
applications,  provided  the  external  os  is  sufficiently  open,  seem 
to  do  some  good.  The  applications  that  have  been  found  most 
useful  are:  pure  pyroligneous  acid,  iodized  phenol,  and  strong 
solutions  of  silver  nitrate.  It  was  observed  also  that,  previous 
to  the  applications,  curettage  of  the  cervical  canal  with  a 
small  sharp  spoon  was  often  very  efficient.  Dilatation  of  the 
cervical  canal  under  an  anesthetic  was  often  necessary,  in  case 
the  external  os  was  small,  in  order  to  thoroughly  scrape  and 
cleanse  it. 

Body  of  the  Uterus. — The  invasion  of  the  uterine  body  is 
unfortunately  very  frequent.     It  was  found  that  among  the 
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30  cases  that  had  been  infected  from  two  to  three  months,  18 
were  suffering  from  a  recent  endometritis,  for  which  no  other 
cause  than  gonorrheal  infection  could  possibly  be  assigned. 
Among  34  cases  of  infection  that  had  existed  from  three 
months  to  one  year,  there  were  only  4  that  were  free  from 
symptoms  of  endometritis.  In  all  of  the  cases  with  infection 
longer  than  a  year  the  body  seemed  to  be  involved. 

The  symptoms  of  the  endometritis  that  were  present  in  these 
cases  offered  a  few  characteristic  features:  Discharge  of  a 
sero  purulent  or  purulent  character  was  almost  always  present. 
Disturbances  of  menstruation  were  marked,  and  differed  some- 
what in  character  with  the  age  of  the  infection.  Metrorrhagia 
was  frequently  present  in  recent  infections;  46  among  99  pa- 
tients who  had  been  infected  less  than  four  months  had  this 
symptom  present;  it  was  more  rarely  observed,  however,  in 
older  infections.  Menorrhagia  was  present  in  110,  or  31  per 
cent,  of  all  cases,  acute  and  chronic;  there  were  only  8  among 
the  99  patients  with  infection  less  than  four  months  in  whom 
this  symptom  was  absent;  48  per  cent  of  those  infected  from 
four  months  to  one  year  suffered  from  menorrhagia,  while  of 
those  who  had  been  infected  over  one  year  it  was  present  in 
25  per  cent.  Lessened  menstruation  increased  in  frequency  as 
a  symptom  with  the  age  of  the  infection.  It  was  noted  as 
present  in  104  of  all  cases,  but  occurred  rarely  during  the  first 
few  months;  after  the  first  year  it  appeared  more  frequently. 
A  pathological  reason  for  this  was  demonstrated  by  the  writer 
in  5  patients  from  whom  the  uterus  had  been  removed  because 
of  other  more  serious  pelvic  lesions.  Sections  of  the  uterine 
mucosa  in  all  of  them  showed  a  distinctly  atrophic  condition, 
the  chief  features  of  which  were  the  marked  decrease  of  glan- 
dular structure  and  a  corresponding  increase  of  connective 
tissue.  The  menstruation  was  neither  increased  nor  diminished 
in  134  cases  at  the  time  of  observation.  Dysmenorrhea,  next 
to  discharge,  was  the  most  frequent  symptom  noted;  it  oc- 
curred in  280,  or  80  per  cent,  of  all  cases.  Gonorrheal  endome- 
tritis, according  to  the  observation  of  these  cases,  more  fre- 
quently than  endometritis  from  other  infections  gives  the 
symptoms  of  decreased  and  painful  menstruation. 

The  treatment  of  uterine  gonorrhea  without  anesthesia  has 
been  practically  without  result.  Avoidance  of  local  treatment 
during  an  early  acute  attack  has  been  the  rule.  When  the 
infection  has  reached  the  uterine  body,  dilatation  of  the  cervix 
and  curettage  of  the  uterine  mucosa  under  an  anesthetic  has 
42 
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been  advised.  The  best  result  noted  without  such  treatment 
was  an  apparently  gradual  atrophy  of  the  mucous  membrane 
and  partial  disappearance  of  the  more  marked  symptoms. 

Appendages.— C\ish\ng,'"'  quoting  Bumm,  says  that  10  per 
cent  of  all  cases,  in  spite  of  treatment,  have  severe  pelvic  dis- 
ease. The  infection  was  found  to  have  involved  the  uterine 
appendages  in  168,  or  -48  per  cent,  of  the  writer's  cases.  The 
diagnosis,  made  by  the  bimanual  examination,  was  confirmed 
in  a  great  many  by  operations  performed  later. 

Collections  of  pus  were  thought  to  be  present  in  39  cases. 
The  uterus  was  found  retroverted  and  adherent  to  diseased 
tubes  and  ovaries,  but  with  no  real  tumor  formation,  in  47. 
The  involvement  of  the  appendages  in  76  was  shown  only  by 
a  slight  thickening  and  tenderness  in  the  sides  of  the  pelvis, 
while  the  uterus  remained  in  its  normal  position;  the  only  evi- 
dence of  disease  beyond  the  uterus  in  6  was  in  a  thickening 
and  tenderness  about  the  utero-sacral  folds. 

The  length  of  time  that  it  takes  for  the  infection  to  reach  the 
appendages  must  certainly  vary.  Schwartz  °  says  that  it  takes 
from  two  to  three  months.  The  most  rapid  infection  that  the 
writer  noted  was  two  weeks.  There  were  only  4  cases  among 
66  that  had  the  infection  less  than  three  months  in  which 
diseased  appendages  could  be  distinctly  felt;  while  of  68  with 
infection  from  three  months  to  one  year  there  were  7,  making 
11  out  of  134  during  the  first  year  of  infection.  These  figures 
may  be  compared  with  those  given  on  uterine  infection,  which 
showed  that  only  4  out  of  134  escaped.  There  were  undoubt- 
edly many  cases  of  mild  tubal  and  ovarian  disease  that  were 
not  detected.  It  may  be  concluded  from  the  conditions  of  the 
pelvic  organs  noted  in  these  cases  that  gonorrhea  very  fre- 
quently causes  permanent  lesions  which  rob  women  of  their 
health,  and  in  a  much  less  number  of  cases  causes  accumu- 
lations of  pus  that  require  dangerous  operations  to  relieve. 
The  lately  acquired  method  of  often  removing  the  uterus  with 
the  diseased  appendages  would  also,  from  these  obseivaticns, 
appear  to  have  a  sound  pathological  basis. 

Sterility. — The  relationship  of  gonorrhea  to  child-bearing 
forms  a  very  important  part  of  the  subject. 

Gross ""  says  that  17  per  cent  of  sterile  marriages  are  due  to 
the  husband,  and  Sanger  makes  the  husband  responsible  for 
one-third. 

The  writer  found  that  234  of  the  348  infected  women  had 
never  been  pregnant;  62  who  had  been  pregnant  before  infec- 
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tioQ  reaiained  sterile  afterward.  Subtracting  2  who  were  in- 
fected after  the  menopause  and  17  who  had  anatomical  peculi- 
arities of  their  pelvic  organs  that  commonly  by  themselves 
cause  sterility,  we  find  277,  or  80  per  cent,  who  were  absolutely 
sterile  after  infection. 

Gonorrhea  in  women,  therefore,  conceding  a  certain  percent- 
age as  due  to  the  male,  would  appear  to  be  a  very  frequent 
cause  of  sterility. 

Sanger"  and  Noeggerath  '  describe  what  they  call  "  one-child 
barrenness."  Many  women  after  infection  have  one  child  and 
afterward  remain  sterile.  Thus,  among  Noeggerath's  patients 
who  were  married  to  men  previously  infected,  52  per  cent  who 
went  to  full  term  had  only  one  child.  The  writer  noted  that 
47  per  cent  of  the  women  who  went  to  full  term  after  infection 
had  only  one  child. 

The  large  number  of  premature  interruptions  of  pregnancy 
among  women  infected  with  gonorrhea  is  very  striking. 
Currier  says  that  gonorrhea  never  causes  miscarriages.  The 
writer  found  that  among  02  non-infected  women  who  had  108 
pregnancies,  24,  or  22  per  cent,  terminated  prematurely;  while 
of  52  infected  women  who  had  97  pregnancies,  42,  or  43  per 
cent,  terminated  prematurely. 

There  were  10  infected  women  who  had  one  child  and  one  or 
more  miscarriages,  and  16  others  in  whom  all  of  the  pregnan- 
cies resulted  in  miscarriages. 

Paerperiuni. — Comparatively  few  observations  have  been 
published  upon  the  relation  of  gonorrheal  infection  to  the 
puerperium.  It  would  seem  reasonable  to  suppose,  however, 
that  the  soft  and  congested  condition  of  the  pelvic  organs, 
together  with  the  discharges  that  are  present  at  that  time, 
would  be  fertile  soil  for  a  chronic  infection  of  any  kind  to 
renew  its  activity  and  work  perniciously  upon  the  puerperal 
period. 

Sinclair  *  thinks  that  many  cases  of  puerperal  pyosalpinx  are 
the  result  of  the  assumption  by  a  chronic  gonorrhea  of  a  com- 
paratively virulent  t^^pe  under  the  favorable  circumstances  of 
the  puerperium. 

McDonald '  believes  that  severe  forms  of  puerperal  fever 
may  arise  from  this  cause. 

The  modern  pathological  and  bacteriological  ideas,  however, 
would  certainly  indicate  that  serious  forms  of  sepsis  from 
gonorrhea  alone  must  be  at  least  infrequent.  The  gonococcus 
is  not  generally  thought  to  be  capable  of  invading  deeper  than 
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the  subepithelial  laj'er,  although  Wertheim  asserts  that  it 
does.  The  gonorrheal  infection  spreads  by  direct  continuity  of 
mucous  membrane,  and,  upon  reaching  the  serous  layer  of 
peritoneum  through  the  tube,  is  stopped  by  the  barrier  of 
adhesions  thrown  out.  The  worst  result  of  such  a  process 
would  be  the  formation  of  an  abscess  surrounded  by  a  localized 
peritonitis  that  soon  subsides. 

Sanger  "  believes  that  a  chronic  gonorrhea  often  renews  its 
activity  under  the  favoring  conditions  of  the  puerperium,  but 
manifests  itself  by  symptoms  that  appear  late,  perhaps  six  to 
eight  weeks  post  partum.     Kronn  denies  this  late  appearance. 

The  more  recent  observations  of  Kronig"*  furnish  the  best 
data  that  we  have  on  this  subject. 

He  found  that  among  50  women  infected  with  gonorrhea 
before  labor,  9  only  had  a  puerperium  free  from  fever.  Early 
rupture  of  the  membranes  was  one  and  a  half  times  more 
frequent  in  cases  that  had  had  a  gonorrheal  endometritis  pre- 
vious to  pregnancy.  Fever  is  usually  not  so  high  as  in  other 
infections,  but  the  number  of  days  they  were  sick  was  longer 
than  with  the  streptococcus  infection.  The  first  and  highest 
rise  of  temperature  occurred  most  often  on  the  third  day. 
Gonorrhea,  he  thought,  was  sometimes  transferred  to  other 
parts  of  the  body,  but  slowly.  It  was  his  opinion  that  it  may 
cause  pyosalpinx  by  the  eighteenth  day. 

Bamm,"  in  speaking  of  the  relationship  of  gonorrhea  to 
other  bacteria,  says  that  a  cervical  gonorrhea  in  pregnancy 
causes  a  discharge  from  the  vagina  that  may  furnish  media  for 
pathogenic  bacteria  which  in  the  puerperium  cause  fever. 
Gonorrhea,  too,  he  thinks,  may  change  tissues  so  that  other 
bacteria  may  enter,  and  also  makes  tissues  less  elastic  so  that 
injuries  are  more  frequent  and  hence  more  gates  for  infection 
are  offered. 

The  histories  of  the  writer's  cases  were  not  complete  enough 
to  make  any  important  conclusions  concerning  this  portion  of 
the  subject,  but  17  per  cent  of  the  women  who  bore  children 
after  gonorrheal  infection  gave  a  distinct  history  of  puerperal 
infection.  One  case  had  been  in  bed  six  months  after  child- 
birth. There  were  undoubtedly  many  other  mild  cases,  but 
histories  of  such  were  hard  to  obtain.  This  percentage  of  17 
may  be  compared  to  the  last  report  of  the  New  York  Lying-in 
Hospital,"  in  which  the  percentage  of  puerperal  infection  of 
all  kinds  is  given  as  3.23  per  cent. 

(To  be  continued.) 
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Before  beginning  to  deal  with  the  subject  of  my  paper,  I 
wish  to  thank  the  Society  for  the  honor  conferred  upon  me  in 
the  invitation  to  address  them  this  evening,  and  to  express  the 
great  pleasure  that  it  gives  me  to  be  present. 

In  thinking  over  a  subject  for  a  paper  that  might  be  of  inte- 
rest not  only  to  the  specialist  but  to  the  general  practitioner  as 
well,  it  came  into  my  mind  that  it  might  not  be  out  of  place  to 
take  as  the  basis  for  my  remarks  an  analysis  of  the  results  that 
I  have  been  able  to  obtain  during  the  past  year  in  abdominal 
surgery. 

The  general  practitioner  is  frequently  obliged  to  operate  in 
cases  of  emergency  in  order  to  save  the  life  of  his  patient,  and 
upon  his  advice  it  depends  largely  whether  other  patients  shall 
or  shall  not  put  themselves  in  the  hands  of  the  specialist.  The 
specialist,  of  course,  is  deeply  interested  in  the  carrying  out 
and  the  development  of  any  procedure  that  will  better  his  own 
results,  while  at  the  same  time  it  advances  medicine  and  sur- 
gery in  general.  It  has  been  my  good  fortune  in  the  early 
part  of  my  experience  to  have  enjoyed  surroundings  that  have 
been  of  signal  advantage  to  me.  The  association  of  laboratory 
and  hospital  training  has  done  much  to  bring  about  practical 
results  in  our  surgical  procedures  of  to-day,  and  for  the  past 
ten  years  I  have  been  especially  interested  in  the  development 
of  the  aseptic  surgical  technique  that  I  will  describe  to  you  in 
my  paper  to-night,  and  the  methods  which  are  illustrated  in 
this  series  of  cases.  The  list  of  114  consecutive,  unselected 
abdominal  operations  without  a  death  belongs  to  a  period  of 

'  Read  before  the  Wayne  County  Medical  Society,  at  Detroit,  Michigan^ 
March  8,  1900. 
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twelve  months  between  Jnly  21,  1898,  and  December  2,  1890; 
during  the  remainder  of  the  time  between  the  dates  mentioned 
I  was  away. 

It  has  often  been  said  that  the  surgeon  or  physician  can 
learn  more  from  one  failure  than  from  a  hundred  successes. 
And  yet,  profitable  for  the  future  as  is  bitter  experience,  pros- 
perity has  its  own  lessons,  and  the  careful  analysis  of  any  long 
series  of  successful  cases,  with  the  view  of  determining  what 
are  the  factors  which  in  the  main  have  conduced  to  these 
favorable  results,  can  hardly  be  without  profit.  Again,  if  in 
such  a  series  of  cases  thorough  macroscopic  and  microscopic 
examinations  have  been  made  of  the  various  specimens  re- 
moved, we  are  able,  to  some  extent,  to  determine  the  frequency 
of  certain  pathological  conditions,  and  also  their  bearing  upon 
the  outcome  in  any  individual  case. 

The  114  patients  were  operated  upon  as  they  presented 
themselves,  and  no  attempt  was  made  to  select  cases.  I  would 
call  your  attention  to  what  in  my  opinion  are  the  most  important 
factors  upon  which  the  favorable  results  depended,  and  I  think 
these  are  to  be  looked  for  in  careful  operative  technique  and 
the  proper  care  of  the  patient  both  before  and  after  operation. 
It  is  true  that  with  experience  there  comes  increased  manipula- 
tive skill  on  the  part  of  the  operator — and  that  this  is  a  factor 
there  can  hardly  be  any  doubt — but  I  have  for  a  long  time  been 
of  the  opinion  that  the  greatest  danger  to  the  patient  lies  not 
so  much  in  accidents  which  may  arise  from  defects  in  man- 
ipulative skill  as  in  the  possible  carrying  into  the  wound  of 
pathogenic  organisms,  with  a  resulting  sepsis.  Convinced, 
therefore,  that  prophylactic  measures  in  this  respect  have  in 
large  measure  conduced  to  these  successful  results,  I  shall  ven- 
ture to-night  to  briefly  outline  the  technique  which  we  have 
followed,  and  shall  emphasize  a  number  of  the  points  dealing 
with  some  of  our  difficulties  and  our  solutions  of  them. 

The  Organization  for  Operations. — In  order  to  carry  out 
with  any  degree  of  certainty  an  aseptic  technique  in  all  opera- 
tions, it  is  necessary  for  the  surgeon  to  first  organize  his  staff. 
He  must  not  only  have  competent  assistants  and  nurses,  but 
each  must  be  taught  his  or  her  special  duties.  To  borrow  an 
expression  from  the  football  field,  the  operator  and  his  assist- 
ants must  understand  how  to  do  "good  team  work."  With  a 
systematic  routine,  every  one  having  his  place  and  his  work 
clearly  defined,  there  will  be  few  hitches,  and  there  will  be  less 
likelihood  of  a  break  in  one  link  of  the  chain,  which  would 
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render  the  whole  technique  futile.  As  regards  assistants,  I 
have  been  especially  fortunate  both  in  numbers  and  quality, 
and  I  take  this  opportunity  of  thanking  each  one  of  my  fellow- 
members  for  their  conscientious  work.  As  a  rule,  the  mem- 
bers of  the  staff  are  arranged  as  follows:  The  first  assist- 
ant stands  opposite  the  operator  and  helps  him  directly,  and, 
unless  his  hands  are  otherwise  employed,  the  instruments  and 
sponges  are  handed  to  him.  The  second  assistant  (or,  if  nec- 
essarj",  a  nurse),  on  one  side  of  the  table,  has  charge  of  the 
instruments,  while  the  third  assistant  looks  after  the  sponges 
•or  dressings  which  may  be  required  during  the  operation. 
The  fourth  assistant  has  charge  of  the  anesthetic  and  devotes 
his  whole  attention  to  this  duty.  The  third  assistant  takes 
cultures,  if  necessary,  during  the  operation,  or  makes  micro- 
scopical examinations  of  tissues  or  fluids.  The  nurse  watches 
for  opportunities  to  be  of  service  to  the  surgeon  or  his  assist- 
ants. 

With  reference  to  the  patient,  I  shall  speak  of  (1)  the  care  of 
the  patient  before  operation,  (2)  the  preparation  of  the  field  of 
operation,  (3)  the  care  of  the  patient  at  and  after  operation. 

1.  Whenever  it  is  possible  it  is  our  custom  to  keep  a  patient 
under  observation  for  a  few  days  previous  to  an  operation. 
In  this  way  we  can  become  acquainted  with  the  condition  of 
the  various  organs  of  the  body.  A  thorough  physical  exami- 
nation is  made.  The  urine,  and  if  necessary  the  blood,  is  care- 
fully examined,  and  any  indications  by  which  her  general 
■condition  may  be  improved  and  her  powers  of  resistance  pro- 
portionately increased  are  followed  out.  The  bowels  are  kept 
regular  and  only  light  diet  is  allowed.  For  the  twenty-four 
hours  immediately  preceding  the  operation  the  diet  is  reduced 
to  milk  and  broths.  As  a  rule,  except  when  the  patient  is 
weak  and  needs  stimulants,  nothing  is  given  by  the  mouth 
during  the  eight  hours  before  the  anesthetic  is  administered. 
In  this  way  many  inconveniences  both  to  the  patient  and  the 
operator  are  avoided.  The  bowels  are  moved  thoroughly  by  an 
enema  before  the  patient  is  put  upon  the  table.  The  necessity 
for  this  procedure  will  be  evident  to  those  who  have  operated 
upon  cases  in  which  it  has  been  omitted. 

2.  In  order  to  obtain  a  practically  aseptic  field  of  operation 
the  following  procedures  a,re  carried  out: 

{a)  A  bath  of  soap  and  water  and  a  vaginal  douche  of  a  one 
per  cent  carbolic  acid  solution  are  given  daily  for  three  days 
^before  the  operation. 
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{b)  The  hair  of  the  abdomen  and  pubes  is  shaved  on  the 
night  preceding  the  day  of  the  operation. 

(c)  The  parts  are  given  a  thorough  scrubbing  with  (a)  soap 
and  water,  (b)  alcohol  and  ether,  (c)  bichloride  of  mercury 
(1  :  1000). 

(d)  A  poultice  of  green  soap  is  applied  for  from  one  to  three 
hours. 

(e)  The  soap  is  removed  by  scrubbing  with  a  brush  and  hot 
water. 

(/)  A  compress  of  bichloride  (1  :  1000)  is  applied,  and  is 
kept  on  until  the  patient  is  brought  to  the  operating  table. 

After  the  patient  has  been  anesthetized  and  placed  upon  the 
operating  table,  the  compress  is  removed  and  the  following 
additional  steps  are  carried  out: 

ig)  The  field  of  operation  is  scrubbed  with  soap  and  warm 
sterile  water. 

[h]  It  is  sponged  again  with  alcohol  and  ether. 

{i)  In  some  cases  it  is  washed  with  solutions  of  permanga- 
nate of  potassium  and  oxalic  acid,  as  in  the  disinfection  of  the 
hands,  and  subsequently  irrigated  with  warm  sterile  water  or 
salt  solution. 

(j)  It  is  irrigated  with  one  litre  of  a  solution  of  bichloride  of 
mercury  (1  :  1000). 

{k)  It  is  irrigated  with  sterilized  salt  solution  to  remove  any 
excess  of  sublimate. 

3.  During  the  operation  the  patient  is  properly  clothed,  and 
every  precaution  is  taken  to  prevent  her  from  being  chilled. 
Over  the  fresh  nightgown  a  warm  wrapper  is  placed.  Stock- 
ings reaching  well  above  the  knees  are  necessary  for  warmth 
as  well  as  for  the  avoidance  of  unnecessary  exposure.  To  the 
after-treatment  I  shall  refer  later. 

Preparation  of  the  Operator  and  his  Assistants. — We 
have  found  it  of  great  service  that  both  the  surgeon  and  his 
assistants  shall  wear  sterilized  suits  while  engaged  in  the  ope- 
rating room.  A  complete  change  of  costume  has  many  advan- 
tages. Our  operating  suits  are  made  of  twilled  muslin.  They 
can  be  easily  sterilized  and  are  more  suited  to  the  high  tempe- 
rature of  the  operating  room  than  ordinary  clothes.  Canvas 
shoes  with  rubber  soles  are  worn.  The  suits  are  sterilized  in 
the  autoclave  and  are  put  on  in  the  dressing  room  adjoining 
the  operating  room. 

For  the  sterilization  of  the  hands  and  forearms  of  the  opera- 
tor and  his  assistants,  chemical  disinfectants  by  themselves 
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have  been  found  to  be  almost  valueless.  We  rely  upon  the 
following  technique,  which  has  been  submitted  to  bacteriologi- 
cal tests:  The  operating  room  suits  with  short  sleeves  having- 
been  put  on,  the  hands  and  forearms  are  scrubbed  vigorously, 
for  ten  minutes  by  the  watch,  with  a  stiff  brush  previously 
sterilized  by  steam,  and  with  green  soap  or  sterilized  oleine 
soap,  the  water  used  being  as  hot  as  can  be  borne  and  being 
changed  at  least  ten  times.  In  order  to  avoid  any  possible 
contamination  from  the  necessity  of  turning  the  spigots  off  and 
on  with  the  hands,  I  have  had  constructed  an  arrangement  by 
means  of  which  this  can  be  done  equally  well  with  the  feet. 
The  excess  of  soap  is  washed  off  in  hot  water,  and  the  hands 
and  forearms  are  then  immersed  for  two  minutes  in  a  steril- 
ized warm  saturated  solution  of  permanganate  of  potassium. 
They  are  next  washed  in  a  sterilized  warm  saturated  solution 
of  oxalic  acid  until  the  stain  of  the  permanganate  has  com- 
pletely disappeared,  rinsed  off  in  sterile  water,  and  finally  are 
immersed  in  a  solution  of  bichloride  of  mercury  (1  :  500)  for 
two  minutes.  After  the  cleansing  of  the  hands  is  completed^ 
sterilized  rubber  gloves  are  put  on. 

It  is  customary  with  us  for  the  operator  and  any  of  the  assist- 
ants who  come  near  the  field  of  operation  to  wear  a  small 
sterilized  muslin  cap.  In  this  way  the  possibility  of  any  dan- 
druff from  the  head  coming  in  contact  with  the  wound  is 
avoided. 

Preparation  of  Instruments. — The  instruments  are  boiled 
for  five  minutes  in  a  one  per  cent  solution  of  carbonate  of 
sodium.  The  wire  basket  containing  them  is  then  removed 
from  the  solution  and  the  instruments  are  turned  out  into  ster- 
ilized trays,  which  contain  suflBcient  warm  sterilized  water  to 
cover  them.  Between  operations  that  follow  one  another 
in  rapid  succession,  or  if  some  of  them  by  chance  have  come 
in  contact  with  non-sterile  material  during  an  operation,  the 
instruments,  after  being  carefully  washed  in  cold  water,  are 
quickly  sterilized  in  the  boiling  soda  solution.  The  procedure 
is  actually  timed  by  a  watch  kept  hanging  in  the  operating 
room. 

Trays  made  of  thick  glass  or  porcelain  enamelled  ware  are 
employed  to  keep  the  instruments  in  at  the  time  of  the  opera- 
tion. They  are  first  washed  thoroughly  with  water  and  then 
filled  to  the  brim  with  an  aqueous  solution  of  bichloride  of 
mercury  (1  :  500),  which  is  allowed  to  remain  in  them  for  an 
hour  before  they  are  needed  for  use.     Just  before  the  operation 
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they  are  finally  rinsed  out  well  with  sterile  water,  and,  after 
being  placed  upon  the  table,  are  filled  with  enough  sterilized 
water  to  cover  the  instruments.  If  they  are  required  for  a 
second  operation  following  closely  upon  the  first,  they  are 
•cleansed  by  rinsing  them  out  with  cold  water  to  which  hot 
water  is  cautiously  added,  then  with  bichloride  solution 
(1  :  500),  and  lastly  with  sterilized  salt  solution. 

Sutures  and  Ligatures. — Silk,  silkworm  gut,  catgut,  and 
silver  wire  were  employed. 

Siu-geon's  cable  tirist  is  used  in  five  sizes.  The  ligatures 
are  wound  on  glass  reels,  and  the  reels  are  placed  in  heavy  glass 
tubes,  the  mouth  of  each  tube  being  plugged  with  ordinary 
•cotton  batting.  The  empty  tubes,  plugged  with  cotton,  have 
been  previously  sterilized  in  the  hot-air  oven.  It  is  important 
not  to  use  absorbent  cotton  for  the  plug,  as  it  will  take  up 
moisture  from  the  air,  and  fungi  will  be  more  likely  to  grow 
through  it.  The  tubes  with  the  ligatures  in  them  are  sterilized 
in  the  Arnold  steam  sterilizer  or  autoclave  on  two  consecutive 
days  for  half  an  hour  each  time.  Just  before  using  we  some- 
times boil  the  ligatures  for  two  minutes  in  plain  water. 

Silkworm  gut  is  sterilized  in  the  same  way.  Silver  wire  is 
sterilized  by  boiling. 

Catgut.  We  have  been  using  with  much  satisfaction  Kili- 
ani's  dry  catgut  in  different  sizes,  also  St.  John  Levan's  and 
Van  Horn's  chromicized  catgut.  So  far  as  we  have  been  able 
to  judge  from  the  number  of  cases  in  which  we  have  used 
these  catguts,  they  have  been,  on  the  whole,  very  satisfactory. 
The  only  criticism  that  we  have  to  offer  would  be  that  in 
using  the  large  size  of  the  chromicized  gut  we  have  found  that 
the  suture  sometimes  does  not  become  absorbed,  but  gradually 
works  its  way  to  the  surface  and  is  then  discharged.  In  some 
instances  a  drop  or  so  of  pus  will  be  present  as  the  result  of 
this  shedding  of  the  suture.  In  other  cases  a  small  amount  of 
sanious  fluid  will  at  times  escape. 

Absorbent  cotton,  absorbent  gauze,  bandages,  and  towels  are 
sterilized  in  the  autoclave. 

We  use  sponges  made  of  sterilized  gauze.  The  gauze  is  cut 
in  different  sizes,  the  edges  folded  over  and  hemmed  so  that 
no  loose  threads  are  left  in  the  field  of  operation.  They  can 
be  easily  sterilized  by  means  of  steam  heat  immediately  before 
the  operation.  In  this  way  we  are  able  to  do  away  with  the 
tedious  preparation  of  marine  sponges;  and  it  is  never  neces- 
sary to  use  the  same  sponge  for  another  operation,  as  the 
gauze  is  very  cheap. 
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Irrigation. — We  irrigate  entirely  with  normal  salt  solution. 
The  solution  is  poured  into  the  abdominal  cavity  directly  from 
the  glass  graduates. 

Powder. — The  powder  that  we  use  for  putting  on  a  wound 
is  iodoform,  or  iodoform  1  part  with  boric  acid  7  parts.  These 
are  placed  in  ignition  test  tubes  and  then  sterilized  in  the  auto- 
clave. 

Drainage. — We  have  not  employed  a  glass  tube  for  the  last 
six  years.  Whenever  it  is  necessary  to  drain  we  use  strips  of 
plain  sterilized  gauze,  which  takes  care  of  any  bleeding  which 
it  has  been  impossible  to  control  by  means  of  ligatures  during 
the  operation.  We  also  drain  with  gauze  in  those  cases  in 
which  there  has  been  a  rupture  of  the  bowel  and  in  which  it 
has  been  exceedingly  difficult  or  impossible  to  close  the  tear. 

Post-operative  Care  of  the  Patient. — After  every  abdom- 
inal section  the  abdomen  is  thoroughly  washed  out  with  steril- 
ized salt  solution,  after  which,  from  300  to  500  cubic  centime- 
tres of  salt  solution  being  left  in  the  abdominal  cavity,  the 
patient  is  placed,  with  the  head  low,  in  the  postural  position  for 
drainage  for  twenty-four  hours.  Immediately  after  the  opera- 
tion the  patient  is  put  to  bed,  kept  in  the  recumbent  position, 
and  closely  watched  until  she  has  fully  regained  conscious- 
ness. Every  precaution  is  taken  to  keep  up  her  strength. 
After  the  operation,  to  counteract  any  symptoms  of  shock,  we 
give  her  one-thirtieth  of  a  grain  of  sulphate  of  strychnine 
every  two  hours  for  six  hours.  In  the  first  two  doses  we  put 
also  one-seventy-fifth  of  a  grain  of  sulphate  of  atropine.  The 
strychnine  is  then  given  every  three  hours  or  every  four  hours 
in  doses  of  one-fortieth  or  one-sixtieth  of  a  grain,  according  to 
the  condition  of  the  patient.  Before  the  patient  leaves  the 
operating  table  she  is  given  an  enema  consisting  of  one-thir- 
tieth of  a  grain  of  sulphate  of  strychnine  with  twenty  grains 
of  carbonate  of  ammonium  and  two  ounces  of  brandy  in  a 
litre  of  salt  solution.  In  every  case  she  is  also  given  by  rectum 
two  ounces  of  black  cofifee,  in  two  doses  an  hour  apart,  on  her 
arrival  in  the  ward  after  the  operation.  Every  three  to  six 
hours  after  this  she  is  given  a  nutritive  injection  which  is 
made  up  of  the  following  constituents: 

Peptonized  milk 30  c.c.  (  §  i.). 

Whiskey 30  c.c.  ( I  i.\ 

Whites  of  two  eggs. 

Common  table  salt 1.5  (grs.  xxiv.). 

Wj  endeavor  to  avoid  any  exposure  to  draughts  in  this  con- 
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ditioa  of  lowered  resistance,  as  a  sudden  chilling  might  easily 
prove  to  be  the  exciting  cause  of  a  serious  bronchitis  or  pneu- 
monia. Hot  cans  are  placed  around  the  patient  in  the  bed 
between  blankets.  Fluids  or  other  foods  by  the  stomach  are 
not  given  daring  the  first  six  or  twelve  hours,  except  small 
quantities  of  toast  water  or  warm  water  at  intervals  of  from 
fifteen  to  twenty  minutes.  As  soon  as  the  nausea  has  ceased 
and  the  bowels  have  been  well  opened,  we  give  the  patient 
nourishment  by  the  mouth,  beginning  with  small  quantities  of 
milk  and  lime  water,  in  the  proportion  of  two  parts  of  milk  to 
one  part  of  lime  water,  slightly  increasing  the  amount  of  the 
former  every  day,  and  diminishing  the  quantity  of  the  latter, 
until  the  patient  is  taking  three  parts  of  milk  to  one  part  of  lime 
water.  We  do  not  give  cold  water  to  drink,  if  she  is  thirsty, 
as  in  our  experience  it  is  not  nearly  so  efficacious  as  hot  water. 
With  ice  or  cold  water  the  patient  is  never  satisfied,  but  is 
always  asking  for  more;  and  then,  too,  the  ingestion  into  the 
stomach  of  much  cold  water  soon  causes  nausea  and  may  thor- 
oughly upset  the  digestion  and  thus  add  considerably  to  the 
discomfort  of  the  patient.  It  is  seldom  that  we  have  a  patient 
complaining  much  of  thirst  following  an  operation.  If  this, 
however,  is  distressing,  we  are  often  able  to  relieve  it  by  giv- 
ing sips  of  hot  water,  or  by  washing  out  the  mouth  with  warm 
water  at  intervals  of  every  hour  or  so,  or  by  giving  an  enema 
consisting  of  500  cubic  centimetres  (one  pint)  of  tepid  water 
several  times  during  the  twenty-four  hours.  After  the  first  or 
second  day,  if  the  patient  still  complains  of  nausea,  we  are 
sometimes  able  to  relieve  it  by  giving  two  or  three  tablespoon- 
fuls  of  very  hot  water  containing  five  to  ten  grains  of  bicarbo- 
nate of  sodium  to  the  ounce  of  water.  We  repeat  this  at  times 
every  hour  or  so  until  the  nausea  ceases,  or  supplement  it  with 
a  mustard  leaf  over  the  epigastrium. 

Drugs. — We  do  not  use  opium  or  any  of  its  derivatives  as  a 
routine  measure  for  pain  following  an  operation,  and  always 
try  other  procedures  before  resorting  to  morphine.  We  find  at 
times  that  a  very  nervous  patient  will  frequently  be  quieted 
by  rectal  injections  of  an  ounce  or  two  of  milk  of  asafetida  or 
of  twenty  to  thirty  grains  of  bromide  of  potassium.  But  if  these 
measures  do  not  relieve  the  restlessness,  or  if  the  patient  is 
suffering  with  severe  pain,  we  do  not  hesitate  to  give  the  deo- 
dorized tincture  of  opium  in  twenty  to  thirty  drop  doses  by  the 
rectum  or  one-sixth  to  one-quarter  of  a  grain  of  morphine  given 
hypodermatically  once  or  twice.  Morphine,  however,  as  we 
said,  never  forms  a  part  of  our  routine  treatment. 
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Bowels. — The  bowels,  as  a  rule,  are  opened  on  the  second 
day,  sometimes  on  the  third  day.  We  generally  accomplish 
this  by  giving  the  patient  two  grains  of  calomel  by  the  mouth 
the  morning  after  the  operation,  followed  eight  hours  later  by 
an  injection  of  two  ounces  of  glycerin  high  up  into  the  rectum, 
and  again  in  two  hours  by  an  injection  of  a  pint  of  soapsuds 
and  warm  water.  If  the  last  does  not  prove  effectual  within 
two  hours  after  its  administration,  we  give  an  injection  of: 

Plain  warm  water "iOO  c  c.  (Oi ). 

Olive  oil 60cc.  (sii.). 

Turpentine,  from  a'  teaspoonf ul  to  a  tablespoonful. 

This  injection  is  repeated  every  two  hours,  if  necessary  two 
or  three  times,  until  some  effect  has  been  produced.  If  no 
fecal  movement  follows  the  last  injection,  we  then  begin  with 
drachm  doses  of  Epsom  salts  by  the  mouth  every  hour  until 
three  or  four  doses  have  been  taken.  If  this  does  not  prove 
effectual  by  7  or  8  o'clock  the  next  morning,  we  give  a  seidlitz 
powder  or  employ  again  the  injection  of  water,  olive  oil,  and 
turpentine.  In  some  cases  we  find  it  necessary  to  give  a  third 
of  a  bottle  of  the  effervescent  citrate  of  magnesium  every  three 
hours  until  eight  ounces  have  been  taken.  Between  the  doses 
of  magnesium  we  frequently  employ  rectal  injections. 

Catheterization. — Patients  are  catheterized,  as  a  rule,  every 
eight  hours.  We  encourage  them  to  pass  urine,  and  in  not  a 
few  instances  it  is  not  necessary  to  catheterize  them  at  all. 

Position. — We  prefer  to  keep  the  patient  in  the  dorsal  posi- 
tion for  the  first  twelve  hours  following  an  abdominal  opera- 
tion, but  if  she  complains  of  great  discomfort,  especially  of 
pain  in  the  back,  she  is  turned  on  her  side,  with  pillows  to  sup- 
port her  spine,  for  periods  of  five  to  ten  minutes  at  a  time, 
several  times  during  the  twenty-four  hours.  The  procedure 
will  often  give  great  relief. 

Tympanites. — If  any  special  amount  of  tympanites  occurs 
we  place  the  tube  in  the  rectum  for  half  an  hour  to  an  hour  at 
a  time;  as  a  rule  this  will  relieve  the  patient.  If  this  does  not 
succeed  we  often  give  an  injection  of  sweet  oil,  water,  and  tur- 
pentine, and  employ  at  the  same  time  a  mustard  leaf  or  a 
warm  application,  such  as  a  turpentine  stupe,  over  the  epigas- 
trium. 

In  conclusion,  I  would  say  that  it  is  certain  that  serious 
septic  infection  could  hardly  have  been  avoided  through  a 
series  of  114  cases  had  not  the  maintenance  of  asepsis  through 
a  careful  technique  been  in  every  case  insisted  upon.     I  feel 
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that  the  use  of  sterilized  rubber  gloves  and  sleeves,  and  of  the 
cap  for  the  head,  largely  diminishes  the  danger  of  infecting 
the  wound.  I  think  also  that  the  irrigation  of  the  abdominal 
cavity  with  hot  salt  solution  does  much  to  prevent  shock  and 
to  minimize  the  virulence  of  any  septic  poison  which  may  be 
present  at  the  time  of  operation. 

ANALYTICAL  REPORT. 

In  the  114  cases  the  oldest  patient  was  68,  the  youngest  17, 
the  average  age  being  31  years;  77  were  married,  ^5  were  sin- 
gle, 12  were  widowed.     The  chief  clinical  manifestations  were 


NO. 
OF 

CASES 

UNDER 
30 

MIN. 

31  MIN. 
TO 

45  MIN. 

46  MIN. 
TO 
1   HR. 

1   H.1   M. 
TO  1  H. 
15  MIN. 

1  H.16M. 
TO  1  H. 
30  MIN. 

1  H.31  M. 
TO  1  H. 
45  MIN. 

1  H.46M. 
TO. 
2  HR. 

2H.  1  M. 
TO  2  H. 
15  MIN. 

2H.16M. 
T0  2H. 
30  MIN. 

2 H.31  M. 
T.O  2  H. 

45  MIN. 

2H.46M. 
TO 
3  HR. 

OVER 
3  HR. 

23 

_ 

33 

/^ 

^ 

31 

/ 

/ 

\ 

*-  — 

•-~~ 

19 

/ 

V' 

\ 

17. 

/ 

\ 

15 

/ 

1 

1. 

\ 

• 

13 

/ 

/ 

\ 

\ 

11 

/ 

/ 

\ 

\ 

9 

/ 

\ 

\ 

7 

/ 

/ 

\ 

\ 

5 

/ 

/ 

/ 

V 

\ 

3 

/ 

/ 

■*->. 

~^ 

*• 

^"« 

1 

/ 

^ 

■ 

Composite  anesthesia  and  operation  chart.    Dark  line  shows  the  time 
thetic.    Dotted  line  shows  the  time  for  the  operation. 


for    the  anes- 


as  follows,  many  patients  showing  several  of  these  symptoms: 
pain  in  the  lower  part  of  the  abdomen  was  present  in  91  cases;, 
backache  was  present  in  42  cases;  dysmenorrhea  was  present 
in  42  cases;  leucorrhea  was  present  in  38  cases— in  3  cases  this 
was  of  acute  specific  origin;  menorrhagia  was  present  in  24 
cases;  metrorrhagia  was  present  in  2  cases;  there  was  fre- 
quent and  painful  micturition  in  14  cases;  irregular  men- 
struation present  in  23  cases,  scanty  menstruation  in  5  cases; 
symptoms  due  to  organic  heart  lesions  present  in  3  cases;  dys- 
pareunia  present  in  1  case.     Cases  in  which  the  lateral  struc- 
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tares  could  not  be  made  out  without  anesthesia,  63;  cases  in 
which  the  lateral  structures  could  be  made  out  without  anes- 
thesia, 51 — in  these  51  cases  the  examination  under  anesthesia, 
confirmed  the  results  of  the  examination  without  anesthesia, 
except  that  in  7  of  these  51  cases  the  tubes  and  ovaries  were 
found  to  be  adherent  on  both  sides,  whereas  at  the  examina- 
tion without  anesthesia  only  one  side  was  found  to  be  in- 
volved. Average  time  of  anesthesia,  2  hours  7  minutes;  long- 
est time,  3  hours  15  minutes;  shortest  time,  1  hour  5  minutes. 
Average  time  for  total  number  of  operations,  40.1  minutes. 
Average  time  of  operation,  1  hour  33  minutes;  longest  time, 
2  hours  50  minutes;  shortest  time,  25  minutes.     Average  time 
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of  operation  for  total  number  of  operations  (114),  29.3  minutes. 
Longest  time  of  anesthesia  in  56  plain  sections,  3  hours  5 
minutes;  shortest  time  of  anesthesia  in  56  plain  sections,  1  hour 
5  minutes.  Longest  time  of  operation  in  56  plain  sections, 
2  hours  35  minutes;  shortest  time  of  operation  in  56  plain  sec- 
tions, 34  minutes.  Average  time  of  anesthesia  for  56  plain 
sections,  2  hours  4  minutes.  Average  time  of  operation  for  56 
plain  sections,  1  hour  35  minutes.  Average  time  of  anesthe- 
sia for  total  number  of  operations  (91)  in  these  56  sections,. 
1  hour  14  minutes.  Average  time  of  operation  for  total  num- 
ber of  operations  (91)  in  these  56  sections,  59  minutes. 
Eesults.— In  all  114  cases  the  patients  recovered. 
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Irrigation. — In  ever}'  case  the  abdominal  cavity  was  irri- 
gated with  salt  sohition. 

Eeinoval  of  the  vermiform  appendix  as  a  supplemental 
procedure  in  24  cases. 

Highest  temperature,  103.9'  F.       Lowest  maximum  temperature,  99.5^  F. 
Highest  pulse.  1(50.  Lowest  maximum  pulse,  88. 

Highest  respiration,  44.  Lowest  maximum  respiration.  22. 

Highest  average  maximum  temperature,  100.9°  F. 

Highest  average  maximum  pulse,  111. 

Highest  average  maximum  respiration,  30. 

The  boicels  were  opened  on  the  second  day  after  operation, 
•except  in  8  cases  in  which  they  were  opened  on  the  third  day,  in 
1  case  on  the  day  of  operation,  and  in  1  case  on  the  fourth  day. 

Urinary  Analysis. — Albumin  was  found  in  20  cases,  and  in 
IS  of  these  granular  and  hyaline  casts  were  present.  In  9  of 
these  cases  the  albumin  and  hyaline  casts  were  only  demon- 
strated after  the  administration  of  the  anesthetic. 

Nausea  and  Vomiting. — In  80  cases  there  was  a  slight 
-amount  of  nausea  and  vomiting  during  the  first  few  hours 
-after  anesthesia.  In  but  1  case  was  it  excessive,  and  the 
symptom  generally  ceased  as  soon  as  the  anesthesia  had  worn 
-off.     In  33  cases  there  was  no  vomiting. 

Opiates. — Eighteen  cases  received  deodorized  tincture  of 
■opium  by  rectum  in  from  fifteen  to  twenty  drop  doses.  The 
total  amount  received  by  these  18  cases  was  slightly  over  five 
and  a  half  drachms;  13  cases  received  hypodermatic  injections 
of  morphine  in  doses  of  one-eighth  to  one-quarter  of  a  grain, 
the  total  amount  given  to  all  cases  being  three  and  a  half 
grains. 

Suppuration. — Suppuration  of  the  abdominal  wound  oc- 
curred in  8  cases  (7.2  per  cent).  In  4  it  was  slight  and  was 
confined  entirely  to  the  skin.  In  the  discharge  from  2  of  these 
cases  the  staphylococcus  pyogenes  aureus  was  demonstrated. 
In  4  cases  there  was  a  considerable  amount  of  purulent  dis- 
charge from  the  lower  angle  of  the  wound,  in  2  of  which,  how- 
ever, the  deeper  tissues  were  not  involved.  In  these  cases  the 
staphylococcus  pyogenes  aureus  was  found  in  the  pus. 

Drainage  was  carried  out  in  only  one  instance.  In  this 
case  we  drained  through  the  vagina  and  also  placed  one  piece 
of  gauze  in  the  lower  angle  of  the  incision  in  the  abdomen. 
The  large  pus  sac  that  was  present,  and  which  it  was  impossi- 
ble to  remove,  communicated  with  the  peritoneal  cavity  and 
the  vagina  at  the  same  time.     In  attempting  to  open  the  sac 


robb:  modern  aseptic  surgical  technique.        673 

through  the  vagina  an  opening  was  also  made  into  the  perito- 
neal cavity.  Thus,  as  it  was  evident  that  the  sac  would  drain 
its  contents  into  the  peritoneal  cavity,  it  was  evacuated  by  the 
vaginal  puncture. 

The  patients,  with  three  exceptions,  sat  up  in  bed  on  the 
eighteenth  day  and  were  out  of  bed  on  the  twenty-first  day. 
In  the  three  exceptions  the  patients  sat  up  in  bed  on  the 
eleventh  (out  of  bed  on  the  fourteenth  day),  the  twenty-sixth, 
and  twenty-seventh  days  respectively.  Greatest  number  of 
days  in  a  given  case  in  hospital,  88.  Fewest  number  of  days 
in  a  given  case  in  hospital,  14.  The  average  number  of  days 
in  the  hospital  was  32.  Convalescence  was  interrupted  in  3 
cases  by  a  slight  attack  of  bronchitis. 

Pus  was  found  at  the  time  of  operation  macroscopically  in 
14  cases,  microscopically  in  29  cases. 

In  all  of  the  pus  cases  cover-slips  were  made  and  culture 
tubes  were  inoculated,  but  only  in  4  instances  did  we  obtain 
bacteria;  in  3  of  these  the  organism  strongly  resembled  the 
gonococcus,  and  in  1  case  a  staphylococcus  was  found  by 
cover-slip  examination  only.  Nothing  grew  on  the  tubes.  It 
is  to  be  remarked  that  in  the  inflammatory  condition  of  the 
tubes  and  ovaries  large  numbers  of  eosinophiles  had  infiltrated 
into  the  tissues. 

In  making  up  our  pathologic  protocols  we  are  in  the  habit 
of  following,  as  a  routine,  special  forms  which  we  have  had 
printed  for  the  purpose.  Our  forms  are  printed  so  that  the 
following  points  can  be  dealt  with  in  every  case : 

GYNECOLOGICAI.  SERVICE, 

Naone 

Date  of  operation 

UTEBINE  AND  CERVICAL  CURETTINGS. 

(1)  Superficial  epitheliiun,  (2)  utricular  glands,  (8)  glandular  epithe- 
lium, (4)  stroma,  (5)  vessels,  (6)   muscle,  (7)  cervix. 


Diagnosis 

Examined  by  Dr. 
Remarks 


PROTOCOLS  FOR  TUBES  AND  OVARIES. 

Pathological  Report. 

Hospital  No Service  No 

Autopsy  No .         Laboratory  Record  No 

Name 

Date 
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OVARY. 

(a)  Gross  Appearances  and  Measnrcmvnts.—il)  Shape  (2)  size,  (3)  weight, 

(4)  dimensions,   (5)    color,   (6)    consistence    (7)    appearances  on  section, 

(5)  gross  appearances  of  corpora   kitea,    hemorrhagica,  and    albicantia, 

(9)  cortex  in  gross.  (Id)  medulla  in  gross,  (11)  gross  pathological  altera- 
tions, such  as  cysts,  hemorrhages,  infiltrations,  etc. 

(b)  Microscopical  Appearances. — (1)  Peritoneum  and  germinal  epithe- 
lium, (2)  cortical  substance.  (8)  medullary  substance  (zona  vasculosa), 
(4)  tunica  albugiuea,  (5)  young  Graafian  follicles,  (tt)  old  Graafian  follicles, 
(7)  blood     vessels,    {H}    lympli   vessels,    (9)  nerve  cells  and   nerve  fibres, 

(10)  hilum  of  the  ovary,  including  remains  of  Wolffian  body,  (11)  patho- 
logic alterations,  such  as  degenerations,  hypertrophies,  hyperplasias,  cyst 
formations,  neoplasms,  hemorrhages,  inflammations,  infections,  anoma- 
lous development,  etc.,  etc. 

FALLOPIAN   TUBES. 

Macroscopic  Appearances —(l)  Size  by  actual  measurement,  (2)  general 
appearance,  (3)  patency,  (4)  contents,  (5)  gross  pathological  lesions — 
adhesions,  hemorrhages  tubal  pregnancy,  inflammations,  suppurations, 
cyst  formations,  etc 

Microscopic  Appearances.— {a)  Mucosa,  (1)  longitudinal  folds,  main  and 
accessory,  ('i)  ciliated  epithelium,  (3)  strata  propria  in  isthmus,  ampulla, 
and  infundibvilum.  (4)  eubmucosa;  (b)  muscular  coat,  (1)  inner  circular, 
{l)  outer  longitudinal ;  (c)  peritoneal  covering,  (1)  cells,  (2)  subperitoneal 
infiltrations,  etc  ;  (d)  pathological  findings.in  microscopic  sections  other 
than  those  included  in  above  description. 

Finally,  I  wish  to  express  my  thanks  to  my  assistant,  Dr. 
William  H.  Weir,  for  valuable  assistance  in  the  preparation 
of  the  pathologic  protocols,  and  also  to  my  colleague,  Prof. 
William  T.  Howard,  for  his  kind  supervision  of  this  work. 


A    NEW  SPECULUM. 


H.  F.  GAU,  M.D., 
Cincinnati,  O. 


( With  two  illustrations  ) 


The  use  of  a  Sims  speculum  for  therapeutic  purposes  re- 
quires the  assistance  of  a  third  person;  but  only  a  few  of  those 
who  want  to  use  the  Sims  speculum  have  sufficient  gynecolog- 
ical practice  to  compensate  the  keeping  of  a  nurse.     Most  of 
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the  self-retaining  modified  Sims  specula  are  cumbersome,  ex- 
pensive, difficult  of  application,  and  require  a  great  deal  of 
time  to  keep  aseptic;  whereas  the  plurivalve  specula  can  only 
be  used  with  advantage  with  the  patient  in  the  dorsal  position, 
with  a  limited  field  of  vision,  and  for  therapeutic  application. 

I  had  the  pleasure  of  presenting  to  the  Cincinnati  Obstetri- 
cal Society  my  self-retaining  modification  of  a  double  Sims 


Fig.  1. 


speculum,  which  combines  both  the  advantages  of  the  duck- 
bill and  plurivalve  specula,  is  easy  of  application  in  both  the 
dorsal  and  lateral  positions,  readily  sterilized  as  it  contains  no 
screws  or  complicated  mechanism,  and  is  useful  for  both 
diagnostic  and  therapeutic  purposes. 

The  speculum  consists  of  a  lower  and  upper  Sims  blade  with 
suitable  curved  handles,  and  a  simple  locking  appliance  attached 
at  a  certain  angle  to  one  lateral  free  border  of  each  blade. 
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To  apply  the  speculum,  the  lower  blade,  with  the  tip  well 
oiled,  is  grasped  in  the  left  hand  and  inserted  in  the  usual  man- 
ner, at  the  same  time  pulling  the  perineum  downward  and  back- 
ward; the  upper  blade,  with  the  tip  also  lubricated,  is  now  held 
in  the  right  hand  and  glides  past  the  lower  blade  until  the 
hollow  extension  of  the  upper  blade  slips  into  the  perpendicu- 
lar extension  of  the  lower  blade;  slight  upward  and  downward 


Fig.  2. 


traction]on  both  handles  now  locks  the  speculum,  and  you  have 
a^double  Sims  self-retaining  speculum  with  the  cervix  and 
vault  of  the  vagina  thoroughly  exposed  to  view. 

To  remove  the  speculum  the  lower  handle  is  held  firm,  while 
the  upper  handle  is  tilted  toward  the  operator  with  a  down- 
ward motion,  which  unlocks  the  speculum.  The  parts  are 
prevented  from  being  pinched  by  a  slight  extension  on  the 
lower  part  of  the  lock. 
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TRANSACTIONS    OP    THE    SECTION    ON 

GYNECOLOGY  OF  THE  COLLEGE  OF 

PHYSICIANS  OF  PHILADELPHIA. 

Stated  Meeting,  March   15,  1900. 
The  Chairman,  John  B.  Shober,  M-.J).,  presiding. 
Dr.  B.  C.  Hirst  read  a  paper  on 

SOME   RECENT   EXPERIENCES   IN   INTESTINAL  SURGERY.' 

Dr.  G.  G.  Davis. — I  might  add  a  couple  of  cases  of  imper- 
forate aaus.  In  each  case  I  made  an  earnest  attempt  to  reach 
the  gut  through  the  perineum  and  failed  in  both.  That  i.s,  I 
dissected  up  in  the  hollow  of  the  sacrum  as  far  as  I  felt  justified, 
and  in  each  of  them  I  opened  in  the  loin.  One  lived  three  or 
four  days  and  then  died.  The  other  one  at  the  time  of  opera- 
tion had  a  supernumerary  finger  hanging  by  a  mere  shred  of 
tissue.  This  I  ligated  and  removed  the  finger.  I  heard  after- 
ward that  the  child  bled  to  death.  That  the  ligature  came 
loose  I  am  unwilling  to  believe,  because  it  was  tied  strongly 
with  good  silk  ligature.  I  think  that  the  parents  did  not  care 
much  for  the  child  after  finding  that  it  had  an  imperforate 
anus  and  after  the  child  had  been  passing  the  feces  through 
the  abdominal  wound.  I  understand  that  they  were  very  well 
pleased  when  the  child  died,  and  cannot  help  but  suspect  that 
there  must  have  been  some  contributory  negligence  on  their 
part. 

I  believe  with  Dr.  Hirst  that  an  earnest  attempt"  should  be 
made  through  the  perineum  to  reach  the  bowel,  and  if  it  pre- 
sents the  way  in  which  he  says  the  last  one  did,  as  a  rounded 
bulging  tumor,  I  have  no  doubt  that  opening  into  that  would 
be  more  satisfactory  than  an  opening  in  the  loin. 

In  making  the  opening  in  the  first  case,  although  it  was 
quite  small,  there  was  prolapse  of  the  mucous  membrane  to 
quite  a  considerable  extent,  so  that  I  would  suggest  that  the 
puncture  of  the  bowel  be  madeexceedingly  small,  say  two  milli- 
metres, in  the  new-born  infant. 

Another  question  is  whether  we  should  wait  until  the  bowel 
is  distended  or  operate  immediately.  It  has  been  thought  by 
some  that  distension  of  the  bowel  will  render  more  easy  the 
operation. 

Dr.  G.  G.  Davis  read  a  paper  entitled 
multilocular  cystic  growth  op  ovary,  accompanied  by 
increased  growth  op  hair  and  change  op  voice, 
with  recurrence  in  the  abdominal  incision.* 

Dr.  B.  C.  Hirst. — I  have  nothing  to  say  in  connection  with 
'  See  original  article,  p.  616.  '  See  original  article,  p.  620. 
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this  specimen  shown  bj^  Dr.  Davis,  except  that  I  have  seen 
one  case,  when  working  with  the  late  Dr.  Goodell.  in  which 
there  was  the  same  growth  of  hair.  Whether  the  growth  of 
hair  disappeared  on  the  removal  of  the  ovarian  tnmor,  which 
was  not  malignant,  I  cannot  saj". 

As  to  secondary  growth  of  these  papuliferous  tumors,  I 
imagine  it  must  come  from  implantation.  If  I  remember 
rightly,  these  tumors  and  carcinomas  which  develop  from  syn- 
cytial cells  are  more  easily  implanted  than  any  other  growths. 

Dr.  M.  O'Hara,  Jr. — I  have  had  no  direct  personal  experi- 
ence with  a  case  such  as  reported,  although  I  observed  three 
cases  in  the  work  of  another  operator  for  a  period  of  six  weeks. 
In  two  of  these  cases,  owing  to  its  extensive  character,  the 
growth  was  not  completely  removed;  drainage  was  used  in 
both  cases  and  they  made  remarkably  good  recoveries.  After 
leaving  the  hospital  they  became  quite  vigorous  and  strong,  and 
remained  so  for  eighteen  months,  after  which  I  lost  sight  of 
them. 

Dr.  Davis  (closes). — I  thought  that  some  of  the  members 
might  have  had  similar  cases,  or  cases  in  which  after  abdom- 
inal operation  the  growth  reappeared  in  the  site  of  the  incision, 
or  that  they  might  possibly  have  had  cases  such  as  the  one 
Dr.  Hirst  has  alluded  to,  of  growth  of  the  hair  and  the  as- 
sumption of  masculine  characteristics  in  the  diseases  of  these 
organs. 
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Meeting  of  March  27,  1900. 
Bache  McE.  Emmet,  M.D.  {pro  tern.),  in  the  Chair. 
Dr.  Leroy  Broun  read  notes  on 

CASES   OF   APPENDICITIS  ASSOCIATED    WITH   RIGHT   TUBAL 

DISEASE. 

Dr.  George  T.  Harrison. — In  regard  to  the  operations  for 
removal  of  the  appendix,  where  there  is  any  belief  on  the  part 
of  the  surgeon  that  the  appendages  on  the  right  side  are  dis- 
eased, and  there  is  complication,  such  as  inflammation  of  the 
appendix,  certainly  the  abdominal  route  must  be  selected; 
although  I  am  informed  by  a  friend  of  mine  that  a  distin- 
guished man  of  our  fraternity,  whom  you  all  know,  when 
called  in  consultation  on  one  occasion,  operated  by  the  vaginal 
route  to  attack  diseased  appendages  on  the  right  side,  and  also 
diagnosticated  an  inflamed  appendix.  It  was  a  case  of  inflam- 
mation of  the  right  appendage  terminating  in  formation  of  pus, 
complicated  by  an  inflamed  appendix.     This  man  opened  the 
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pus  cavity  and  then,  after  using  a  little  legerdemain,  informed 
the  doctor  that  he  had  taken  out  the  appendix.  No  one  saw  it 
done;  his  word  had  to  be  taken  for  it.  The  man  who  did  that 
is  unique:  nobody  else  could  do  it  so  well.  Necessarily,  if  one 
expects  to  meet  such  complications  as  that,  he  must  go  by  the 
abdominal  route. 

A  very  interesting  case  of  that  sort  regarding  diagnosis 
confirmed  by  operation  was  one  that  Dr.  Alfred  Tucker  had, 
which  I  saw  in  consultation.  In  these  cases  corract  diagnosis 
is  almost  impossible.  The  existence  of  the  inflamed  appendix 
can  only  be  determined  from  the  clinical  history.  In  this 
instance,  when  I  was  called  in  we  were  able  to  demonstrate  an 
inflammation  in  the  neighborhood  of  the  appendix.  We  did 
not  call  it  appendicitis — the  old  name,  perityphlitis,  was  better. 
It  has  been  established  with  absolute  certainty  that  some  of 
these  cases  of  inflammation  do  not  take  their  point  of  departure 
from  the  appendix;  therefore  the  name  is  too  limited. 

In  this  instance  we  did  discover  the  existence  of  appendi- 
citis. A  short  time  afterward  the  patient  seemed  to  recover 
from  that,  and  her  progress  toward  convalescence  was  very 
rapid.  Soon,  however,  she  had  violent  pelvic  pains  with  high 
temperature.  Examination  showed  inflammation  of  the  ap- 
pendages on  the  right  and  left  sides.  When  the  doctor  came  to 
operate  I  advised  him  not  to  operate  at  that  time.  I  am  ready 
to  enter  the  field  against  the  surgeons  of  the  world  that  the 
time  to  operate  is  in  the  free  interval;  as  a  rule  we  ought  not 
to  operate.  If  one  intends  to  remove  the  appendix  at  all,  it 
should  be  done  within  the  first  twenty-four  hours.  That 
golden  opportunity  gone,  wait  until  the  patient  recovers  from 
the  attack.  Acting  on  that  principle,  operation  was  postponed 
until  the  patient  was  in  good  condition  after  another  attack, 
when  she  was  relieved  of  the  appendages  on  the  right  side,  also 
the  appendix. 

I  am  not  prepared  to  admit  the  correctness  of  Dr.  Broun's 
statement  that  most  surgeons  are  now  giving  up  the  vaginal 
route  in  favor  of  the  abdominal  in  the  class  of  cases  cited.  In 
many  cases  vaginal  operation  should  not  be  attempted.  One 
is  when  adhesions  are  suspected.  Unless  one  has  a  wonderful 
amount  of  experience  in  that  way,  he  will  find  it  too  difilcult 
and  would  better  go  through  the  abdomen,  where  he  can  have 
the  benefit  of  sight. 

Dr.  a.  Palmer  Dudley. — Dr.  Broun's  paper  brings  up 
four  points  for  discussion: 

1.  Selection  of  Route. — Does  this  alter  the  effect,  increasing 
or  decreasing  the  tendency  toward  disease?  In  my  judgment 
Dr.  Broun  is  correct.  I  differ  from  Dr.  Harrison.  Two  years 
ago  men  were  embracing  every  opportunity  to  work  per 
vaginam,  but  after  watching  the  effect  for  two  or  three  years 
they  have  abandoned  the  route,  as  it  makes  double  work.  The 
tendency  of  New  York  men  is  to  select  the  abdominal  route  in 
preference,  especially  where  the  inflammatory  condition  is  well 
marked  on  the  right  side. 
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Since  we  have  been  able  to  close  an  incision  with  subcutane- 
ous sutures,  leaving  little  if  any  scar,  the  dread  of  abdominal 
section  is  disappearing  in  women.  There  is  less  pain  by  this 
method,  I  am  in  favor  of  the  vaginal  operation  only  where  a 
perfect  diagnosis  can  be  made  and  the  parts  are  especially 
suitable  for  manipulation.  The  vagina  should  be  capacious 
and  roomy — one  that  can  be  worked  through  without  danger 
of  rupturing  the  structure  or  injuring  the  ureters.  I  am 
entirely  abandoning  the  vaginal  route  except  for  drainage 
purposes.  In  acute  pelvic  sepsis  after  abortion,  and  in  supra- 
pubic sepsis  following  childbirth,  I  drain  through  the  vagina. 

Suppose  you  invade  a  pelvis  from  the  vagina,  how  can  you 
perform  the  operation  without  dragging  the  cecum  into  the 
vagina  to  handle  it?  If  you  follow  Goffe's  method,  splitting 
the  vaginal  wall  and  inverting  the  uterus,  you  have  an  open 
pelvis  to  work  in.  Pryor  puts  patients  into  the  air  and  spreads 
the  pelvis  open  until  a  fist  could  be  put  into  it  and  the  opera- 
tion for  appendicitis  may  be  done  with  retractors.  I  believe 
any  man  who  does  that  is  following  a  fad.  I  think  he  is  not 
studying  the  best  interest  of  his  patient.  I  believe  time  will 
prove  in  a  large  majority  of  cases  that  the  abdominal  route  is 
the  best  for  all  forms  of  pelvic  surgery,  and  that  the  median 
incision  is  better  than  the  lateral  if  you  have  to  work  upon  the 
appendix.  I  have  removed  the  appendix  from  the  left  side 
through  a  right  inguinal  incision;  it  was  not  easy,  but  I  did  it 
to  save  making  two  scars. 

2.  With  Regard  to  the  Appendix. — We  have  in  the  city 
men  who  can  palpate  the  appendix  and  tell  whether  or  not  it 
contains  a  seed.  They  do  not  find  the  seed,  but  in  manipulating 
to  get  it  they  squeeze  it  out.  Think  of  the  anatomical  relations 
in  the  pelvis  of  man  or  woman.  The  appendix  is  down  behind 
and  beneath  the  cecum.  The  latter  is  usually  filled  with  gas 
or  fecal  contents,  and  to  palpate  the  appendix,  unless  it  is  dis- 
tended with  pus  and  lifted  up  by  it  out  of  the  pelvis  as  by  a 
purulent  salpinx,  is  impossible.  It  can  only  be  done  by  bi- 
manual rectal  touch.  This  method  is  effective  with  men  and 
with  a  woman  if  she  be  thin  and  spare.  The  appendix  is  much 
more  frequently  involved  in  inflammatory  conditions  of  the 
right  appendages  than  we  think.  In  five  or  six  cases  this  fall 
I  have  found  a  diseased  appendix  when  I  did  not  anticipate  it. 
I  surmounted  the  diflQculty  by  taking  it  off. 

3.  Drainage. — This  question  is  very  important,  considered 
in  connection  with  this  subject.  I  saved  the  life  of  a  girl  of  15 
at  the  Harlem  Hospital.  It  was  the  worst  attack  of  appendicitis 
I  have  ever  handled.  Appendix  sloughed  off  into  the  pelvis, 
full  of  pus.  I  made  thorough  drainage  through  the  vagina 
without  hurting  her — she  was  a  virgin — and  she  recovered. 

I  have  done  over  a  hundred  successful  operations  for  appen- 
dicitis, never  having  lost  a  case,  and  I  am  sure  that  this 
result  is  due  to  thorough  drainage.  Whenever  there  is  pus  I 
cut  until  I  reach  it.  I  relieve  the  pus,  put  in  irrigation,  and 
wash.  Cases  have  recovered  in  my  hands  where  the  appendix 
has  sloughed  and  come  out  with  the  washing. 
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4.  Diagnosis. — No  man  can  tell  through  the  vagina  whether 
there  are  intestinal  adhesions  high  up.  A  little  pelvic  adhe- 
sion is  suspected,  the  abdomen  is  opened,  and  the  small  intes- 
tines are  found  to  be  matted  above  the  fundus  of  the  uterus. 
For  that  reason  I  would  almost  invariably  select  the  abdom- 
inal route  for  this  operation,  making  median  incision. 

Dk.  Clarence  R,  Hyde.— I  believe  it  to  be  very  difficult 
for  any  operator,  no  matter  who  or  what  his  skill,  to  diagnose 
the  presence  or  absence  of  appendicitis  when  there  is  also  right 
tubal  involvement.  I  was  recently  asked  to  assist  at  an  opera- 
tion on  a  case  which  illustrates  this  point  very  well,  and  which 
had  previously  been  diagnosed  as  appendicitis  by  an  excellent 
surgeon  of  repute.  On  examination  under  ether  a  large  mass 
was  found  filling  the  cul-de-sac  and  more  to  the  right.  We 
therefore  concluded  that  the  trouble  was  mainly  tubal,  al- 
though the  patient  had  given  marked  symptoms  of  appendici- 
tis prior  to  the  operation.  Because  of  the  possible  involvement 
of  the  appendix  we  chose  the  abdominal  route,  and  on  opening 
the  peritoneal  cavity  came  directly  upon  a  large  pus  tube. 
Examination  of  the  appendix  showed  it  to  be  perfectly  normal. 
However,  it  was  removed.  In  enucleating  the  tube  it  was 
ruptured,  but  was  successfully  ablated,  and  the  cul-de-sac  was 
drained  with  gauze  per  vaginam.  This  of  necessity  brings 
up  the  question  which  operation  to  elect  in  acute  suppurative 
salpingitis — drainage  by  posterior  section,  or  removal  of  the 
entire  tube  by  the  abdominal  route,  risking  soiling  of  the  peri- 
toneal cavity  from  a  possible  rupture.  In  this  case  the  left 
tube  was  normal  at  the  time  of  the  first  operation,  but  later 
became  infected  and  developed  into  a  large  pus  tube,  which  we 
opened  to-day  and  drained  by  posterior  section.  The  soiling  of 
the  peritoneum  at  the  first  operation  was  undoubtedly  respon- 
sible for  this  later  infection. 

Posterior  section  in  such  cases  gives  the  patient  better 
chances  for  recovery.  Later,  if  necessarj",  the  tube  can  be 
removed  at  a  secondary  operation.  The  abdominal  route  was 
selected  in  this  case  because  of  the  supposed  involvement  of 
the  appendix. 

The  more  I  see  of  this  class  of  cases,  and  the  more  I  note  the 
work  of  others,  the  more  I  am  led  to  believe  that  it  is  no  easy 
task  to  prove  the  coexistence  of  appendicitis  and  right  tubal 
disease.  .  Only  section  of  the  abdomen  can  settle  this. 

Dr.  George  T.  Harrison. — For  the  sake  of  historical  accu- 
racy I  want  to  correct  Dr.  Dudley.  Dr.  Goffe  was  not  the  man 
who  first  suggested  that  method  of  opening.  It  was  Diihrssen. 
I  learned  from  him  before  Dr.  Goffe  ever  heard  of  it. 

Dr.  J.  DouGAL  BissELL. — I  believe  it  to  be  the  duty  of  the 
surgeon  to  examine  the  appendix  every  time  the  abdomen  is 
opened.  He  should  examine  it  just  as  he  would  the  left  tube  if 
the  right  were  diseased.  The  appendix  is  often  overlooked, 
and  the  more  experience  we  have  in  surgery  the  more  we  see 
the  necessity  of  this  examination.  I  have  in  mind  a  patient 
now  in  my  care  from  whom  I  removed  a  large  dermoid  cyst. 
I  attributed  all  her  trouble,  pain,  etc.,  to  this  cyst  on  the  left 
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side.  I  reiiK^ved  it  per  vasinam  ami  expected  no  further 
trouble.  The  patient  was  relieved  of  a  certain  amount  of  i^ain, 
but  she  has  as  much  on  the  right  side  to-daj*  as  ever.  I  am 
inclined  to  think  somethino^  is  wron<i:  with  her  appendix.  Had 
I  operated  throuu:!!  tlie  abdomen  instead  of  the  vaginal  should 
have  discovered  the  difficult}'.  A  second  operation  will  have 
to  be  made  to  find  out  whether  there  is  a  disease  of  the  appen- 
dix. I  have  lateh'  come  in  contact  with  a  large  number  of 
these  cases,  and  am  convinced  that  we  will  in  future  do  the 
abdominal  instead  of  the  vaginal  operation.  Like  many 
others,  I  have  thought  I  had  a  simple  mass  on  the  right  side 
to  deal  with,  after  finding  that  the  appendix  was  matted  down 
in  it.  I  have  had  two  such  cases  within  the  past  six  months. 
Again.  I  have  been  deceived  in  thinking  I  had  a  diseased 
appendix  to  treat  when  there  was  a  pyosalpinx  on  the  right 
side.  I  have  taken  out  the  appendix  where  a  diagnosis  has 
been  made  of  tubal  trouble.  I  believe  with  Dr.  Broun  that 
the  pendulum  is  swinging  tovt^ard  abdominal  operation. 

Dr.  Bache  McE.  E.mmet. — My  idea  is  that  the  general  ten- 
dency is  to  work  by  the  upper  route;  but  I  consider  it  best  not 
to  be  held  by  any  plan,  but  to  operate  as  each  case  requires.  I 
believe  it  advisable  to  work  from  below  in  cases  where  the 
mass  to  be  extirpated  lies  close  against  the  vaginal  wall,  and 
especially  adherent  pus  sacs,  which  may  simply  be  evacuated 
and  drained  if  necessary. 

For  the  removal  of  the  appendix  we  certainly  always  should 
work  from  above.  We  thus  avoid  all  complications,  for  we 
often  come  upon  most  unexpected  conditions.  Adhesions  of 
intestines  are  frequently  found  which  would  entail  a  rupture 
of  the  walls  should  we  follow  the  lower  route,  while  working 
from  above,  close  against  the  intestine,  our  tearing  is  fully  in 
sight.  As  a  general  thing  we  have  a  greater  field  from  above. 
In  the  same  way,  if  we  wish  to  leave  a  part  of  a  tube  or  a  por- 
tion of  an  ovary,  it  can  be  more  satisfactorily  accomplished. 
We  can  make  all  of  these  conservative  operations  from  above, 
while  it  would  be  almost  impossible  from  below. 

I  have  lately  removed  the  appendix  in  three  cases  at  the  Wo- 
man's Hospital  when  trouble  was  not  suspected  there.  In  one 
case  the  tubes  and  ovaries  were  thoroughly  gummed  down  to 
the  brim  of  the  pelvis.  I  detached  them,  found  them  perfectly 
healthy  otherwise,  left  them  in  good  position,  and  then  took  off 
the  appendix,  which  was  found  pendulous  in  the  true  pelvis. 
I  cannot  say  how  much  diseased  it  was.  but  within  it  was 
found  a  small  mass  and  a  much-thickened  mucous  lining.  I 
felt  it  was  safer  to  have  it  out.  I  believe  it  had  given  infection 
wherever  it  had  reached.  The  patient  recovered  and  is  free 
from  all  former  symptoms.  In  another  case,  in  removing  one 
cystic  ovary  I  found  numerous  adhesions  about  the  appen- 
dages, otherwise  free  from  disease,  but  the  appendix  was  also 
adherent  to  them,  so  I  removed  it.  Recovery  from  all  bad 
symptoms.  In  a  third  case  I  also  took  off  the  appendix  when 
I  had  not  expected  to  do  so.  It  was  extremely  involved  in  an 
exudate  mass. 
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As  Dr.  Bissell  has  said,  it  is  our  duty  to  examine  the  appen- 
•dix  very  thoroughly,  but  I  believe  we  cannot  alwaj's  determine 
whether  it  is  involved  or  not. 

As  to  being  aware  of  the  condition  prior  to  operation,  I  think 
"the  history  may  tell  us  something,  but  many  patients  are  igno- 
rant and  unobserving.  Nor  do  I  trust  ver}^  much  to  the  ap- 
pendix being  in  any  one  particular  position.  It  often  lies 
behind  the  cecum,  but  not  always,  as  it  is  very  apt  to  move, 
and  I  find  it  not  infrequently  hanging  over  the  brim  of  the  pel- 
vis. It  also  may  be  drawn  aside  by  adhesions  of  the  omentum. 
In  a  case  I  saw  recently,  omentum,  appendix,  intestine,  blad- 
der, and  top  of  uterus  were  all  gummed  in  one  mass,  with  the 
appendix  dragged  over  anteriorly  to  the  top  of  the  bladder.  I 
believe  it  is  possible  to  find  it  in  almost  every  position. 

As  I  said  before,  history  tells  us  something,  ai  d  if  we  make 
•careful  analysis  we  may  find  that  the  patients  have  periodic 
attacks  of  pain  independent  of  menstruation,  and  that  the  habit 
of  constipation  exists.  Thej^  are  constantly  purging  themselves 
to  get  relief.  To  me,  palpation  of  a  normal  appendix  is  not 
positive,  nor  is  the  palpation  of  a  diseased  one  entirely  satisfac- 
tory in  fat  women.  I  would  make  out  the  possibility  of  its 
being  involved  largely  by  the  history,  aided,  however,  by  pal- 
pation, but  to  be  established  by  operation. 

Dr.  Leroy  Broun  — I  merely  quoted  statistics  to  show  the 
trend  of  opinion  of  different  surgeons  throughout  the  city. 

Dr.  George  T.  Harrison. — I  think  it  is  not  the  trend  of 
•opinion  with  eminent  Germain  surgeons.  Many  of  the  ablest 
men  are  operating  more  and  more  per  vaginam.  Among  them 
are  Diihrssen,  Leopold,  Schauta,  and  others  I  could  mention. 

Dr.  Leroy  Broun. — When  we  started  out  we  did  vaginal 
-work.  For  the  last  four  years  we  have  been  doing  much  work 
by  the  abdominal  route.  Then  we  did  vaginal  work  to  a  con- 
siderable extent,  and  now,  without  being  able  to  say  why,  we 
find  that  many  operators  are  driving  o&  in  the  other  direction. 
Dr.  Emmet,  a  moment  ago.  said  that  he  treated  cases  as  each 
one  indicated  or  suggested  itself  at  the  time.  If  there  appeared 
to  be  an  indication  that  Ivaginal  work  would  be  required,  he 
did  that;  if  abdominal,  he  followed  that  route.  Men  who  were 
enthusiastic  about  vaginal  work  two  years  ago  have  now 
changed  to  a  considerable  extent.  They  feel  that  it  is  more 
advantageous  to  the  patient  to  operate  by  the  abdominal  route. 

Dr.  George  T.  Harrison. — In  cases  on  the  right  side 
there  is  no  manner  of  doubt.  Heretofore  it  has  been  the  cus- 
tom of  certain  men  to  operate  per  vaginam  in  cases  of  ectopic 
gestation  and  hematocele.  It  is  a  mistake;  the  abdominal 
route  is  the  proper  one  there. 

Dr  Leroy  Broun.  —  Ectopic  gestation  has  never  been 
treated  per  vaginam  at  the  Woman's  except  once.  The  surgeon 
said  he  would  never  do  it  again,  although  the  patient  recov- 
•ered.  If  I  am  correctly  informed,  ordinary  operators  prefer  the 
abdominal  route.  In  the  case  I  reported  I  did  the  appendici- 
tis operation  through  the  abdomen;  I  could  not  have  gone 
through  the  vagina  with  any  justice  to  the  patient. 
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Dk.  Bache  McE.  Emmet, — The  mode  of  incision  varies  ac- 
cording to  the  condition.  It  is  not  necessarily  always  by  me- 
dian line.  When  we  have  knowledge  of  disease  of  the  right 
appendage  and  suspect  disease  of  the  appendix,  I  would  incise 
along  the  outer  side  of  the  right  rectus,  to  be  nearer  the  tube 
and  the  appendix  at  the  same  time.  In  cases  where  there  is 
no  bound-down  appendix,  we  can  work  satisfactorily  through 
the  median  line  incision,  dragging  the  appendix  toward  it. 

In  regard  to  Dr.  Hyde's  remarks:  He  regretted  not  having 
worked  per  vaginam  for  the  removal  of  a  pus  tube,  because  he 
found  the  other  tube  infected  at  a  later  date,  and  suggested 
that  the  infection  arose  in  the  abdominal  cavity  from  the  tube 
which  had  been  operated  upon.  I  fancy  it  must  have  been 
progressive  to  that  tube  from  the  uterine  cavity,  as  to  the 
first.  Infection  could  scarcely  have  travelled  from  one  tube  to 
the  other  in  the  peritoneal  cavity  without  involving  every 
other  part  and  causing  septic  peritonitis. 

Dr.  Clarence  R.  Hyde. — Two  days  after  the  operation  the 
patient  discharged  pus  through  the  posterior  incision  where 
we  had  drained.  It  was  thought  infection  came  from  this  pus 
in  the  cul-de-sac  and  travelled  tothefimbriseof  the  tube  rather 
than  through  the  uterus.  However,  Dr.  Emmet's  criticism 
is  very  possible. 

Dr.  Taft  (of  Hartford,  Conn.). — In  every  case  where  you 
are  in  doubt  between  appendicitis  and  inflammation  on  the 
other  side,  you  would  adopt  a  lateral  incision? 

Dr.  Emmet. — Not  if  I  thought  both  sides  involved.  Only 
in  case  the  right  appendages  are  involved  and  appendicitis 
suspected,  as  most  of  my  work  is  done  without  seeing,  and  I 
could  reach  very  well  to  both  points  from  there.  For  ordi- 
nary work,  however,  I  would  still  hold  to  the  median  line. 

Dr.  Emmet  presented  a  specimen  showing 
tumor  of  the  intestine. 

My  specimen  is  not  of  a  gynecological  character;  it  is  of 
interest  as  a  specimen  of  tumor  of  the  intestine.  It  was  re- 
moved from  a  woman  52  years  of  age,  quite  emaciated.  She 
had  suffered  for  some  months  past  with  pain  on  the  right  side 
of  the  abdominal  cavity  toward  the  cecum.  She  suffered  a 
great  deal  from  obstruction  and  gradually  ate  less  and  less. 
The  pain  continued  severe,  and  to  that  extent  that  at  the  last 
she  refrained  from  eating  for  a  whole  week.  Her  condition 
for  operation  was  poor.  I  felt  a  tumor  at  the  ileo-cecal  region 
and  believed  it  to  be  malignant.  I  cut  down  upon  it,  and  so  it 
proved  to  be.  We  found  a  mass  of  agglutinated  intestine,  a 
portion  of  which  was  so  fast  that  we  could  not  determine  with 
which  part  of  the  colon  we  had  to  deal. 

Through  the  incision,  four  inches  in  length,  I  brought  this 
mass  to  the  surface.  It  had  a  great  deal  of  exudate  about  it; 
however,  after  some  difficulty  it  was  isolated,  and  after  plac- 
ing my  constricting  pins  beyond  into  healthy  tissue  I  excised 
this  piece  of  gut,  four  inches  in  length.     I  broke  into  the  mass 
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while  separating  adhesions.  The  part  broken  into  is  evidently 
papillomatous,  but  the  tumor  has  not  yet  been  examined. 
Having  ligated  a  number  of  bleeding  parts  down  in  the  mesen- 
tery, I  began  to  make  union  of  the  ends  of  the  intestine.  I 
made  here  a  Maunsell  anastomosis.  I  had  to  work  on  the  as- 
cending colon  from  the  head,  which  was  free.  This  opera- 
tion was  performed  on  Friday  last.  The  patient  is  making  a 
good  recovery,  pulse  and  temperature  below  100  to-day,  four 
days  complete. 

The  Maunsell  operation  is  comparatively  new.  Maunsell 
was  a  surgeon  in  New  Zealand  who  afterward  moved  to  Lon- 
don. Unfortunately  he  had  very  little  opportunity  to  witness 
the  success  of  his  operation.  He  did  it  once,  the  patient  dying 
of  exhaustion  in  six  days  after  the  operation,  though  the  union 
of  the  gut  was  in  every  way  satisfactory.  I  do  not  know  how 
many  operations  have  been  performed  of  late  years.  Up  to 
December,  1895,  there  had  been  9 — 7  successful,  t  deaths. 

It  is  always  an  end-to-end  operation.  Catch  the  two  ends 
by  a  stitch  in  the  lower  part  of  each  gut  against  the  mesentery, 
including  the  mesentery,  and  do  the  same  at  the  top,  leaving 
the  stitch  long  after  tying  it.  On  the  proximal  or  distal  side 
make  a  slit  or  buttonhole  one  and  a  half  or  two  inches  from 
the  excised  end.  Pass  a  forceps  through  the  buttonhole  and 
catch  the  two  threads,  one  binding  the  top  section,  the  other 
the  lower.  Then  drag  upon  them.  The  two  ends  of  the  gut 
are  face  to  face  and  are  dragged  through  the  buttonhole,  in- 
verting one,  the  other  following.  You  now  have  two  serous 
surfaces  edge  to  edge.  Make  union  at  that  point  a  quarter 
of  an  inch  Ijelow  the  border,  putting  in  eighteen  or  twenty 
through-and-through  sutures,  dividing  in  the  middle,  tying 
them  and  cutting  as  you  go.  When  this  union  is  made,  work 
down  and  draw  the  gut  into  its  old  place,  stitch  the  button- 
hole, wash  off  the  gut,  close  the  abdomen,  and  the  patient 
should  recover. 

Dr.  Bissell. — One  turns  in,  the  other  does  not. 

Dr.  Emmet. — Exactly  so.  The  end  toward  the  buttonhole 
is  inverted,  the  other  follows;  the  two  serous  surfaces  in  con- 
tact. It  is  best  to  leave  but  one  series  of  stitches,  to  avoid  cut- 
ting off  the  circulation  and  the  establishment  of  necrosis. 

Maunsell  advises  horse-hair.  Silk  has  been  used.  I  used 
chromicized  catgut.  Sometimes  there  is  intussusception  and 
adhesions  are  established,  where  you  can  separate  without 
tearing  the  gut  and  do  this  operation.  It  is  a  very  serviceable 
method  and  applies  to  all  cases  of  intussusception.  It  has 
been  done  with  the  ileum  and  large  intestine  and  different 
parts  of  the  colon  itself. 

My  patient  has  passed  a  small  amount  of  fecal  matter, 
though  no  laxative  has  been  given  her  as  yet.  She  has  no  dis- 
tension and  is  perfectly  comfortable. 

Dr.  Dudley. — It  will  be  interesting  to  watch  the  progress 
of  that  woman,  to  see  whether  the  growth  does  not  return 
in  some  other  organ.  I  remember  resecting  a  contracted  de- 
scending colon  four  or  five  years  ago  for  a  similar  condition, 
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although  the  growth  may  not  have  been  of  the  same  character. 
I  made  au  enil-to-end  anastomosis,  using  tine  silk.  Two  hours 
after  ihe  work  was  finished  the  patient  had  eight  movements 
of  the  bowels.  Slie  had  been  given  a  dose  of  croton  oil.  She 
recovered.  In  about  two  months'  time  she  developed  cancer 
of  the  liver  and  died.  Postmortem  examination  showed  that 
the  liver  weighed  nearly  eight  pounds  and  extended  to  the 
crest  of  the  ilium.  Its  growth  was  very  rapid.  There  was 
perfect  union  of  the  gut.     Fifteen  inches  had  been  excised. 

Dr.  Emmet. — No  contraction? 

Dr.  Dudley. — No,  the  calibre  of  the  descending  colon  was 
good.  1  tried  to  do  the  operation  again  on  a  splenic  flexion  of 
the  colon,  with  adhesions  involving  the  stomach.  I  abandoned 
it  and  the  patient  died.  I  have  made  end-to-end  anastomosis 
three  times  at  Harlem  Hospital  for  perforation  of  the  gut,  but 
have  not  as  yet  done  the  Maunsell  operation.     It  is  better. 

Dr.  Emmet. — I  think  it  will  present  itself  to  many  as  better 
than  the  ordinary  end-to  end  anastomosis.  I  think  that  is 
almost  sure  to  give  some  constriction,  and  the  Murphy  button 
is  also  apt  to  give  constriction. 

Dr.  Dudley — I  should  make  three  rows  of  sutures  with 
fine  silk,  starting  with  the  omentum,  taking  the  mucous  mem- 
brane first,  then  the  muscular  structure,  making  the  Lembert 
suture  for  the  peritoneal  coat.  In  that  way  it  is  made  air- 
tight.    It  is  a  long  operation. 

Dr.  Emmet. — I  used  the  clamping  pin  introduced  by  Mac- 
Laren,  of  Litchfield,  Conn.,  also  McLaughlin's  clamp.  The 
latter,  I  think,  is  rather  biting. 

Dr.  Broun. — Can  you  recall  where  the  description  of  this 
operation  you  mention  may  be  found? 

Dr.  Emmet. — The  history  of  it  was  worked  up  and  reported 
in  the  Medical  Journal  of  December,  1895,  by  Wiggin,  of  the 
Charity  Hospital. 

Dr.  Dudley  reported  a  rare  case  of 

ABDOMINAL   DROPSY. 

He  said:  I  can  report  an  interesting  case,  but  cannot 
show  specimen,  as  the  patient  is  still  alive.  She  is  a  spare, 
pale,  frail  girl  of  19.  Up  to  three  months  ago  she  was  per- 
fectly well.  While  sweeping  the  floor  one  afternoon  she  was 
taken  with  a  severe  pain  in  the  right  groin.  The  pain  was 
sharp  and  severe.  Her  mother  put  a  mustard  blister  on  her 
and  put  her  in  bed.  For  the  two  days  following  she  was 
nauseated  and  vomited.  From  that  time  she  gradually  in- 
creased in  size,  without  pain;  there  was  only  a  feeling  of  dis- 
comfort. After  a  time  a  physician  was  called,  who  made  a 
diagnosis  of  abdominal  dropsy  and  aspirated  two  quarts  and 
a  half  of  blood-colored  fluid  from  the  abdomen.  He  found  a 
growth  to  the  right  of  the  navel,  which  he  considered  to  be  the 
spleen.  She  ran  a  rapid  heart  and  began  to  develop  goitre 
at  the  same  time.     It  was  thought  that  she  could  not  live,  and 
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she  was  brought  to  New  York  to  see  if  anything  could  be 
done.  I  examined  her  thoroughly,  noted  the  rise  and  fall  of 
temperature  and  pulse  for  two  weeks.  There  was  gradual  re- 
turn of  the  dropsy.  There  was  but  little  enlargement  of  the 
abdomen,  except  in  the  region  of  the  spleen.  1  put  her  on  a 
saturated  solution  of  the  iodide  of  potassium.  Temperature 
and  pulse  came  down.  Gradually  she  distended,  and  I  called 
Dr.  Janeway  in  consultation.  Dr.  Brooks,  of  the  Post-Grad- 
uate,  made  the  blood  test,  finding  little  increase  of  the  white 
cells  or  diminution  of  the  red  corpuscles  over  what  could  be 
readily  accounted  for  b}'  tbe  contents  of  the  abdomen. 

Dr.  Janeway  examined  the  patient  very  carefullj-,  and  in  his 
presence  I  aspirated  her  abdomen  and  drew  away  seventy -three 
ounces  of  bloody  serum.  He  was  inclined  to  think  the  growth 
was  of  a  malignant  character.  Apparently  the  pancreas  oc- 
cupied more  space  in  that  region  than  in  the  region  of  the 
spleen.  I  sent  the  fluid  to  the  laboratory,  and  Dr.  Brooks 
could  find  nothing  to  indicate  that  the  growth  involved  a 
glandular  organ.  He  found  large  quantities  of  sarcomatous 
or  new-growth  cells.  A  few  days  after  the  consultation  I 
opened  the  abdomen,  making  an  incision  over  the  growth.  I 
found  what  I  considered  the  spleen.  It  was  as  large  as  the 
liver.  The  lower  edge  of  it  rested  upon  the  right  crest  of  the 
ilium,  to  its  right  edge.  It  was  two  and  a  half  inches  to  the 
right  of  the  navel  and  quite  down  to  the  region  of  the  appen- 
dix, I  could  not  get  my  hand  far  enough  into  the  abdomen 
to  tell  whether  it  was  pancreas  or  spleen.  It  had  more  the 
shape  of  the  spleen.  The  color  was  tbe  same  as  either  would 
have  under  the  circumstances.  I  could  feel  the  right  lobe  of 
the  liver,  but  not  the  left  on  account  of  adhesions.  Anes- 
thetic could  not  be  given  on  account  of  the  goitre.  In  wash- 
ing out,  a  good  deal  of  free  coagulated  fibrin  escaped.  I  aspi- 
rated the  growth  with  a  large  two-ounce  hypodermatic  syringe 
and  drew  away  some  of  the  fluid  contents.  Dr.  Brooks  was 
unable  to  say  whether  this  fluid  came  from  pancreas  or  spleen. 

At  the  same  time  the  peritoneum  of  the  anterior  abdominal 
wall  became  white  like  tripe  and  of  about  the  same  con- 
sistence. It  was  about  a  quarter  of  an  inch  thick.  There 
was  no  new  growth  upon  the  peritoneum  that  would  indicate 
papilloma,  so  I  sewed  up  the  wound,  and  it  healed  without  rise 
of  temperature. 

The  operation  was  done  eight  days  ago  and  the  patient  is 
now  sitting  up  about  the  room;  temperature  99°  and  a  frac- 
tion, pulse  108.  It  seemed  to  me  a  rare  condition-in  a  girl  of 
19.  She  was  developed  properly;  local  conditions  were  all 
right.  The  left  ovary  was  slightly  cystic,  that  was  all.  She 
will  go  home.  I  think  it  unwise  to  aspirate  her  again,  for 
fear  of  puncturing  the  growth,  causing  it  to  descend  into  the 
pelvis,  when  death  would  follow. 

OflBcial  Transactions. 

Clarence  R.  Hyde, 

Sec7^etary. 
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TRANSACTIONS  OF  THE  OBSTETRICAL 
SOCIETY  OF  LONDON. 


Meeting  of  Wednesday,  April  U,  1000. 
The  President,  Alban  Doran,  F.R.C.S.,  in  the  Chair. 

INCARCERATED  RETRODISPLACED   GRAVID   UTERUS. 

Dr.  J.  MuNRO  Kerr  (Glasgow)  read  a  paper  on  this  subject. 
He  pointed  out  that  three  varieties  of  backward  displacement 
of  the  gravid  uterus  may  be  met  with,  viz.,  "retroflexion," 
"  retroversion,"  and  "  partial  or  incomplete  retroversion,"  and 
that  each  form  is  illustrated  by  one  of  the  cases. 

Case  I. — An  incarcerated,  retroflexed,  gravid  uterus  which, 
after  several  fruitless  attempts  at  replacement,  righted  itself. 
This  occurrence  is  pointed  out  to  be  not  very  uncommon. 

Case  II. — This  case  was  reported  in  full  by  Prof.  Murdoch 
Cameron  in  the  British  Medical  Journal,  October  31,  1896. 
It  was  one  of  incarceration  of  the  retroverted  gravid  uterus, 
in  which  the  uterus  could  not  be  replaced  until  Prof.  Cameron 
opened  the  abdomen,  then  performed  cystotomy  and  emptied 
the  bladder  of  a  large  quantity  of  blood  clot.  He  then  stitched 
up  the  bladder  and  abdomen.  The  pregnancy  continued  to 
full  time.     The  treatment  adopted  in  this  case  is  discussed. 

Case  III. — Partial  retroversion  (sacculation)  of  the  gravid 
uterus  caused  by  a  myoma  in  anterior  wall.  Reduction  of  the 
displacement;  continuance  of  pregnancy.  The  causes  of  this 
form  of  retrodisplacement  are  described. 

Case  IV. — Extrauterine  pregnancy  simulating  and  mistaken 
for  a  retroflexed  gravid  uterus.  Some  reported  cases  are 
referred  to,  and  the  differential  diagnosis  of  the  two  conditions 
is  discussed. 

The  President  had  seen  a  case  of  retroverted  gravid  uterus 
where  the  cervix  was  to  the  right  and  the  elastic  fundus  to  the 
left,  exactly  simulating  extrauterine  pregnancy,  but  a  few 
days'  delay  cleared  up  the  diagnosis.  When  examining  such 
a  doubtful  case  under  anesthesia,  care  should  be  taken  lest  a 
gravid  tube  be  palpated  roughly.  He  referred  to  Unterber- 
ger's  case,  where  a  gravid  uterus,  displaced  by  a  fall  in  the 
first  month,  caused  distension  of  the  bladder  which  forced 
open  the  urachus  and  allowed  the  urine  to  flow  from  the  um- 
bilicus. Rupture  of  an  ovarian  cyst  through  the  umbilicus 
was  diagnosed,  but  Unterberger  emptied  the  suspected  cyst 
by  passing  a  c  theter  through  the  umbilical  opening  and 
another  through  the  urethra.  The  uterus,  retroverted  and  re- 
troflexed, sacculated  and  partially  incarcerated,  righted  itself, 
and  delivery  occurred  at  the  fifth  month. 
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Dr.  Arthur  Giles  had  reported  to  the  Society  two  cases 
where  extrauterine  gestation  had  been  mistaken  for  retrover- 
sion of  the  gravid  uterus,  and  he  now  narrated  a  case  which 
he  had  seen  with  Dr.  Martin,  of  Clapham,  where  a  retroverted 
uterus  simulated  ectopic  gestation.  The  mass  in  Douglas' 
pouch  was  reduced  under  anesthesia,  and  was  then  found  to 
be  distinctly  bilobed,  the  left  lobe  feeling  like  a  gravid  tube. 
In  a  fortnight's  time,  however,  the  uterus  had  recovered  its 
normal  shape,  and  abortion  ensued  two  months  later. 

Dr.  Lewers  criticised  the  treatment  of  the  author's  second 
case.  He  did  not  consider  abdominal  section  should  be  recog- 
nized as  a  method  of  treatment.  He  had  seen  many  cases  at 
the  London  Hospital  where  the  retention  of  urine  had  been 
extreme,  over  five  pints  of  urine  having  been  drawn  off,  and  in 
at  least  two  of  these  there  was  hematuria,  but  in  none  had 
abdominal  section  been  suggested.  His  treatment  was,  after 
emptying  the  bladder,  to  replace  the  uterus,  preferably  under 
anesthesia,  or  to  encourage  the  uterus  to  rise  spontaneously  by 
rest  in  bed,  and  regular  evacuation  of  the  bladder.  Such  spon- 
taneous reposition  was  not  unusual.  In  Prof.  Cameron's  case 
(Case  2),  he  suggested  that  the  urethra  might  have  been 
dilated  and  the  clots  removed  b}-  forceps  and  irrigation;  and  if 
the  bladder  had  been  kept  empty  for  a  few  days  and  the  pa- 
tient kept  in  bed,  he  believed  the  uterus  would  have  been 
spontaneously  replaced. 

Dr.  Box  all  emphasized  the  advantage  of  rest,  and  especially 
of  anesthesia,  in  reducing  the  impacted  uterus.  As  an  instance 
of  spontaneous  reduction  occurring  after  rest  in  bed,  he  nar- 
rated a  case  of  retroverted  gravid  uterus,  with  a  fibroid  in  the 
posterior  uterine  wall,  which  had  been  mistaken  for  an  extra- 
uterine pregnancy.  He  failed  to  reduce  the  uterus  by  gentle 
manipulation,  but  a  few  daj^s  in  bed,  followed  by  an  anesthet- 
ic, allowed  the  uterus  to  spontaneously  regain  its  position. 
This  at  once  revealed  the  true  nature  of  the  case. 

Dr.  Charles  Morris  referred  to  a  case  he  had  seen  in  the 
late  Dr.  Matthews  Duncan's  wards  in  which  there  was  extreme 
retention  of  urine  with  hematuria.  A  complete  cast  of  the 
bladder  was  subsequently  passed  per  urethram,  and  complete 
recovery  ensued.  He  thought  few  cases  would  call  for  abdom- 
inal section,  the  possible  exception  being  where  the  uterus  was 
bound  down  by  firm  adhesions;  but  in  such  cases  abortion 
would  probably  take  place  at  an  earlier  period  than  an  opera- 
tion would  be  contemplated. 

Dr.  Hubert  Roberts  asked  if  Case  4,  where  an  extra- 
uterine gestation  had  been  diagnosed  as  a  retroverted  gravid 
uterus,  was  one  of  intraperitoneal  hematocele  following  a  rup- 
ture. He  thought  the  best  way  to  differentiate  between  these 
two  conditions  was,  as  Dr.  Cullingworth  had  insisted,  to 
examine  bimanuallj'  under  anesthesia,  when,  in  the  case  of 
hematocele,  the  body  of  the  uterus  would  be  felt  to  be  lying 
above  the  pubes  in  front  of  the  swelling.  Dr.  Eoberts  did  not 
believe  that  abdominal  section  could  ever  be  necessary  to  effect 
44 
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reduction  of  a  retrovertetl  gravid  uterus,  and  could  find  no 
evidence  that  such  a  course  had  ever  been  adopted  at  St.  Bar- 
tholomew's Hospital. 

Dr  Amand  Routh  had  seen  a  case  of  impacted  retroverted 
gravid  uterus  diagnosed  as  hematocele,  but  an  examination 
under  anesthesia  would  alwaj'S  clear  up  the  diagnosis.  Every 
case  he  had  seen  had  been  capable  of  reposition  without 
abdominal  section.  He  had  now  in  his  ward  at  Charing  Cross 
Hospital  a  case  where  retention  of  urine  with  this  condition  had 
persisted,  with  overflow,  for  the  fourteen  days  before  admis- 
sion, and  where  one  hundred  and  fifty- four  ounces  of  urine  had 
been  drawn  off.  It  had  taken  three  weeks  for  the  bladder  to 
nearly  recover  its  muscular  tone,  and  even  now  there  was 
about  an  ounce  of  residual  urine,  and  pus  was  still  present  in 
the  deposit. 

Mr.  Butler  Smythe  asked  how  long  efforts  at  reduction 
had  bepn  persisted  in  previous  to  the  operation  in  Case  2. 
He  thought  abdominal  section  in  such  cases  was  uncalled  for, 
as  it  increased  the  risk  to  the  patient. 

Dr.  Herbert  Spencer  had  not  yet  seen  a  case  of  retrover- 
sion of  the  gravid  uterus  in  which  it  had  not  been  possible  to 
replace  the  organ.  Sometimes  the  replacement  had  not  been 
effected  at  the  first  attempt,  and  sometimes  the  organ  had 
righted  itself  after  ineffectual  attempts  at  replacement  had 
been  made.  In  some  cases  the  replacement  had  at  first  not 
been  complete  (possibly  owing  to  slight  adhesions),  but  by  rest 
and  keeping  the  bladder  empty  the  uterus  had  been  enabled  to 
return  to  its  normal  position.  He  considered  that  the  only 
cases  requiring  abdominal  section  were  those  in  which  the 
retroverted  organ  was  fixed  by  strong  adhesions. 

In  reply.  Dr.  Munro  Kerr  admitted  that  cases  requiring 
abdominal  section  were  very  rare,  but  there  was  absolutely  no 
doubt  that  in  some  cases  the  uterus  could  not  be  replaced  by 
the  ordinary  measures.  As  evidence  of  this  he  quoted  Dr.  W. 
Hunter's  classical  case,  where  at  the  postmortem  examination 
the  fundus  could  only  be  raised  after  the  symphysis  had  been 
divided.  Olshausen  and  others  in  such  irreducible  cases  had 
advised  extirpation  of  the  organ,  and  Jacobs,  after  opening 
the  abdomen,  had  only  succeeded  in  raising  the  uterus  after 
separating  the  dense  adhesions  which  fixed  it  to  the  pouch  of 
Douglas.  He  thought  in  these  difficult  cases  abdominal 
section  was  preferable  to  either  extirpation  or  incision  of  the 
uterus. 

Specimens. — The  following  specimens  were  shown:  Dr. 
Culling  WORTH:  Incarcerated  fibromyoma  in  an  unusually 
young  subject.  Dr.  A.  F.  Stabb:  Myxomyoma  (sarcoma  ?) 
of  uterus.  The  President:  Tubal  mole  with  three-quarter 
inch  fetus,  in  perfect  preservation.  Dr.  W.  Duncan:  Tubo- 
ovarian  mole.  Dr.  Addinsell:  Fibroma  of  the  ovary.  Dr. 
Macnaughton  Jones:  Ovarian  cystoma  complicating  preg- 
nancy. Dr.  Arnold  Lea:  Sarcoma  vaginte  in  a  child  aged 
3  years,  with  microscopical  section. 
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OBSTETRICS. 

Treatment  of  Tumors  complicating  Pregnancy. — In  a 
paper  on  this  subject  Brooks  H.  Wells  *  saj's:  In  the  early 
stages  of  Cancer,  impregnation  frequently  occurs  and  two- 
thirds  of  the  cases  go  on  toward  term.  The  cancer,  under  the 
stimulus  of  the  increased  circulation  and  succulence  of  the  tis- 
sues incident  to  the  pregnancy,  grows  and  spreads  with  ex- 
treme luxuriance,  and  the  cachexia  increases  rapidly.  Some 
of  the  women  die  before  term  from  exhaustion  or  from  a  sep- 
tic infection  from  the  breaking-down  cancer  tissue — an  infecticm 
which  maj^  be  the  result  of  bruising  incident  to  even  repeated 
digital  examinations.  If  they  abort  there  is  increased  risk 
from  sepsis  and  hemorrhage.  If  labor  at  term  occurs  over  3o 
per  cent  succumb  when  delivery  occurs  spontaneously — many 
of  these  from  rupture  of  the  uterus — while  about  50  per  cent 
die  where  the  aid  of  forceps  or  version  or  craniotomy  has  in- 
creased the  traumatism  and  subsequent  exhaustion,  hemor- 
rhage, sloughing,  and  sepsis.  About  40  per  cent  of  the  chil- 
dren are  born  dead,  and  nearly  all  are  of  feeble  vitalit}'. 

In  the  presence  of  cancer  of  the  cervix  it  is  usuallj^  impos- 
sible to  be  certain  of  pregnancy  before  the  end  of  the  third 
month.  Here  the  child  should  be  entirely  ignored,  for  the 
operative  indication  is  even  more  urgent  than  in  the  unimpreg- 
nated  condition.  While  the  uterus  is  j'et  small  it  and  the 
upper  vagina  should  be  removed  by  vaginal  hysterectomy  or 
by  Werder's  operation. 

When  the  conditions  are  favorable  the  vaginal  operation  is 
best.  It  should  be  begun  by  a  circular  incision  of  the  vagina 
four  to  six  centimetres  below  the  cervix,  the  vaginal  walls 
being  dissected  off  so  as  to  form  a  cuff  about  the  cervix,  and 
clamped  together  by  forceps,  as  suggested  by  Goffe,  so  as  to 
shut  off  the  cervix  and  its  infectious  material.  The  operation 
is  then  finished  in  the  usual  manner. 

When  the  disease  is  more  advanced  or  the  body  of  the  ute- 
rus is  larger  Werder's  method  is  advisable.  Here  the  ovarian 
and  uterine  arteries  are  tied  off  through  an  abdominal  incision 
and  the  uterus  freed  from  bladder  and  broad  ligament  without 
cutting  through  the  vaginal  wall.  The  vagina  is  then  freed 
from  its  attachments  by  blunt  dissection  as  far  down  as  is 
thought  advisable,  and  the  uterus  drawn  down  and  out  through 
the  vulva  by  stout  traction  forceps  attached  to  the  cervix. 
The  peritoneum  is  then  united  over  the  fundus,  the  abdominal 
wound  closed,  and  the  operation  completed  by  removing  the 
uterus  after  dividing  the  inverted  vagina  at  the  point  selected. 
If  the  uterus  is  too  large  to  pass  easily  through  the  vagina 
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in  this  way,  a  supravaginal  amputation  should  be  made  to 
lessen  its  bulk  before  the  removal  below  of  the  cervix  and 
vagina.  This  method  is  ideal  in  that  it  avoids  any  contami- 
nation of  the  peritoneal  cavity  or  of  any  cut  surface  by  septic 
or  cancerous  matter. 

When  the  condition  is  discovered  during  the  fourth  or  fifth 
month  of  pregnancy,  immediate  combined  hysterectomy  is  still 
the  procedure  of  choice.  During  the  sixth  month  and  later 
the  viability  of  the  child  must  be  considered,  and  the  question 
of  waiting  until  this  is  assured  comes  up.  When  the  child  is 
viable  induced  labor  and  hysterectomy,  or  Cesarean  section 
and  removal  of  uterus  and  vagina,  should  be  done. 

When  the  case  is  first  seen  at  term  we  may  find  cancer  at  so 
early  a  period  that  its  diagnosis  is  uncertain.  At  this  stage  it 
does  not  prevent  dilatation  of  the  cervix,  but  predisposes  to 
deep  tears.  Where  the  disease  is  more  advanced,  but  still  con- 
fined to  one  lip,  it  may  be  scraped  and  cut  away,  and  dilatation 
aided  by  multiple  incisions  and  rupture  of  the  membranes,  so 
that  the  pressure  of  the  head  may  aid  in  controlling  the  bleed- 
ing, which,  however,  is  not  usually  alarming.  Where  the 
cervix  is  extensively  involved,  or  where  the  cancerous  masses 
are  large,  Cesarean  section  and  immediate  removal  of  the  ute- 
rus and  vagina  is  indicated.  In  these  instances  craniotomy  on 
a  living  child  is  not  justifiable,  as  the  mother  is  doomeid  in  any 
case,  and  the  crushing  and  tearing  incident  to  forcible  delivery 
will  probably  hasten  her  death  more  than  the  abdominal  section. 

Where  cancer  affects  vulva,  vagina,  or  rectum,  remove  the 
masses  if  small  and  deliver  per  vaginam,  but  if  the  disease  is 
advanced  the  abdominal  incision  gives  the  best  results. 

Fibroma  — In  the  presence  of  uterine  fibroids  the  chance  of 
pregnancy  is  certainly  lessened,  and  when  pregnant  the  risk 
of  abortion  is  increased.  Abortion  in  these  cases  is  particu- 
larly dangerous  from  hemorrhage  and  sepsis.  It  is  certain 
that  fibroids  grow  very  rapidly  when  stimulated  by  the  in- 
creased blood  supply  incident  to  pregnancy,  that  they  show  an 
increased  liability  to  inflammation  and  to  cystic  degenerations, 
often  become  very  soft  and  succulent,  and  that  they  also  quite 
frequently  shrink  rapidly  or  disappear  during  the  puerperal 
period.  This  sudden  augmentation  in  size,  especially  when  the 
growth  occupies  the  upper  part  of  the  cervix,  rapidly  increases 
any  pressure  symptoms  that  may  have  been  present  before 
impregnation.  Interstitial  tumors,  whether  single  or  multiple, 
grow  most  rapidly,  particularly  in  cases  where  the  uterine  wall 
is  much  thickened.  Subperitoneal  tumors,  especially  pedun- 
culated, if  near  the  fundus,  do  not  grow  so  rapidly  and  are  not 
so  important  in  their  effect  on  labor,  unless  where  very  large. 
With  submucous  tumors  of  the  body  of  the  uterus  pregnancy 
very  rarely  occurs  and  practically  always  ends  in  abortion.  In 
general  the  higher  the  situation  of  the  tumor  and  the  more  it 
approaches  the  subperitoneal  type,  the  less  the  danger;  the 
most  serious  cases  being  those  where  the  fibroid  occupies  the 
pelvic  cavity. 
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The  presence  of  a  fibroid  is  a  cause  for  ineflBcient  or  irregu- 
lar uterine  contractions,  and,  as  the  proper  uterine  retraction 
is  interfered  with,  postpartum  and  puerperal  hemorrhage  be- 
comes a  serious  danger.  The  condition  predisposes  to  a  vicious 
insertion  of  the  placenta  and  to  malpresentations  of  the  fetus. 
Uterine  rupture  is  not  uncommon,  being  favored  by  the  ob- 
struction offered  by  the^tumor  and  by  the  degenerative  changes 
in  the  uterine  wall  caused  by  the  presence  of  the  fibroid.  In- 
flammation and  sloughing  of  the  tumor  from  the  pressure  and 
bruising  to  which  it  is  subjected  during  labor  is  very  common 
and  brings  with  it  a  most  grave  risk  from  sepsis. 

Excluding  subperitoneal  tumors  of  the  fundus,  the  maternal 
mortality  in  labor  complicated  by  fibroids  has  been  in  the 
past  over  forty  per  cent  and  the  mortality  to  the  fetus  nearly  as 
much. 

Treatment. — Before  labor.  With  small  subperitoneal  tu- 
mors of  the  fundus  and'a  pregnancy  well  advanced  expectant 
treatment  is  allowable,  but  during  the  early  months  of  gesta- 
tion myomectomy  is  indicated  and  can  often  be  done  without 
interrupting  the  pregnancy.  Where  the  tumor  is  at  the  lower 
uterine  pole  enucleation  per  vaginam  is  best,  as  a  waiting  plan 
exposes  the  patient  to  grave  risks.  With  interstitial  tumors 
of  the  body  of  the  uterus  supravaginal  hysterectomy  is  better 
than  either  abortion  or  premature  labor,  and  is  easy  because  of 
the  relaxation  of  the  broad  ligaments  caused  by  the  pregnancy. 

During  labor.  With  fundal  tumors  it  is  only  necessary  to 
be  ready  to  secure  contraction  during  the  third  stage.  If  post- 
partum hemorrhage  occurs,  explore  the  cavity  of  the  uterus 
with  the  hand,  as  sometimes  fibroids  are  found  that  can  be 
easily  enucleated,  and  then  pack  with  gauze.  Give  ergot.  In- 
version occasionally  follows  delivery  with  tumors  of  the  fundus 
and  necessitates  immediate  enucleation  and  replacement  or,  if 
this  be  impossible,  hysterectomy.  If  the  fibroid  obstructs  labor 
and  is  in  the  anterior  wall,  it  may  sometimes  be  pushed  out  of 
the  way  with  the  patient  in  the  knee-chest  position,  or  it  may 
be  drawn  above  the  brim  by  the  uterine  contractions.  This 
cannot  happen  if  the  tumor  is  lateral  or  posterior.  Tumors  of 
the  cervix  must  be  enucleated  when  possible,  as,  even  when 
very  small,  enucleation  is  less  dangerous  than  forcible  delivery. 
Fibroid  polyp  detected  only  after  labor  should  still  be  removed, 
as  it  is  apt  to  slough  and  cause  sepsis. 

If  the  fibroid  obstructs  labor  and  cannot  be  gotten  out  of  the 
way,  it  is  nearly  always  better  to  do  a  radical  abdominal  ope- 
ration than  to  run  the  very  grave  risks  of  sloughing  and  sepsis 
which  so  often  follow  forcible  delivery  by  forceps  or  version. 
To  be  successful  these  operations  must  be  done  early,  as  mat- 
ters of  election,  and  not  late  when  the  patient  is  exhausted, 
bruised,  and  septic.  If  any  sign  of  inflammation  or  slough 
appears  after  labor,  it  must  always  be  regarded  as  an  absolute 
indication  for  removal  of  the  tumor. 

Ovarian  Tumors. — Cysts  or  solid  tumors  of  the  ovar}^  form 
a  rare  complication  of  pregnancy  and  labor.     Small  tumorg, 
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especially  dermoids,  are  most  dangerous,  as  they  are  most  likely 
to  become  impacted  in  the  pelvis.  Largo  cysts  are  not  likely  to 
block  the  pelvis,  but  the}"  produce  great  discomfort  from  pres- 
sure aud  are  particularlj-  liable  to  rotation  and  twisting,  or 
even  tearing  off  of  their  pedicles.  The  dangers  incident  to  de- 
livery b}'  forceps,  version,  or  puncture  are  so  great  that  the 
records  show  a  mortality  of  nearly  fifty  per  cent  from  twisted 
pedicle,  rupture  of  cyst,  intracystic  bleeding,  suppuration  of 
cyst  contents,  intestinal  occlusion,  septic  infection,  and  perito- 
nitis. 

2'reatment. — When  seen  early  in  pregnancy  there  is  no 
doubt  but  that  an  abdominal  section,  preferably  by  an  inter- 
muscular incision  similar  to  that  now  employed  in  operations 
for  appendicitis,  with  removal  of  the  cysts,  gives  the  best 
results. 

After  the  fifth  month,  if  the  cyst  is  not  impacted  and  not 
large,  it  is  right  to  wait  until  the  fetus  is  surely  viable  before 
operating,  but  the  patient  must  be  kept  under  constant  super- 
vision. 

At  term,  if  the  cyst  is  small,  the  child  may  be  driven  past  it 
by  the  natural  efforts  of  the  mother.  At  times  the  cyst  may 
be  pushed  above  the  brim,  the  patient  being  anesthetized  if 
necessary  and  put  in  the  knee-chest  position. 

If  the  cyst  is  not  impacted  and  labor  is  progressing  well, 
operation  should  be  deferred  until  after  the  birth  of  the  child. 
With  an  impacted  cyst,  puncture  or  incision  through  the  vagina, 
and  delivery  by  version  or  forceps,  would  seem  the  most  nat- 
ural thing  to  do,  but  its  mortality  is  so  great  that  it  can  only 
very  rarely  be  justified.  Cesarean  section  or  supravaginal 
hysterectomy  and  removal  of  the  cyst  offer  far  greater  chances 
of  safety  to  both  mother  and  child. 

Labor  may  be  obstructed  by  bony  outgrowths  over  certain 
of  the  pelvic  joints,  enchondroma,  cysts  of  the  pelvis,  hydatid 
cysts,  sarcoma  or  cancerous  infiltration,  displaced  kidney,  and 
by  the  muscle  mass  that  sometimes  results  from  ventral  fixa- 
tion of  the  uterus.  In  any  of  these  conditions  labor  may  ter- 
minate through  the  pelvic  channel  when  the  mass  can  be 
pushed  aside  or  removed,  but  where  the  obstruction  is  serious 
Cesarean  section  by  modern  methods  will  save  more  lives  than 
forcible  dragging  of  the  child  through  the  pelvis.  The  au- 
thor's experience  is  that  during  pregnancy  abdominal  opera- 
tions in  general  are  well  borne,  and,  because  of  the  elasticity 
and  succulence  of  the  tissues,  are  not  as  difficult  as  would  be 
supposed.  Where  possible  see  that  the  excretory  organs  are 
put  in  the  best  possible  condition.  Avoid  all  unnecessary 
hemorrhage,  and  particularly  use  the  most  rigid  precautions 
against  any  septic  infection. 

Pain  as  a  Pathognomonic  Symptom  of  Ectopic  Preg- 
nancy.— Henry  C.  Coe^  states  that  pain  alone,  when  not 
accompanied  by  a  clear  history  of  menstrual  irregularity, 
symptoms  of  pregnancy,  and  the  presence  of  a  tumor  at  the 
side  of  the  uterus  or  in  Douglas'  pouch,  known  to  be  of  recent 
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development,  is  pathognomonic  of  extrauterine  pregnancy  only 
under  certain  conditions,  viz, :  The  pain  is  of  a  sharp,  colicky 
character,  distinctly  localized  on  one  side,  attended  with  faint- 
ness  more  or  less  marked,  and  is  usually  followed  by  intervals 
of  hours  or  days  of  complete  remission.  The  pulse  is  accele- 
rated during  the  attacks,  but  there  is  no  rise  of  temperature. 
The  latter  is  an  important  symptom  distinguishing  ectopic 
from  inflammatory  conditions.  The  violent  tearing  pain 
attending  intraperitoneal  rupture  is  accompanied  by  the 
unmistakable  evidence  of  internal  hemorrhage.  In  extraperi- 
toneal rupture  the  symptoms  vary  in  severity  according  to  the 
amount  of  blood  lost,  but  soon  subside,  being  succeeded  by  the 
usual  evidences  of  pressure  resulting  from  a  mass  in  the  folds 
of  the  broad  ligament  which  displaces  the  pelvic  organs.  A 
persistent  pain  followiug  the  acute  attack  may  indicate  local- 
ized peritonitis. 

Cesarean  Section  Secondary  to  Gunshot  Wounds. — 
H.  L.  Nietert '  reports  the  case  of  a  girl  19  years  old  who  was 
shot  in  the  lower  abdomen,  the  bullet  passing  through  her 
gravid  uterus  from  above  downward.  The  abdomen  was 
opened,  and  after  a  careful  examination  it  was  decided  to 
perform  a  Cesarean  section.  The  child  was  found  to  have  a 
quite  severe  wound  in  one  arm.  The  mother  survived  the 
operation,  but  the  child  died  at  the  end  of  six  houjs. 

Extrauterine  Pregnancy. — J.  "Whitney  Hall'"  reports  a 
case  of  this  kind,  in  which  the  interesting  points  are  as  follows: 
Ovum  in  left  tube  became  impregnated  about  December  3,  1898. 
The  tube  was  injured  by  a  blow  during  a  fight  on  December  9. 
The  tube  ruptured  in  April,  1899,  and  the  fetus,  enclosed  in  the 
placenta,  escaped  into  the  broad  ligament  and  continued  its 
growth  to  maturity.  On  September  1,  at  the  time  supposed 
labor  pains  came  on,  the  child  died.  The  woman  carried  the 
dead  child  three  months,  when  it  was  removed. 

Management  of  Puerperal  Infection. — F,  W.  Sears"  states 
that  we  are  often  called  upon  to  attend  patients  when  the  sys- 
tem has  been  severely  taxed  b}*  the  amount  of  poisons  absorbed 
from  the  products  of  putrefaction,  and  it  is  our  purpose  to  arrest 
this  absorption  by  the  safest  and  quickest  method.  The  linger 
or  fingers  of  the  physician  passed  into  the  uterus  to  remove 
portions  too  large  to  be  washed  away  or  to  serve  as  a  guide  to 
their  removal  by  a  pair  of  small  placental  forceps,  and  this  fol- 
lowed by  a  thorough  intrauterine  irrigation  with  sterilized 
water  or  any  other  aseptic  non-irritating  solution,  will  most 
effectually  stop  the  absorption.  If,  after  repeated  irrigations, 
we  fail  to  relieve  the  symptoms,  we  may  find  it  necessary  to 
resort  to  the  curette,  and  this  should  be  done  carefully  and 
thoroughly,  remembering  also  that  there  is  danger  of  perfora- 
tion and,  if  any  septic  material  is  left,  an  increased  absorption. 
After  curetting,  the  uterus  should  be  irrigated  and  packed 
with  gauze.  If  there  is  a  sudden  rise  of  temperature  the  gauze 
should  be  removed  and  the  uterus  irrigated.  In  septic  cases 
he  believes  that  the  curette  is  contraindicated.     Here  frequent 
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irrigations  with  a  safe  antiseptic  solution  should  be  our  main 
local  treatment.  In  giving  a  uterine  douche  Sears  prefers  an 
ordinary  curved  glass  irrigator. 

Disorders  of  the  Nervous  System  during  and  after  the 
Puerperium. — Sanger'^  reports  six  cases  of  nervous  disturb- 
ances appearing  during  and  after  the  puerperium,  which  are 
classed  as  neuritis  puerperalis.  Their  probable  cause  is  an 
auto-intoxication  with  excrementitious  substances  and  they  are 
usually  of  a  polyneurotic  character. 

Case  I. — A  woman,  36  years  old,  always  well,  had  a  normal 
confinement.  Shortly  before  the  onset  of  labor  she  complained 
of  diminished  power  and  tingling  sensations  in  the  left  arm. 
After  delivery  the  same  symptoms  were  also  noticed  in  the 
right  arm,  and  within  a  few  days  both  upper  and  lower  ex- 
tremities were  completely  paralyzed.  The  pains  extended  to 
the  diaphragm  and  temporarily  to  the  pharynx  and  rectum. 
Infection  and  other  intoxicating  poisons  could  positively  be 
excluded.  In  about  six  weeks  she  had  regained  some  power 
in  the  extremities,  but  nearly  ten  months  elapsed  before  she 
had  fully  recovered. 

Case  II. — A  woman,  30  years  old,  with  a  negative  history, 
passed  through  a  normal  delivery  and  puerperium.  Three 
weeks  later  she  was  seized  with  an  acute  general  polyneuritis 
resembling  Landry's  paralysis;  periodical  paralysis  of  rec- 
tum; sudden  death.  Microscopical  examination  of  brain  and 
spinal  cord  showed  nothing  abnormal.  There  were,  however, 
extensive  changes  in  the  peripheral  nerves  and  the  vagus.  Bac- 
teriological examination  proved  negative. 

Case  III. — Woman  with  negative  history.  Normal  delivery, 
afebrile  puerperium.  After  a  few  weeks,  sensation  of  numb- 
ness in  the  fingers  and  loss  of  power  in  the  lower  extremities;, 
vesical  tenesmus;  reaction  of  degeneration  in  the  muscles  of 
the  calf  and  fingers.  Complete  recovery  after  the  lapse  of  four 
months. 

Case  IV. — On  the  fifth  day  of  an  afebrile  puerperium,  pain 
in  left  arm  and  hand.  Diagnosis:  neuritis  of  the  median  and 
ulnar  nerves  of  the  left  side.     Rapid  recovery. 

Case  V. — Multipara,  age  24  years.  She  had  always  been 
healthy  and  strong.  Normal  delivery,  no  temperature  after- 
ward. Ten  days  post  partum  complained  of  pain  in  lower 
extremities,  followed  successively  by  the  same  symptoms  in 
the  right  and  the  left  arms.     Gradual  recovery. 

In  the  sixth  case  the  symptoms  were  largely  ocular,  retro- 
bulbar neuritis  with  absolute  blindness  appearing  suddenly 
without  any  warning  during  the  progress  of  a  normal  puer- 
perium. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Experiments  on  Intestinal  Suture. — Walter  Edmunds 
and  E.  C.  Stabb  '  have  made  a  number  of  experiments  on  dogs 
to  determine  the  best  method  of  circular  suture  of  the  intes- 
tine.    The   methods  contrasted  were  by  use  of  (1)  Halsted's 
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inflated  rubber  cylinders,  (2)  Murphy's  button,  and  (3)  Tap- 
lace's  intestinal  forceps.  Seven  experiments  by  each  method 
were  made,  with  the  result  that  all  7  dogs 'in  which  the 
Halsted  cylinders  were  used  recovered,  with  the  Murphy  but- 
ton only  5  recovered,  and  of  the  7  with  Taplace's  forceps  only 
4  were  successful.  The  failures  were  due  to  non-union.  As 
far  as  the  above  results  go,  the  verdict  is  entirely  in  favor  of 
Halsted's  method. 

Intermenstrual  Dysmenorrhea.— Malcolm  Storer,'*  after 
having  reviewed  45  cases  of  this  disease,  has  gathered  together 
the  following  facts: 

1.  As  regards  the  regularity  of  the  pain,  in  all  it  appeared 
practically  every  month  except  when  pregnancy  intervened. 
In  22  pain  always  occurred  on  a  definite  day  from  the  begin- 
ning of  the  last  menstruation.  In  13  there  was  a  variation  of 
two  days,  and  in  4  of  four  days.  In  2  with  irregular  men- 
struation it  occurred  on  a  definite  day  before  the  next  men- 
struation. 

2.  As  regards  day  of  appearance,  counting  from  the  first 
day  of  the  previous  menstruation,  in  20  it  appeared  on  the 
fourteenth  day,  in  7  from  the  twelfth  to  fourteenth  day,  in 
6  from  the  thirteenth  to  fifteenth  day,  in  2  on  the  sixteenth 
day,  in  1  on  the  fifteenth  day,  in  1  on  the  seventeenth  day,  and 
in  1  on  the  eighteenth  day.  Thus,  in  41  cases  it  came  from 
the  twelfth  to  the  sixteenth  day. 

3.  As  to  its  character,  in  a  large  number  of  cases  its  parox- 
ysmal character  was  spoken  of,  the  attacks  either  coming  at 
intervals  of  several  hours  and  lasting  five  to  fifteen  minutes, 
or  else  there  being  constant  pain  with  marked  exacerbations, 
often  of  the  greatest  severity,  and  subjectively  much  like 
labor  pains.  In  about  half  the  cases  the  pain  resembles  that 
of  menstruation;  in  the  rest  it  is  "entirely  different."  In  9 
there  was  no  pain  with  menstruation. 

4.  As  to  duration,  in  10  it  lasted  2  days,  in  9  three  days,  in  8 
one  day,  and  in  only  4  did  it  last  four  or  more.  In  most  of 
these  it  could  be  inferred  that  it  reached  its  maximum  on  the 
first  or  second  day. 

0.  As  to  seat,  in  14  the  pain  was  sharply  limited  to  one  side, 
with  fairly  regular  alternations  in  2  cases;  in  12  it  was  more 
general. 

6.  As  to  character  of  discharge,  in  none  of  these  cases  was 
there  associated  with  the  pain  any  discharge  like  that  of  men- 
struation, although  in  2  it  was  slightly  sanguineous. 

Diffuse  Septic  Peritonitis. — G.  R.  Fowler,'  contrary  to  the 
ordinary  belief,  states  that  the  head  of  the  patient  with  diffuse 
septic  peritonitis  should  be  raised  instead  of  his  feet,  and  thus 
hinder  the  rapid  absorption  of  the  septic  material.  In  the 
pelvis  we  find  that  the  non-absorptive  character  of  the  perito- 
neum is  apparent.  Microscopical  study  of  this  portion  of  the 
peritoneum  reveals  the  fact  that,  while  it  is  rich  in  capillary 
lymphatics,  large  lymph  trunks  and  stomata  are  comparatively 
absent.     The  smaller   lymph  vessels  of  this  region  become 
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much  more  rapidly  obstructed,  and  hence  absorption  from  this 
region  proceeds  very  slowly,  and  finally  ceases  altogether,  the 
arrest  being  coincident  with  plugging  of  the  capillary  lymph 
vessels  with  l3nnph  thrombi,  the  result  of  infection  and  conse- 
quent inllammation  of  the  lymph  vessels  themselves,  aided  by 
pressure  from  without,  the  latter  resulting  from  peri-  and 
paralj'mphangitis.  This  cessation  persists  until  the  toxic 
properties  of  the  contents  of  the  pelvic  cavity  are  either 
destroyed  or  neutralized,  when  absorption  is  resumed  through 
some,  but  not  all,  of  the  vessels.  Many  of  the  latter  remain 
permanently  closed.  The  latter  circumstances  correspond  to 
the  clinical  fact  that  in  some  patients  many  attacks  of  pelvic 
peritonitis  result  in  the  formation  of  chronic  exudates,  due  to 
the  inability  on  the  part  of  the  absorbents  to  remove  the  latter, 
at  least  for  a  long  time. 

It  is  likewise  probably  true  that  a  certain  immunity  is  con- 
ferred upon  the  peritoneal  structure  of  the  pelvis  through 
previous  attacks.  And  inasmuch  as  invasion  of  the  pelvic 
cavity  may  readily  occur  through  fecal  stasis  in  the  adjacent 
rectum  in  both  sexes,  and  through  the  open  mouths  of  the  Fal- 
lopian tubes  in  the  female,  it  is  fair  to  assume  that  a  certain 
degree  of  immunity  or  non-susceptibility  is  possessed  by  the 
peritoneum  in  that  region  through  the  permanent  closure  of 
its  lymphatics,  which  is  not  sbared  by  that  in  the  other 
regions. 

Reasoning  from  the  facts  above  set  forth,  the  practical  sur- 
geon should  be  able,  in  support  thereof,  to  bring  to  bear  evi- 
dence that  the  pelvic  peritoneum  is  less  liable  to  become  the 
seat  of  danger  in  cases  of  septic  invasion  of  the  latter.  He 
should  be  able  to  show,  first,  that  the  pelvic  peritoneum  pos- 
sesses a  certain  degree  of  non-susceptibility  to  bacterial  inva- 
sion; second,  that  when  this  does  occur  the  spread  therefrom 
is  sufficiently  slow  to  permit  of  the  formation  of  exudative 
barriers  protecting  the  more  susceptible  enteronic  and  dia- 
phragmatic areas;  and  third,  that  the  occurrence  and  retention 
of  large  quantities  of  septic  fluid  in  the  pelvic  cavity  do  not 
give  rise  to  the  symptoms  referable  to  the  system  in  general 
characteristic  of  the  presence  of  such  fluid  in  the  cavity  of  the 
peritoneum. 

In  support  of  his  theory.  Fowler  reports  9  cases  of  this 
variety  in  which  he  raised  the  head  of  the  bed,  all  of  the  cases 
recovering.  The  elevation  of  the  bed  from  the  horizontal 
shall  be  at  least  from  twelve  to  fifteen  inches.  In  order  to 
prevent  the  patient  from  sliding  down  in  the  bed,  a  large  pillow 
is  placed  folded  beneath  the  flexed  knees,  and  upon  this  the 
buttocks  rest.  The  pillow  is  prevented  from  sliding  by  a  piece 
of  stout  bandage  passed  through  at  the  folded  portion  and 
secured  to  the  sides  of  the  bedstead. 

Gall  Stones. — A.  H.  Cordier"  comes  to  the  following  de- 
ductions after  a  study  on  this  subject:  Cholelithiasis  is  of 
frequent  occurrence  and  usually  gives  rise  to  manifest  symp- 
toms, either  severe  or  obscure.     Cholesterin  as  a  gall-stone- 
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producing  agent  must  be  present  in  an  abnormal  quantity. 
Cholesterin  is  in  a  great  measure  a  product  resulting  from  the 
destruction  and  disintegration  of  the  epithelium  of  the  biliary 
ducts  and  gall  bladder.  Bilirubin  calcium,  an  insoluble 
compound,  the  outgrowth  of  the  union  of  bilirubin  and  lime 
salts,  forms  the  nucleus  of  almost  all  the  stones  formed  in  the 
ducts  and  the  majority  of  those  formed  in  the  gall  bladder. 
Jaundice,  ptomaine  poisoning,  and  suppuration  are  late  symp- 
toms of  cnolelithiasis.  Dyspeptic  symptoms,  swarthy  skin, 
uneasiness  in  region  of  gall  bladder  (congestion  of  liver),  and 
loss  of  weight  are  some  of  the  remote  and  local  outgrowths  of 
the  presence  of  gall  stones.  Inflammatory  diseases  of  the 
duodenum  and  bile  passages  are  the  most  direct  causative 
factors  in  the  production  of  gall  stones.  Some  cases  get  well 
without  any  assistance  from  the  physician  or  surgeon,  yet  the 
progress  of  the  cases  that  terminate  favorably  without  sur- 
gery can  be  greatly  assisted  by  the  physician.  The  surgery  is 
especially  difficult  and  the  inexperienced  should  not  under- 
take to  do  it.  A  ball- valve  stone  usually  continues  giving  rise 
to  sj^mptoms  until  removed  by  surgery.  Stones  in  gall  blad- 
der producing  septic  symptoms  should  be  removed. 

Operative  Treatment  of  Fibroids. — W.  L.  Burrage'  re- 
ports three  cases  of  fibroids  treated  by  conservative  operations. 
In  one  case  abdominal  myomectomy  was  performed  and  eleven 
subperitoneal  nodules  removed.  In  another  case  he  did  vagi- 
nal myomectom}^,  removing  a  fibroid  from  the  anterior  wall  of 
the  uterus.  The  last  case  was  one  of  the  submucous  variety 
and  was  removed  by  morcellation.  All  of  the  patients  made 
good  recoveries. 

1.  If  the  tumor  is  of  small  size,  of  submucous  evolution,  and 
projects  into  the  uterine  cavity,  dilate  the  uterine  canal  by  a 
series  of  sterile  laminaria  or  tupelo  tents  placed  in  the  canal 
under  strict  antiseptic  precautions,  beginning  twenty-four 
hours  before  the  time  set  for  operation.  In  this  way  a  more 
thorough  and  more  gradual  dilatation  is  obtained.  Thorough 
dilatation  avoids  splitting  the  cervix — a  procedure  absolutely 
necessary  in  the  case  of  a  long  and  rigid  cervix  when  rapid 
dilatation  is  attempted.  Splitting  the  cervix  is  often  an  un- 
necessary mutilation,  and,  in  the  case  of  sloughing  fibroids,  it 
offers  a  fresh  cut  surface  for  septic  absorption.  If  time  does 
not  serve  for  gradual  dilatation,  dilate,  when  the  patient  is 
under  ether,  with  the  stout  steel  dilators  until  the  canal  will 
take  the  operator's  finger.  Remove  the  tumor  by  twisting, 
snaring,  or  by  morcellation,  according  to  its  situation  and 
character. 

2.  If  the  tumor  is  of  subperitoneal  or  subvaginal  evolution 
and  is  in  the  cervical  region,  and  the  vagina  is  of  good  size, 
perform  either  anterior  or  posterior  colpotomy  and  enucleate 
the  tumor  without  opening  the  peritoneum,  if  possible,  closing 
the  incision  with  buried  sutures  of  catgut. 

3.  If  the  tumor  is  of  subperitoneal  evolution  in  the  region  of 
the  fundus,  and  in  all  other  cases,  open  the  abdomen,  incise 
the  capsule  of  the  tumor  along  one  side  and  enucleate  it,  then 
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close  the  bleeding  surface  left  with  buried  continuous  sutures 
of  catgut. 

At  the  present  time  he  seldom  has  occasion  to  do  curetting 
without  other  operation  in  fibroids.  Steaming  of  the  uterine 
cavity  in  fibroids  is  not  advocated  by  those  who  have  had  the 
most  experience  with  this  method  of  treatment. 

Correlation  of  Sexual  Function  with  Insanity  and 
Crime.— H.  Macnaughton  Jones  °  believes  that  the  correlation 
of  insanity  and  disordered  sexual  functions  arising  out  of  the 
generative  organs  is  a  factor  to  be  taken  into  serious  consid- 
eration in  the  treatment  of  women  mentally  afflicted.  That 
where  there  is  ground  for  the  suspicion  that  some  abnormal 
condition  of  the  uterus  or  adnexa  exists  which  may  produce  or 
aggravate  the  mental  affection,  a  careful  examination,  under 
an  anesthetic  if  necessary,  should  be  made.  That  in  the  in- 
vestigation of  criminal  acts  committed  by  women,  either  dur- 
ing the  menopause  or  while  the  menstrual  function  is  either 
active  or  suppressed,  due  weight  should  be  given  to  the  influ- 
ence exerted  by  its  irregularity  or  abeyance  on  the  mind  of  the 
woman;  in  doing  this  her  previous  history  and  temperament 
have  to  be  considered.  That  the  special  dangers  of  the  climac- 
teric period  and  the  symptoms  indicative  of  threatening  mania 
must  be  collected;  the  principal  of  these  are  moroseness  and 
depression  of  spirits,  attacks  of  hysteria,  occasional  hallucina- 
tions of  sight  and  hearing,  and  especially  of  smell,  suspicions 
with  regard  to  relations,  unjust  dislikes,  unfounded  apprehen- 
sions of  some  great  crime  committed  or  injury  inflicted  on 
them,  suicidal  tendencies.  Here  again  examination  of  the 
pelvic  viscera  is  called  for.  That  in  operations  on  the  female 
generative  organs  there  is  a  greater  predisposition  to  mental 
disturbance  than  after  other  operative  procedures;  further, 
post-operative  insanity  is  usually  of  a  temporary  nature. 
That  women  who  have  been  previously  insane  are  predisposed 
to  a  relapse  by  the  development  of  disease  in  their  sexual  or- 
gans, and  especially  to  temporary  recurrence  of  insanity  after 
operation  on  these  organs.  Under  all  such  conditions,  and  in 
the  face  of  these  warnings,  the  greatest  supervision  and  care 
are  required  to  anticipate  the  insane  impulse  and  to  prevent 
suicide  or  crime  in  the  case  of  women  who  manifest  symptoms 
that  may  have  their  origin  in  disorders  of  the  sexual  organs. 

Amenorrhea  from  Other  than  Constitutional  Causes. — 
F.  W.  X.  Haultain  '  emphasizes  the  following  facts  concerning 
this  subject:  1.  That  acquired  amenorrhea  ma}^  be  due  to 
functional  inactivity  of  either  uterus  or  ovaries  alone,  and  may 
in  those  be  treated  effectively.  2.  That  treatment  is  to  be 
directed  along  lines  indicated  by  the  dimensions  of  the  uterus, 
3.  That  the  lines  thus  indicated  are  uncertain,  from  the  influ- 
ences of  the  central  nervous  system,  which  may  be  the  primary 
cause.  4.  That,  from  the  amount  of  success  obtained,  treat- 
ment is  justifiable  and  should  be  attempted  if  the  patient  so 
desires. 
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Cancer. — Robert  Abbe  "  states  that  the  progress  toward  the 
cure  of  mammary  cancer  has  come  from  the  recognition  of  the 
following  anatomical  distribution  of  the  lymphatics. 

1.  Those  which  drain  the  mammary  gland  directly  toward 
the  axilla,  through  parallel  channels  in  the  cellular  tissue, 
coursing  from  the  axillary  edge  of  the  gland  to  the  axillary 
vein,  interrupted  by  occasional  lymphatic  glands,  finally  con- 
centrating in  several  channels  lying  upon  the  axillary  and  sub- 
clavian veins,  mostly  at  the  junction  with  the  jugular. 

3.  A  series  from  the  deep  aspect  of  the  gland  passes  directly 
to  the  bed  of  cellular  tissue  between  the  gland  and  the  pectoral 
muscle,  where  it  is  joined  by  lymphatics  emerging  from  the 
pectoral  muscle,  and  these  together  travel  toward  the  axilla 
upon  the  pectoral  fascia. 

3.  A  series  extending  from  the  mammary  gland  directly 
outward  to  the  overlying  skin  communicates  with  the  lymph- 
atics of  the  skin  itself. 

4.  Another  series  extends  toward  the  sternum  and  is  associ- 
ated with  the  veins,  penetrating  the  sternal  part  of  the  pectoral 
muscle,  and  thus  enters  the  mediastinum. 

To-day  the  axilla  is  regarded  as  primarily  contaminated 
almost  as  soon  as  any  tumor  can  be  recognized  in  the  breast. 
Examination  of  one  hundred  consecutive  cases  has  demon- 
strated that  the  axillary  glands  are  practically  always  in- 
volved, hence  good  surgery  demands  the  entire  dissection  of 
the  axillary  lymphatics. 

Too  much  emphasis  cannot  be  laid  upon  the  operative  infec- 
tion of  the  wound  by  cutting  infected  glands  and  lymphatic 
channels,  or  discharging  into  the  healthy  wound  infected  cells 
squeezed  from  the  parts  being  removed.  It  seems  to  Abbe 
that  the  preparation  of  the  patient  prior  to  operation  on  mam- 
mary cancer,  by  severe  and  sometimes  harsh  scrubbing  of  the 
skin  of  the  operative  area  by  the  nurse,  has  a  measure  of  risk 
in  disseminating  the  disease  in  the  cutaneous  lymphatics, 
which  may  in  a  measure  account  for  the  recurrences  in  the 
line  of  the  scar. 

Peritoneal  Section. — H.  T.  Byford'^  advocates  the  use  of 
four  drachms  of  fluid  extract  of  cascara,  or  some  equivalent,  two 
hours  before  the  time  set  for  the  operation;  drachm  doses  of 
sulphate  of  magnesia  every  hour  from  the  time  the  patient 
awakes  after  the  operation,  and  a  high  glycerin  and  water 
enema,  two  drachms  to  four  ounces,  every  two  hours,  beginning 
eight  hours  after.  A  high  glycerin  enema  can  be  given  before 
the  patient  leaves  the  table  after  operations  in  which  adhesions 
were  separated  and  raw  surfaces  left.  After  the  first  day,  to 
obtain  a  daily  evacuation,  two  drachms  of  sulphate  of  rnagnesia 
or  two  or  three  ounces  of  Hunyadi  water  are  given  night  and 
morning  for  two  weeks,  the  doses  being  regulated  according  to 
the  effect.  In  this  way  there  is  little  chance  for  adhesions  at 
any  time.  In  cases  where  a  stimulant  is  indicated,  an  ounce 
of  whiskey  may  be  added  to  the  enema  given  on  the  operating 
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table.  Where  much  blood  has  been  lost  a  high  beef  tea  is 
given. 

Mortality  resulting  from  Abdominal  Section  for  Pus 
in  the  Pelvis.^!.  S.  Stone '^  believes  the  abdominal  route 
may  be  selected  in  the  vast  majority  of  "real  pus  cases,"  be- 
cause it  not  only  gives  a  better  opportunity  to  deal  with 
diseased  pelvic  structures,  but  also  facilitates  the  inspection  of 
the  abdominal  viscera  and  the  relief  of  any  pathological  condi- 
tion of  these  organs.  The  vaginal  route  is  still  used  by  the 
writer  as  occasion  demands,  as  when  a  "pelvic"  abscess  is 
pointing  in  the  vaginal  vault.  In  the  majority  of  cases  he 
advises  abdominal  section  ;  in  a  certain  small  number  vaginal 
puncture  ;  and  in  a  third  class  when  the  abscess  is  large  and 
situated  high  in  the  pelvis,  he  reaches  it  through  the  abdomen, 
evacuates  and  drains  without  attempting  "enucleation,"  if  the 
patient  is  evidently  too  much  exhausted  to  bear  a  radical  ope- 
ration. In  short,  the  pus  should  be  sought  for  and  evacuated 
from  that  quarter  which  gives  the  easiest  approach  and  speed- 
iest and  safest  exit  consistent  with  the  present  condition  of  the 
patient  and  having  in  view  her  permanent  restoration  to  health. 
The  mortality  of  his  cases  has  been  about  2.3  per  cent  for  the 
last  three  years. 

Vesico-utero-vaginal  Fistulae. — These  are  formed  by  more 
or  less  extensive  laceration  of  the  bladder,  anterior  vaginal 
wall  and  anterior  lip  of  the  cervix,  thus  establishing  direct 
communication  between  these  three  cavities.  Owing  to  their 
inaccessibility,  operations  present  considerable  obstacles,  and 
ever}^  effort  to  simplify  and  also  perfect  the  technique  must  be 
given  careful  consideration.  Bardesen  "  publishes  a  new  ope- 
ration, which  appears  to  be  both  simple  and  practical;  be  also 
reports  three  cases  successfully  operated  after  his  method. 

The  technique  of  the  operation  is  as  follows:  Patient  in 
dorso  posterior  position,  with  hips  raised.  Depression  of  pos- 
terior vaginal  wall  with  a  Simon  or  other  speculum,  expos- 
ing the  fistula.  Scar  tissue  and  adhesions  preventing  easy  ac- 
cess to  the  fistula  are  removed  or  divided  if  required.  The 
cervical  remnant  is  seized  with  volsella  or  muzeau  forceps 
and  traction  made  next  in  incision  upon  either  side  of  the 
fistula  (Fig.  1),  dividing  the  vaginal  wall  down  to  the  cervix. 
Thp  object  is  to  facilitate  the  separation  of  the  anterior  uterine 
wall  from  the  surrounding  tissue.  With  the  finger  or  scissors 
the  bladder  is  detached  from  the  uterus  up  to  the  reflexion  of 
the  peritoneum.  It  is  desirable  not  to  open  the  utero-vesical 
pouch  at  this  stage,  to  avoid  contamination  with  urine.  This, 
however,  is  not  always  avoidable,  especially  if  the  uterine 
lacerations  are  extensive  or  the  peritoneal  reflexion  extends 
very  low.  Should  this  accident  occur,  it  is  advised  to  immedi- 
ately tampon  the  opening  with  iodoform  gauze. 

The  uterus  now  being  freed  and  movable,  the  next  step  of 
the  operation  is  to  repair  its  defects.  With  a  sharp  curette  the 
cavity  is  thoroughly  explored,  the  mucous  membrane  removed 
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and  subsequently  touched  with  a  three  per  cent  carbolic  acid 
solution.     The  edges  of  the  tear  are  denuded  and  united  with 


Fig-  I. 


Fig.  2. 


Fig.  1  — Cervix  is  pulled  down.    Bilateral  incision  through  vaginal  wall. 

Fig  2  —Separation  of  vesico-vaginal  septum  and  opening  of  peritoneal  cavity. 

interrupted  catgut  sutures.     Care  is  advised  not  to  perforate 
the  uterine  cavity.     Two  to  three  sutures  usually  suffice.     If, 


Fig.  3, 


Fig.  4. 


FiG.  3. — Suturing  of  vesical  opening  with  two  rows  of  catgut  sutures.  Anterior  laver  of 
pelvic  peritoneum  is  brought  forward  and  sewed  to  the  vesico  vaginal  junction.  Vagina 
is  fastened  to  the  repaired  cervix. 

Fig.  4.— Operation  completed,  showing  utero-vagino-flxation.  The  sutures  are  passed 
through  the  body  of  the  uterus,  and  not  the  cervix,  to  obliterate  the  newly  formed  utero- 
vesical  space. 

Fig  5  —Anterior  view  of  completed  operation,  showing  repair  of  vagina  and  sutures  for 
vaginoQsation. 


owing  to  extensive  injuries,  repair  of  the  cervix  is  not  possible 
or  is  difficult,  amputation  of  the  cervix  is  recommended. 
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This  being  completed,  the  next  step  of  the  operation  is  the 
division  of  the  vagino-vesical  wall  and  obliteration  of  the 
fistula.  Proceeding  from  the  vaginal  incision  (Fig,  1),  the 
margins  of  the  fistula  are  undermined  with  either  scissors  or 
bistoury  to  about  two  to  three  centimetres,  thus  giving  to  the 
vesical  wall  the  desired  mobility  (Fig.  2).  The  edges  are 
then  seized  and  brought  down  into  better  view.  It  is  not  diffi- 
cult to  bring  the  fistulous  opening  almost  outside  the  vulva, 
making  repair  quite  easy.  The  opening  in  the  bladder  is 
closed  with  two  rows  of  catgut  sutures,  the  first  being  a  purse- 
string  suture  including  only  the  mucous  membrane,  while  the 
second  is  a  continuous  suture  including  both  the  muscular  and 
mucous  coats.  Before  proceeding  further  the  bladder  ought 
to  be  distended  with  boric  acid  or  any  other  mild  antiseptic 
solution,  to  test  the  exactness  of  the  sutures. 

The  third  division  of  the  operation  consists  in  the  opening  of 
the  vesico-uterine  pouch  and  colpo  celiorrhaphy.  The  perito- 
neal fold  opposite  the  incision  into  the  fornix  vagince  is  opened. 
The  anterior  fold  is  grasped  with  two  pairs  of  forceps  and 
pulled  down  to  the  vesico- vaginal  junction,  where  it  is  sewed 
to  the  vagina  (Fig.  3).  Thus  peritoneal  tissue  is  interposed 
between  bladder  and  vagina,  forming  an  additional  layer, 
which  enhances  the  strength  of  the  vesical  sutures  and  also 
assures  absolute  fixation  of  the  bladder.  There  are,  however, 
cases  in  which,  owing  to  extensive  inflammatory  change,  the 
peritoneal  fold  is  obliterated  and  diflScult  to  recognize.  Even 
if  found  it  is  usually  fixed  by  many  adhesions,  preventing  its 
being  brought  into  the  desired  position.  Under  such  circum- 
stances colpo-celiorrhaphy  is  omitted  and  the  completion  of 
the  operation  confined  to  the  repair  of  the  vagina  and  utero- 
fixation (Figs  4  and  5). 

After-treatment. — Introduce  a  Nelaton  catheter  into  the 
bladder  and  leave  in  situ.  Tamponade  of  vagina  with  iodo- 
form gauze.  Irrigation  of  bladder  twice  daily  with  solution 
of  boric  acid.  Care  must  be  taken  not  to  overdistend  the  blad- 
der. Vaginal  tampon  changed  every  second  day.  Patient 
must  be  kept  in  recumbent  or  lateral  position,  with  limbs 
flexed,  to  avoid  tension  of  abdominal  walls.  Permanent  cath- 
eter removed  from  sixth  to  ninth  day;  after  the  catheter  is  used 
as  required,  patient  must  not  pass  urine  spontaneously.  Vagi- 
nal sutures  removed  on  tenth  day. 

Forceps  in  Mortua;  Living  Child.— Neumann ''  reports 
the  following  interesting  case:  A  physician  was  summoned  to 
a  woman,  but  upon  arrival  found  that  she  had  died  undeliv- 
ered. He  immediately  sent  for  his  forceps,  which  arrived 
about  ten  minutes  after  the  apparent  death  of  the  mother. 
Strange  to  say,  he  was  able  to  deliver  a  child,  but  slightly 
asphyctic,  which  soon  cried  and  continued  well  and  healthy. 

Persistence  of  Gartner's  Canal. — Vossmer  '*  observed  Gart- 
ner's canals  in  the  uterus  and  vagina  of  a  girl  who  died  when 
2  weeks  old.     The  right  one  ended  in  the  uterine  muscularis. 
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That  of  the  left  side  could  be  traced  from  the  parametrium  to 
the  portio  and  hence  to  the  vagina,  where  it  ended  in  a  blind 
dilated  pouch. 
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DISEASES  OF  CHILDREN. 

Acute  Suppurative  Arthritis  of  Children. — James  E. 
Moore '  says  that  this  inflammatory  process,  as  a  rule,  occurs 
•either  as  a  complication  or  a  sequel  of  other  diseases,  and  may 
begin  either  as  a  synovitis,  an  epiphysitis,  or  an  osteomyelitis — 
usually  the  last.  When  accompanying  the  exanthemata,  diph- 
theria, or  typhoid,  it  is  usually  due  to  a  streptococcus  infection. 
Cases  compHcating  pneumonia  have  been  reported  in  which 
the  diplococcus  was  the  cau.~e.  The  joints  most  commonly 
affected,  in  the  order  of  their  frequency,  are  the  hip,  knee, 
shoulder,  and  elbow.  When  a  decided  rise  of  temperature  or 
a  sudden  attack  of  pain  occurs  in  a  child  suffering  from  or 
recently  recovered  from  any  of  the  above-mentioned  diseases, 
all  of  its  joints  should  be  carefully  examined.  The  most  com- 
mon error  is  to  make  a  diagnosis  of  rheumatism.  The  latter 
does  not  remain  in  any  one  joint  to  the  exclusion  of  others  for 
any  length  of  time,  and  it  is  not  a  suppurative  affection.  Sup- 
purated synovitis  as  a  complication  or  sequel  may  be  polyartic- 
ular. It  may  be  confounded  with  the  bone  affection  of  infantile 
scorbutus,  but  in  the  latter  careful  examination  will  demon- 
strate that  the  soreness  is  in  the  shafts  of  the  bones.  When 
the  diagnosis  is  thoroughly  established,  the  only  treatment  to 
consider  is  free  incision  and  drainage.  The  author  describes 
several  cases  and  the  operative  procedures  which  were  under- 
taken for  their  relief. 

Cretinism. — Christopher  Graham*  discusses  endemic  and 
sporadic  forms  of  this  disease,  and  the  function  of  the  thy- 
roid gland.  Regarding  the  primary  causes  that  destroy  the 
gland  or  prevent  its  function  he  says  we  have  little  or  no 
understanding.  Whatever  these  primary  causes  may  be,  there 
is  common  agreement  that  the  condition  is  due  to  maldevelop- 
ment  of  the  thyroid  gland,  its  absence,  atrophy  or  hypertro- 
phy, perverted  or  abolished  secretion;  that  the  trouble  mani- 
fests itself  either  in  early  embryonic  life,  appears  at  birth  or 
soon  after,  or  is  delayed  until  late  childhood.  In  regard  to  the 
treatment,  he  observes  that  as  in  idiopathic  myxedema, 
cachexia  strumipriva,  infantilism,  and  the  like,  so  in  cretinism, 
thyroid  therapy  has  wrought  marvellous  changes  and  demon- 
strated the  value  of  experimental  therapeutics.  Through  the 
number  of  cases  treated  and  reported  it  has  been  clearly 
45 
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shown  that  thyroid  treatment  offers  the  greatest  good  to  the- 
suffering  cretin.  Tbe  capabilities  of  treatment  are:  Jirst^ 
removal  of  the  mj'xedematous  condition;  second,  quickening 
of  physical  development;  third,  awakening  of  the  intellect. 
The  shorter  course  the  disease  has  run,  and  the  younger  the 
patient  toward  whom  treatment  is  directed,  the  more  nearly 
perfect  the  final  result.  Treatment  must  be  continued  through- 
out the  entire  life  of  the  individual,  otherwise  relapses  occur. 
It  is  sufficient  in  most  cases  to  give  a  large  weekly  or  bi-weekly 
dose  after  distressing  symptoms  are  relieved.  The  dose  for 
a  child  varies  from  one-half  to  one  grain  at  the  beginning,, 
gradually  increasing  to  five  or  more,  while  keeping  track  of 
any  untoward  symptoms  and  decreasing  the  dose  or  discon- 
tinuing it  for  a  time,  then  resuming  with  less  amount.  Cretins 
bear  thyroid  better  than  adult  myxedematous  patients,  but  the 
effect  is  the  same;  therefore  treatment  is  safer  in  the  foimer 
than  in  the  latter.  Danger  signals  are  increased  temperature, 
rapid  pulse,  insomnia,  restlessness,  digestive  disturbance  dysp- 
nea, muscular  tvvitchings,  and  tremor.  Early  signs  of  im- 
provement are  lessened  stupidity,  improvement  of  the  myx- 
edematous condition,  mental  and  physical  awakening,  and 
attempts  at  speech. 

Croup,  Non-bacillary. — J.  O.  Symes'  holds  that  the  acute 
membranous  affection  of  the  fauces  extending  to  the  laiynx 
and  trachea,  excited  by  agencies  other  than  the  Klebs  Loffler 
bacillus,  should  not  be  classed  with  diphtheritic  affections,  the 
term  diphtheria  being  better  reserved  for  cases  in  which  the- 
bacillus  is   present.     A  membranous  condition  of  the  fauces, 
may  be  excited  by  burns,  scalds,  or  chemical  irritants,  by  the 
cautery,  or  by  micro-organisms.     The  onset  of  non-bacillary 
croup  is  much  more  sudden  than  that  of  diphtheria,  and  the 
temperature  rises  more  quickly  and  to  a  higher  point.     The- 
membrane  is  yellowish,  softer  than  in  diphtheria,  less  fiimly 
matted  together,  more  easily  detached  from  the  underlying 
tissues.      Placed  in   water   the  membrane  swells,   losing  its 
characteristic  shape,  probably  owing  to  the  large  amount  of 
mucus  it  contains.     The  surface  from  which  it  has  been  de- 
tached is  seldom  bleeding  or  ulcerated,  and  its  epithelium  may 
be  intact.     Examined  microscopically  the  membrane  is  found 
to  consist  of  pus  cells,  leucocytes,  and  fibrin.     Out  of  7  cases- 
reported  by  the  author  4  died.     Death  is  usually  consequent, 
upon  the  general  septic  infection  or  upon  broncho-pneumonia. 
Streptococci,   staphylococci,  and   a  large  stout   bacillus  with 
rounded  ends  are  found;  and  if  the  disease  is  not  actually 
caused  by  one  or  other  of  these,  the  association  is  a  very  close 
one.     As  to  treatment,  the  exudation  can  be  easily  detached  by 
means  of  a  swab,  and  the  local  condition  much  improved  by 
syringing  the  fauces  with  a  solution  of  foimalin  1  :  250  and 
by  irrigating  the  nose  wi'h  warm  boracic  acid  solution.     The- 
dyspnea  is   relieved   by  intubation   or  tracheotomy,   but   the 
tubes  require  constant,  careful  cleansing  on   account  of  the 
excessive  secretion  of  mucus.      In  marked  septicemic  cases. 
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relief  might  follow  the  administration  of  antistreptococcus 
serum.  The  constitutional  treatment  is  identical  with  that 
Used  in  diphtheria. 

Dermoid  Cysts  in  the  Anterior  Fontanelle. — Emilio  Cur- 
zio  *  reports  a  case.  The  diagnosis  of  these  cysts  is  not  easy, 
but  they  are  to  be  distinguished  from  meningocele  and  enceph- 
aloceleas  follows:  1.  Situation. — Meningocele  is  very  rare  at 
the  bregma,  and  is  most  common  at  the  occiput  or  the  root  of 
the  nose.  2.  Course. — Dermoid  cyst  is  not  evident  at  birth, 
but  appears  later  and  grows  slowly  without  causing  any  dis- 
turbance, while  meningo-encephalocele  is  usually  visible  at 
birth  and  is  not  so  regular  nor  so  innocuous  in  its  course. 
3.  The  skin  covering  a  cyst  is  normal,  but  in  meningocele  it  is 
thin,  adherent,  and  tense.  The  cyst  is  nearly  always  irre- 
ducible. There  are  neither  bruits  nor  pulsations.  The  cyst  is 
scarcely,  if  at  all,  movable.  The  only  treatment  is  removal, 
and  operation  can  be  performed  as  early  as  the  sixth  month, 
but  it  is  better  to  wait  until  the  fontanelle  has  diminished  in 
size  and  the  child  is  about  a  year  old. 

Dilatation  of  the  Colon.— F.  T.  Stewart  and  Alfred  Hand' 
report  two  cases  in  detail  and  discuss  the  condition.  Colic 
dilatation,  whether  congenital  or  acquired,  may  be  due  to  an 
obvious  obstruction  or  may  be  idiopathic.  The  latter  term 
merely  veils  our  ignorance,  for  there  must  be  a  cause,  whether 
a  kinking  or  twistmg  of  the  sigmoid  flexure,  or  some  similar 
imperfect  but  nevertheless  definite  mechanical  obstruction 
which  has  thus  far  eluded  the  curious  fingers  of  the  patholo- 
gist. Congenital  and  acquired  mechanical  obstructions  are 
relieved  by  surgery.  Idiopathic  dilatations  of  the  colon  have 
been,  with  few  exceptions,  treated  medically,  but  Harrigan, 
Halsted,  GriflSth,  and  Richardson  operated  for  the  condition. 
Two  exploratory  operations  have  been  performed.  The  opera- 
tive procedure  best  suited  for  this  condition  could  be  definitely 
outlined  at  the  time  of  operation  only,  the  objective  point  being 
either  drainage  or  removal  of  the  large  bowel.  If  the  patient 
be  in  extremis,  an  artificial  anus  would  be  indicated,  leaving 
more  radical  measures  to  a  later  period.  If  undertaken  with 
the  patient  in  good  condition,  a  resection  of  the  sigmoid  might 
be  advisable,  as  great  distension  of  this  portion  of  the  large 
bowel  alone  has  been  observed  in  several  cases,  or  the  ileum 
"might  be  implanted  into  the  rectum  and  the  lower  end  of  the 
colon  sutured  in  the  abdominal  wound  so  as  to  drain  it,  thus 
side-tracking  the  entire  large  bowel  and  leaving  it  to  atrophy. 
All  cases  of  chronic  constipation  with  a  persistently  swollen 
abdomen  should  be  scrutinized  by  the  surgeon;  for,  although 
he  may  find  no  obvious  cause,  he  may  yet  adopt  a  course 
shaped  to  save  life,  mitigate  suffering,  or  cure  the  patient. 

Diphtheria. — A.  Jefiferis  Turner  "  gives  the  statistics  of  the 
results  of  the  treatment  of  diphtheria  in  the  Brisbane  Hospital 
for  Sick  Children.  The  subjoined  table  records  the  mortality 
in  all  cases  of  diphtheria  at  each  year  of  life  before  and  after 
the  introduction  of  antitoxin,  and  speaks  eloquently  in  favor  of 
the  remedy. 
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Mortality  of  all  Cases  of  Diphthkiua  at  Each  Year  of  Life 

BEFORE  AXD  AFTER  THE  LNTKODUCTION  OF  ANTITOXIN. 


Age  Last  Birthday. 

Preantitoxin  Period. 

Antitoxin  Period. 

Cases. 

Deaths. 

Mortality. 

Cases. 

Deaths. 

Mortality. 

Per  cent 

Per  cent. 

Under  1  year 

11 

9 

81. b 

7 

2 

28.6 

1  year  

44 

33 

72.7 

35 

10 

28.6 

2  years  

56 

37 

4S.2 

48 

10 

20.8 

3      *'     

44 
53 

49 
14 

43.1 
26.4 

44 
47 

6 
3 

13.6 

4      "     

60 

5      "     

38 

9 

23.7 

54 

4 

7.4 

6      "     

23 

10 

38.6 

42 

4 

8.2 

7      "     

16 

5 

38.5 

19 

1 

8.2 

S      "     

6 

1 

16.7 

8 

0.0 

9      "     

7 

16  7 

6 

0.0 

10      " 

16.7 

5 

0.0 

11      "     

1 
3 

1 

303 

1 

"i 

128 

16.7 
16.7 
16.7 

48,2 

2 
317 

40 

0.0 

,12      «     

0.0 

la    "    

00 

Total 

12.6 

All  otter  forms  of  treatment  he  considers  of  minor  impor- 
tance, excepting  in  emergencies.  If  patients  and  medical  men 
did  their  duty,  the  former  in  calling  assistance  early,  the  latter 
in  applying  the  remedy  early  and  in  suflScient  dose,  the  death 
rate  from  diphtheria  might  be  reduced  to  a  small  fraction  of 
what  it  is  at  present.  Indeed,  with  the  necessary  qualifica- 
tions, it  may  be  said  that  no  child  ought  to  die  of  diphtheria. 

John  H.  Musser  '  advocates  the  use  of  antitoxin,  especially  in 
small  and  frequently  repeated  doses.  The  author  commenced 
giving  the  serum  before  the  publication  of  any  statistics  of  the 
subject  could  be  of  assistance.  From  reasons  of  prudence  the 
first  doses  given  were  small,  and  -the  results  were  so  satisfac- 
tory that  he  has  never  found  it  desirable  to  increase  the  initial 
dose,  and  prefers  to  give  the  remedy  in  smaller  doses  and 
more  frequently  than  to  follow  the  general  tendency  of  the 
1;ime  to  increase  the  initial  amount.  This  method  implies  rec- 
ognition of  the  disease  at  the  earliest  moment  possible,  and  very 
•close  observation.  The  results  appear  to  be  as  good  as  any 
reported.  In  7  cases  (out  of  14  reported)  the  temperature  fell 
to  normal,  and  remained  so,  in  forty-eight  hours.  In  5  cases 
it  was  normal  within  three  days,  and  in  2  very  severe  infec- 
tions within  five  days.  The  method  has  been  as  follows:  For 
children  up  to  G  or  8  years  the  initial  dose  is  five  hundred  immu- 
nizing units,  to  be  repeated  at  intervals  of  six  hours  if  the  fever 
does  not  fall,  if  the  strength  of  the  patient  does  not  improve, 
or  if  the  local  manifestations  are  spreading.  For  children  over 
8  years  one  thousand  immunizing  units  are  given  as  an  initial 
dose,  and  this  is  repeated  at  intervals  of  eight  to  twelve  hours 
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as  needed.  The  ouly  disadvantage  in  the  method  is  the  pain 
caused  by  the  successive  injections,  but  the  author  has  not 
found  that  this  objection  is  sufficient  to  overbalance  the  dis- 
comfort of  the  urticaria  and  the  general  symptoms  that  appear 
to  be  more  common  after  larger  dosing. 

Ear,  The. — Perry  G.  Goldsmith  "  gives  the  following  points, 
in  treatment  of  discharging  ears:  1.  Very  gentle  hot  water 
irrigation  of  the  external  auditory  meatus  is  beneficial  in  reliev- 
ing the  pain.  A  mild  non  irritating  antiseptic  may  advantage- 
ously be  added.  2.  Eustachian  inflation  is  not  advised  by 
many  noted  authorities.  To  the  author  it  seems  to  be  indicated, 
since  we  usually  have  a  partially  blocked  tube  and  a  tympanum* 
filling  with  serum.  Before  using  a  catheter,  however,  the- 
pharyngeal  vault  should  be  well  cleansed  and  the  mouth  of  the- 
Eustachian  swabbed  with  absorbent  wool  to  remove  the  plug 
of  mucus  which  is  so  frequently  present.  3.  Thoroughly 
cleanse  the  external  auditory  meatus,  since  should  there  be  a 
discharge  it  may  be  simply  aseptic  serous  exudation  and  may 
be  rendered  septic  by  influences  acting  from  the  meatus. 
4.  Leeches  in  front  of  the  tragus  not  only  relieve  pain,  but 
deplete  the  engorged  internal  vessels.  Leeching  is  particularly 
indicated  in  otitis  media  due  to  influenza.  5.  Administration 
of  a  brisk  saline  purge,  preferably  sulphate  of  magnesium  in 
small  and  repeated  doses.  6.  Morpbia  masks  the  symptoms. 
Should  the  pain  demand  it,  the  drumhead  should  be  frequently 
inspected,  in  order  that  if  there  is  to  be  a  perforation  it  shall  be 
made  by  the  surgeon.  7.  Poultices  are  bad  and  usually  dirty. 
They  tend  to  produce  softness  and  ulceration  of  the  deeper 
parts.  A  compress  of  hot  boracic  acid  lotion  is  less  harmful. 
8.  If  the  membrane  bulges,  and  particularly  if  a  yellowish  spot 
be  detected,  paracentesis  of  the  membranum  tympani  is  the  only 
rational  procedure.  In  regard  to  treatment  if  the  discharge 
persists  and  treatment  of  chronic  suppuration  of  the  middle 
ear,  the  author  says  that  mere  gentle  catheterization  with, 
some  soothing  oily  and  antiseptic  vapor,  as  menthol  and  par- 
alene,  andgentlesyringingof  the  meatus  with  a  mild  antiseptic,, 
with  thorough  drying  of  the  canal,  is  usually  sufficient. 
Should  this  treatment  fail,  attention  must  be  directed  to  the 
naso-pharyngeal  vault,  douches  of  solvents  for  the  mucus, 
and  astringent  applications  to  the  orifice  of  the  Eustachian 
tube  being  usually  indicated.  Adenoids  must  be  removed. 
Too  small  a  perforation  of  the  drum  will  sometimes  have  to  be 
enlarged  to  allow  of  free  exit  of  the  discharge.  Granulations 
and  aural  polypi  may  be  present,  which  may  be  cauterized  with 
phenol  or,  if  large  enough,  remov<  d.  Granulations  on  the 
posterior  wall  of  the  bony  canal  indicate  involvement  of  the 
mastoid  and  a  radical  operation  is  demanded.  Chronic  dis- 
charge without  granulation  or  caries  should  be  treated  by 
remedies  applied  through  the  external  auditory  meatus  (1)  to 
dissolve  the  discharge,  which  consists  of  much  globulin  and 
some  mucin  and  gas  globules;  a  solution  of  sodium  sulphate 
2    per   cent  and   sodium   carbonate  2    per  cent  is  tbe   best. 
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(2)  Disinfection;  bisulphate  of  mercury  in  1  :  1000  or  1  :  2000 
solution  is  the  most  potent  antiseptic  and  does  not  precipitate 
the  globulins  when  mixed  with  the  above-mentioned  solvents, 
(o)  For  regeneration  of  the  tympanic  mucous  membrane  clean- 
liness is  of  the  greatest  importance.  Absolute  alcohol  in 
varying  degrees  of  strength,  with  or  without  boric  acid  or  sul- 
phate of  zinc,  is  of  great  utility.  Sharp  pain  may  occur,  but 
passes  off  quickly  and  seldom  occurs  after  the  first  few  appli- 
cations. If  (4)  closure  of  the  perforation  is  not  done  by  Nature 
after  the  stoppage  of  the  discharge,  the  application  of  Blake's 
paper  discs  to  the  membranum  tympani  may  be  followed  by  a 
rapid  closure. 

Earache  in  Children. — T.  H.  Halsted'  thus  sums  up  an 
article  on  the  significance  of  this  affection:  1.  Earache  in  chil- 
dren is  usually  caused  by  acute  inflammation  of  the  middle  ear, 
suppurative  or  catarrhal.  2.  Infants  and  young  children  may 
have  suppuration  in  the  middle  ear  without  giving  satisfactory 
evidence  of  pain  or  without  rupture  of  the  drum  membrane. 
3.  In  the  absence  of  other  known  cause  of  pain  from  which  a 
child  is  evidently  suffering,  the  first  cause  to  be  thought  of 
should  be  acute  otitis  media,  and  this  calls  for  an  examination 
of  the  drum  membrane.  4.  It  has  been  shown  by  examination 
of  the  middle  ear  during  life  and  post  mortem  that  purulent 
otitis  media  is  nearly  always  present  in  acute  infectious  dis- 
eases of  the  gastro  intestinal  and  respiratory  tracts  in  young 
children,  especially  in  gastro-enteritis  and  broncho-pneumonia, 
to  which  diseases  it  probably  stands  in  a  causative  relation. 
5.  The  cause  of  death  in  many  acute  and  chronic  infectious 
diseases,  in  meningitis,  and  in  the  exanthemata  is  the  result  of 
unrecognized  and  untreated  abscess  of  the  middle  ear.  6.  Re- 
peated earaches  in  children  are  ordinarily  but  a  sign  of  acute 
exacerbations  of  a  chronic  otitis  media  resulting  from  adenoids. 
7.  In  adult  life,  so-called  catarrhal  or  progressive  deafness  is 
often  but  a  final  stage  of  the  otitis  media  which  had  its  begin- 
ning in  early  childhood,  when  it  was  due  to  adenoids  and 
practically  curable. 

Hair-swallowing. — G.  W.  W.  Brewster  "reports  the  case  of 
a  girl  of  10  years  who  was  suffering  from  intestinal  obstruction 
that  had  lasted  two  weeks,  and  was  almost  moribund.  On 
opening  the  abdomen  in  the  median  line  above  the  umbilicus, 
distended  and  collapsed  intestines  presented.  A  mass  was  felt 
up  under  the  liver  and  was  drawn  out  of  the  abdomen.  It  was 
situated  in  the  small  intestine.  As  it  could  neither  be  pushed 
along  the  intestine  nor  broken  up,  the  bowel  was  incised  and  a 
mass  of  hair  was  delivered.  The  incision  in  the  intestine  was 
closed  by  interrupted  Lembert  sutures  of  silk  and  the  abdomen 
closed  with  a  gauze  wick  to  the  intestinal  suture.  In  spite  of  a 
rapid  operation  the  patient  steadily  failed  and  died  five  hours 
later.  Subsequently  the  writer  learned  the  child  had  a  habit  of 
chewing  the  ends  of  two  long  curls  which  hung  over  her  shoul- 
ders.    The  hair  ball  measured  3^  inches  in  length  and  4^  inches 
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in  circumference.     It  was  composed   of  long  and  short  hairs 
firmly  matted  together. 

Frederick  D.  Lyon  "  was  called  to  see  a  child,  2  years  of  age. 
in  convalsions.  In  watching  it  he  noticed  that  it  picked  at  the 
blanket  and,  pulling  off  some  of  the  hair,  put  it  in  its  mouth, 
The  mother  stated  that  the  child  always  picked  at  the  carpet, 
its  undershirt,  or  anything  of  a  hairy  nature.  Calomel 
•caused  the  passage  of  a  ball  of  hair  as  large  as  a  silver  dollar, 
together  with  some  smaller  masses.  The  child  has  had  no 
more  convulsions. 

Hygiene  of  Children's  Sleeping  Apartments,  The. — Joseph 
Byrne  "*  urges  that  more  attention  be  paid  to  the  rooms  where 
children,  especially  those  of  the  working  classes,  sleep.  In  his 
•experience,  far  too  little  fresh  air  is  admitted.  The  amount  of 
work  done  by  children  running  about  in  the  daytime,  the 
metabolic  activity  of  their  growing  bodies,  their  mental  activ- 
ity, the  access  of  new  impressions,  the  deficiency  of  control  in 
the  higher  centres  which  have  not  as  yet  acquired  their  full 
mastery — all  demand  oxygen  most  imperatively  during  the 
hours  of  repose,  when  the  work  of  reconstruction  is  going  on 
and  the  exhausted  neurons  are  recovering  strength  and  sub- 
stance. Adenoids  and  nasal  obstructions  enhance  the  perni- 
cious influence  of  deficient  cubic  space,  and  are  themselves  in 
turn  aggravated  and  perhaps  sometimes  caused  by  it.  In  con- 
clusion the  author  says:  1.  Windowless  middle  rooms  should 
be  abolished.  2.  The  best  room  in  the  house  should  be  used  as 
the  bedroom.  3.  Bedrooms  should  be  properly  ventilated  dur- 
ing the  night,  4.  Bedrooms  should  not  be  swept,  but  mopped 
with  a  moist  cloth.  5.  Kitchen  and  gas  stoves  are  to  be  reck- 
oned with  no  less  than  a  lenoi  is  and  nasal  obstructions  in 
treating  various  diseases  of  infancy  and  childhood.  6.  Back- 
ward children  should  be  protected  by  the  physician. 

Idiocy. — J.  Park  West  °  urges  the  early  diagnosis  of  idiocy 
because  of  the  importance  of  beginning  treatment  as  early  as 
possible.  A  cursory  view  of  some  cases  tells  the  entire  story, 
but  in  others  careful  and  repeated  examinations  and  com- 
parisons must  be  made,  and  the  statements  of  interested  per- 
sons weighed  most  carefully,  before  arriving  at  a  conclusion. 
No  single  sign  is  always  diagnostic.  This  is  nowhere  better 
shown  than  in  the  size  and  shape  of  the  head.  A  grossly 
stupid  im^eiile  miy  have  a  cranium  that  is  perfectly  normal 
as  to  external  appearances,  while  not  a  few  bright  and  well- 
bilanced  individuals  have  heads  that  vary  greatly  from  the 
normal,  both  as  ti:)  size  and  shape.  One  of  the  earliest  symp- 
toms in  congenital  causes  is  abnormal  movements.  In  a  nor- 
mal, healthy  infant  the  arms  and  hands,  head  and  legs,  are 
never  still.  The  continual  absence  or  the  slow  and  inter- 
mittent nerfornance  of  this  microkinesis  is  suggestive  of 
mental  impairment.  Like  tremor,  twitching  or  jerking  is  indi- 
cative of  trouble  of  the  nervous  system.  A  dull,  unintelligent 
look  often  accompanies  the  former,  and  a  frightened  stare  or 
an  easily  produced  fright  the  latter.     Defective  development 
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ami  defect  in  the  formation  of  some  part  or  parts  are  not 
unusual.  As  a  rule  congenital  idiots  grow  slowly.  They  are 
very  slow  in  learning  to  hold  up  the  head  and  in  attempting  to 
sit  or  to  change  their  position.  They  take  little  notice,  have  a 
vacant  look,  seldom  smile,  and  are  months  instead  of  weeks  in 
recognizing  their  mother.  Usuall}"  they  are  very  quiet,  but 
there  is  the  other  class  mentioned  that  is  unduly  irritable  and 
much  of  the  time  fretting  and  crying.  Nursing  is  often  diffi- 
cult, particularly  in  those  with  a  high  palate,  and  swallowing 
and  breathing  may  be  unnatural. 

Injuries  of  the  Nerves  due  to  Fracture. — Charles  Greene 
Cumston  "  reports  a  case  of  a  young  girl  in  whom  a  fracture 
of  the  humerus  caused  a  paralysis  of  the  median  nerve.  In 
operating  for  relief  of  this  condition,  an  incision  10  centi- 
metres long  was  made,  the  nerve  exposed  by  dissection  and 
then  followed  up  above.  It  was  found  to  become  gradually 
broader  and  thinner  for  a  distance  of  about  two  centimetres,, 
and  ran  over  a  sharp  projection  of  bone.  The  nerve  having 
been  lifted  up  and  freed  from  the  connective  tissue  which 
partly  embedded  it,  the  bony  projection  was  chiselled  away  so 
that  when  the  nerve  was  placed  back  it  lay  perfectly  flat  and 
no  bone  pressed  upon  it.  This  bony  projection  was  the  callus, 
because  it  was  very  vascular  and  of  new  formation.  The 
wound  was  closed  with  one  buried  catgut  suture,  and  inter- 
rupted wire  sutures  for  the  integuments.  No  improvement  in 
the  functions  of  the  hand  was  evident  until  five  weeks  later, 
when  the  sense  of  touch  began  to  return.  Eleven  weeks  after 
the  operation  the  motor  functions  were  nearly  perfect.  This 
and  similar  cases  demonstrate  that  when  surgically  treated 
these  nerve  injuries  due  to  fracture  have  a  most  favorable  prog- 
nosis, and  it  is  quite  safe  to  assume  that  in  cases  of  non-com- 
plicated fractures  a  good  result  maybe  expected,  provided  iliat 
an  operation  is  done  for  their  relief  as  soon  as  the  diag- 
nosis has  been  made. 

The  most  frequent  of  all  lesions  to  the  nerve  is  contusion  at 
the  time  the  fracture  takes  place.  The  severity  of  the  lesion 
naturally  varies  with  the  amount  of  force  in  play  at  the  time 
of  the  traumatism,  so  that  a  nerve  trunk  may  be  only  injured 
so  slightly  that  no  pathologic  changes  occur,  or  it  may  b& 
completely  crushed.  Consequently  the  functional  disturb- 
ances will  vary  greatly.  Secondary  injury  is  not  infrequent, 
and  after  the  callus  has  formed  it  compresses  the  nerve  trunk, 
or  the  pressure  may  result  from  an  abundant  proliferation  of 
connective  tissue  at  the  site  of  the  fracture.  The  callus  may 
simply  press  upon  the  nerve  or  may  surround  it  completely.^ 
Pressure  from  a  misplaced  fragment  may  also  happen.  Other 
nerve  lesions  are  total  or  incomplete  laceration  by  direct 
force  or  by  a  dislocated  fragment  of  the  fracture;  the  radial 
nerve  appears  to  be  the  one  most  frequently  injured  in  thi& 
manner.  Cases  have  occurred  where  a  nerve  trunk  has  been 
caught  between  the  ends  of  the  fracture,  the  symptoms  being^ 
immediate  paralysis  of  the  parts  supplied  by  the  nerve  and 
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pain.  As  a  very  rare  lesion  tliere  is  traumatism  of  a  nerve  by 
splinters  of  bone.  Complete  laceration  of  the  nerve  trunk 
may  sometimes  occur. 

Intussusception,  the  Mortality  and  Treatment  of  Acute. 
— Fred  Kammerer  '^  says  tbat,  in  taking  a  broad  survey  of  the- 
recent  literature  of  the  subject,  one  conclusion  can  be  speedily 
reached — that  non-operative  treatment  is  less  in  favor  than 
formerly,  and  early  operative  interference  has  become  more^ 
popular  with  the  profession.  Of  the  bloodless  methods,  only 
one  deserves  any  serious  consideration :  the  injection  of  fluids 
into  the  rectum.  The  method  is  applicable  only  to  cases  of 
intussusception  in  the  large  intestine;  intussusception  of  the 
small  gut  cannot  and  should  not  be  treated  by  water  enemata, 
as  the  author  does  not  believe  that  a  fair  amount  of  pressure- 
can  be  attained  in  the  small  intestine  without  great  danger  of 
rupturing  the  colon.  He  has  a  decided  feeling  that  the  mor- 
tality from  intussusception  could  be  vastly  reduced  if  all  cases- 
were  operated  on  immediately  after  the  diagnosis  had  been 
made.  A  number  of  operative  procedures  are  available 
when  reduction  is  not  possible:  1.  Resection  of  the  entire 
intussusception,  with  end-to-end  suture  or  the  establishment 
of  an  artificial  anus.  2.  Resection  of  the  intussusceptum  after 
longitudinal  incision  of  the  sheath.  3.  The  establishment  of 
an  artificial  anus  or  of  a  lateral  anastomosis,  leaving  the  intus- 
susception untouched.  The  mortality  of  laparatomy,  when 
reduction  is  not  possible,  is  frightful.  The  establishment  of 
an  artificial  anus  alone  does  not  commend  itself.  Resection 
either  of  the  entire  intussusception  or  of  the  intussusceptum 
alone  are  the  methods  which  should  beemploj'ed  in  irreducible 
cases.  The  author  finds  that,  contrary  to  the  usual  opinion 
held,  children  bear  laparatomies  fully  as  well  as  adults,  pro- 
vided there  be  no  great  loss  of  blood.  We  can  avoid  hem-^ 
orrhage  with  almost  absolute  certainty  during  these  opera- 
tions, and  shock  as  the  result  of  manipulations  of  the  intes- 
tines ought  to  be  much  less  severe  in  children  than  in  adults 
with  a  well-developed  nervous  system. 

C.  L.  Gibson,'^  speaking  of  the  necessary  factors  in  the  suc- 
cessful treatment  of  intussusception,  says  that  his  purpose  is- 
to  demonstrate  that  the  main  feature  of  expected  success  in 
relieving  intussusception  depends,  first,  on  the  intussusceptum 
being  found  in  a  reducible  condition  and  free  from  septic 
changes,  and,  second,  that  such  a  favorable  condition  can 
ordinarily  only  be  met  by  a  very  early  interference.  That  is, 
the  prognosis  depends  absolutely  on  the  promptness  of  relief. 
As  soon  as  we  encounter  the  second  degree  of  severity,  the 
Irreducible  intussusception,  speaking  in  the  strictest  sense  as 
of  a  purely  mechanical  phenomenon  entirely  free  from  septic 
conditions,  the  mortality  is  at  once  more  than  doubled;  and 
when  we  encounter  the  third  variety,  gangrene  of  the  intus- 
susceptum, the  state  is  so  severe  as  to  be  almost  beyond  the 
hope  of  relief,  for  we  are  dealing  with  a  profound  toxemia 
which  if  not  checked  is  necessarily  fatal  and  so  affects  the 
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resisting  power  of  the  patient  that  even  a  trivial  interference 
cannot  be  borne.  And  yet,  in  order  to  entertain  the  sHghtest 
hope  of  saving  the  patient,  the  operative  measures  undertaken 
must  be  drastic.  A  double  indication  exists — the  relief  of  the 
obstruction  and  the  relief  or  eUininatiou  of  the  gangrenous 
element.  That  the  condition  of  the  intussusceptum  has  the 
greatest  intlaence  in  determining  success  or  failure  is  evi- 
dent b}'  the  following  contrasts  in  the  statistics  of  187  laparat- 
omies: 


Reducible 

126  cases 
14     " 

23  " 

24  " 

Mortality,  86  per  cent. 
64 

Irreducible 

Gaujjrenous 

95        " 

Irreducible  or  gangrenous.. 

75       " 

Operations  on  the  first  day  show  a  mortality  of  37  per  cent; 
on  the  second  day,  39  per  cent;  on  the  third  day,  61  per  cent; 
on  the  fourth  day,  67  per  cent;  on  the  fifth  and  sixth  days,  73 
and  75  per  cent  respectively. 

E  I  ward  J.  Ill  "  reports  several  cases  of  this  affection  in  in- 
fants successfully  operated  upon.  The  old  opinion  that  ope- 
rative interference  is  as  unsatisfactory  as  medication  and 
enemata,  he  says,  must  rapidly  give  way  to  the  more  ad- 
vanced one  that  early,  prompt,  quick,  and  clean  surgery  offers 
the  b3-Jt  cliinces  for  success.  The  operation  should  follow  the 
diagnosis,  and  the  diagnosis  should  be  and  can  be  made  by 
the  practitioner  at  an  early  hour.  Every  lost  hour  increases 
the  risk  to  the  child.  If  a  tumor  is  felt,  the  incision  should  be 
made  in  the  median  line  nearest  to  the  mass.  In  other  words, 
if  the  tumor  is  above  the  navel,  the  incision  should  be  above 
the  navel;  if  below  the  navel,  the  incision  should  be  there. 
The  space  between  the  navel  and  the  pubes  is  very  short,  and 
the  incision  may  have  to  extend  above  that  landmark.  All 
manipulations  should  be  made  in  the  abdomen  itself.  It  will 
rarely  prove  possible  to  remove  the  invaginated  gut  from  the 
cavity  of  the  abdomen.  If  possible  the  eyes  should  follow  all 
movements,  so  that  any  injury  to  the  bowel  may  be  promptly 
rep^,ired.  The  author's  experience  has  taught  him  that  the 
best  manipulation  is  exercised  by  pressure  from  the  apex  of 
the  invagination  toward  the  base.  He  advises  close  inspection 
of  the  reduced  bowel  and  mesentery  for  several  moments,  to 
observe  if  there  be  any  tendency  to  relapse  and  possible  injury 
during  manipulation.  All  manipulations  should  be  made 
with  the  greatest  gentleness.  It  is  hardly  necessary  to  add 
that  there  is  no  room  for  antiseptics  in  so  tender  an  organ  as 
the  peritoneum  of  a  child;  therefore  all  antisepics  should 
most  carefully  be  washed  from  the  hands,  and  dry  hands 
should  be  used  for  the  operation.  The  prognosis  will  depend 
upon  six  conditions:  1.  The  length  of  time  elapsed  after  the 
accident  before  the  operation.  2.  The  length  of  the  operation. 
This  will  depend  upon  the  celerity  and  properly  directed 
■efforts  of  the  operator,  as  well  as  upon  the  severity  of  the 
■case.     Under  this  heading  must  be  considered  the  very  great 
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risk  of  the  anesthesia.  3.  Most  careful  asepsis.  4.  Freedom 
from  injuries  to  tlie  bowel.  5.  Extent  of  the  invagination. 
•6.  The  location  of  the  intussusception  must  have  some  bearing 
on  the  prognosis.  Thus  it  is  very  difficult  to  withdraw  the 
ileum  from  its  imprisoned  ileo-cecal  valve. 

Sepsis  in  Early  Childhood. — Finkelstein  "  made  bacteri- 
ological blood  examinations  during  life  in  62  cases  of  gastro- 
enteric disease  and  found  it  sterile  in  30.  The  staphylococcus 
pyogenes  albus  and  aureus  were  present  twenty  times;  bacil- 
lus coli  communis,  six;  proteus,  once;  pyocyaneus,  once;proteus 
and  pyocyaneus  together,  three  times;  pyocyaneus  and  the 
staphylococci,  once.  Severe  sepsis  with  marked  general  symp- 
toms can  exist  with  gastro-enteric  symptoms,  which  may  be- 
come of  a  choleraic  nature.  Bacteriological  blood  examina- 
tion does  not  prove  that  the  sepsis  finds  its  only  expression  in 
a  gastro-enteritis.  Visceral  complications  occurring  in  the 
course  of  intestinal  diseases  are  usually  only  dependent  upon 
such  diseases  in  the  sense  that  the  predisposition  to  their  de- 
velopment is  acquired  in  their  course.  Secondary  septic  in- 
fection and  agonal  bacterial  blood  invasion  usually  occur  from 
the  skin,  or  mucous  membrane  other  than  that  of  the  intesti- 
nal tract.  The  latter  seems  to  act  as  the  point  of  entrance  for 
bacteria  into  the  circulation  only  if  deep  necrotic  inflammation 
or  losses  of  substance  are  present.  In  streptococcus  enteritis 
the  cocci  seem  to  be  able  to  enter  the  circulation  even  from  the 
moderately  affected  intestine.  Local  and  general  septic  pro- 
cesses are  not  to  be  looked  upon  as  primary  causes  of  chronic 
atrophy  and  similar  conditions,  but  as  complications  of  them. 

Scarlet  Fever. — Annie  Sturges  Daniel"  gives  a  clinical 
study  of  450  cases  of  scarlet  fever  occurring  in  children  under 
12  years  of  age  in  the  tenement  houses  of  the  East  Side  in 
New  York  City,  an  overcrowded  district  containing  chiefly  a 
foreign  population,  in  sanitary  surroundings  varying  from 
moderately  good  to  very  bad.  The  nursing  has  been  of  a 
most  varied  character,  from  that  of  an  intelligent  mother  to 
that  of  a  drunken  woman.  The  largest  number  of  cases  oc- 
<5urred  at  3  years,  the  smallest  under  1  year.  There  was  a 
premonitory  period  of  twenty-four  hours  in  55  cases,  two  days 
in  46,  three  days  in  11.  four  days  in  6.  The  remainder  were 
seized  at  once.  The  Jirst  symptom  was  the  eruption  in  186 
children;  fever  in  28;  vomiting  only  in  41;  fever  and  vomiting 
in  27;  sore  throat  in  18;  chill  in  2;  spasms  in  2.  Fever — 
The  highest  rectal  temperature  was  105°  F.  in  one  child,  the 
lowest  98.4'^  in  2  children  The  fever  in  the  majority  of  cases 
fell  on  the  third  day.  Heart — 66  children  presented  an  endo- 
cardial murmur,  which  remained  permanent  in  3.  Involve- 
ment of  joints — 89  children  complained  of  pain  in  various 
joints.  Gastro-intest inal  catarrh — 4  patients.  Bronchial 
■catarrh — 24  patients  during  the  period  of  eruption.  Kidneys 
— 23  children  had  albumin  and  casts  in  the  urine,  which  rapid- 
ly disappeared.  This  small  number  is  probably  due  to  the 
fact  that  the  majority  were  so  young.     Kidney  comj)lications 


716  BRIEF   OF   CURRENT   LITERATURE. 

occurred  as  a  solitary  one  in  la  patients.  Angina — in  na 
case  was  the  Klebs-Loftier  bacillus  found.  Two  children 
had  any;ina  with  involvement  of  the  larynx,  5  severe  angina 
with  endocarditis,  1  angina  with  complete  temporary  deafness,. 

1  augina  with  regurgitation  of  fluids,  5  angina  accompanied 
b}'  eruptions,  10  angina  with  suppuration  of  submaxillary 
glands,  4  angina  with  severe  arthritis,  1  severe  angina  pleu- 
ris}^  with  effusion  and  arthritis.  Involvejuent  of  the  nervous 
system  —all  cases  with  fever  had  a  moderate  amount  of  deliri- 
um; 2  were  introduced  with  spasms.  Meningitis — 2  cases. 
Facial  paralysis — 1  case.  Excessive  fever  without  compli- 
cation— 10  cases.  Septicemia — 3.  Involvement  of  liver — 
lease.  Multiple  arthritis — 7  patients.  Lungs  and  pleura 
— 9  presented  complications  of  these  organs.  Pleurisy — 1 
patient.     Lobar  pneumonia — lease.     Secondary  eruption — 

2  cases.  Scarlet  fever  and  measles — 2  cases.  Scarlet  fever 
and  malaria — 1  case.  Secondary  attack — I  case.  Scarlet 
fever  and  icounds — 3  patients.  Unusual  onset  in  3  cases. 
Heredity — Nothing  was  especially  marked  except  alcohol- 
ism in  one  or  both  parents  in  about  one  third  of  the  cases. 
Personal  history — Marked  rachitis  existed  in  a  large  num- 
ber of  patients. 

Sterilization  of  Milk  as  related  to  Intestinal  Putrefac- 
tion.—  Augelo  Volpe'"  concludes,  after  a  long  series  of  experi- 
ments, that  by  sterilization  milk  is  so  much  changed  in  its 
nature  as  to  interfere  with  its  digestibility.  When  non-steril- 
ized milk  is  used  in  alimentation,  the  total  amount  of  sulphur 
eliminated  in  the  urine  is  increased,  but  so  also  is  the  sulphur 
belonging  to  the  ethers,  so  that  the  action  of  the  bacteria  con- 
tained does  not  seem  to  be  prevented;  assimilation  is,  however^ 
more  complete.  When  milk  is  sterilized  at  100"  C,  the  putre- 
factive processes  diminish,  it  is  true,  since  the  amount  of  sul- 
phuric ethers  is  lowered,  but  the  total  amount  of  sulphur  is 
lessened,  which  signifies  that  not  all  the  albumin  introduced 
in  the  milk  has  been  assimilated.  We  must  bear  in  mind  in 
the  feeding  of  children  that  the  temperature  of  milk  is  not 
unimportant,  since  the  digestibility  and  assimilability  are  im- 
paired, and  what  is  gained  on  the  one  hand  by  a  diminution 
in  the  number  of  the  bacteria  is  lost  in  the  total  effect  of  ali- 
mentation, only  a  portion  of  the  milk  being  utilized,  while  the 
rest  remains  in  the  intestines,  this  residue  of  undigested  sub- 
stances being  a  fruitful  source  of  putrefactions  which  are  any- 
thing but  harmless. 

Tonsillar  Ring,  The. — Derrick  T,  Vail"  says  that  the  ton- 
sillar ring,  so-called  by  noted  foreign  specialists,  consists  of  at 
least  seven  distinct  masses  of  lymphoid  tissue  arranged  in  an 
annular  manner  in  the  oro-  and  naso-pharynx.  Enlargement  of 
the  lower  part,  or  "  lingual  tonsils,"  causes  a  sensation  of  lump 
in  the  throat,  early  voice-fag,  barking  cough  at  puberty,  con- 
stant desire  to  clear  the  voice  by  hemming  and  hawking  with- 
out raising  anything,  relief  of  symptoms  during  meal  time, 
spasmodic  asthma,  globus  hystericus,  fears  of  cancer  in  the 
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throat,  vague  distress  in  the  throat,    blood-stained   sputum. 
Usually  only  a  single  one  of  these  s3"mptoms  predominates. 

Tuberculous  Peritonitis,  Case  Healed  by  Laparatomy. — 
Stamm"  operated  upon  a  girl  9  years  old  whose  abdomen 
measured  55  centimetres  and  whose  lungs  were  normal.  A 
litre  and  a  half  of  clear  serum  was  evacuated;  the  peritoneum 
was  studded  with  tubercles,  the  omentum  with  hazelnut-sized 
yellowish  masses.  An  excised  piece  of  peritoneum  showed  the 
typical  structure  of  tubercle.  The  abdominal  wound  healed  by 
first  intention,  and  the  child  was  discharged  in  a  blooming 
condition.     Two  years  later  she  was  apparently  perfectly  well. 

Tubercular  Poison. — Angelo  Maffucci'^  thus  sums  up  his 
conclusions  in  regard  to  the  transmission  of  the  tubercular 
poison  from  parents  to  child:  1.  The  tubercular  poison  is 
more  often  transmitted  than  the  bacillus.  2.  This  poison  may 
be  transmitted  in  the  ovum,  spermatozoon,  or  through  the  pla- 
centa. 3.  The  children  of  two  tuberculous  parents  are  most 
affected  by  the  tubercular  intoxication.  4.  Embryonal  intoxi- 
cation is  manifested  as  defective  development,  abortion,  pre- 
mature birth,  death,  and  cachexia  in  extrauterine  life.  5.  The 
embryonal  tissues  not  only  oppose  the  development  of  the 
tubercle  bacillus,  but  may  even  destroy  it,  and  in  so  doing 
generate  a  toxic  product  which  becomes  fixed  in  the  embryonal 
tissues.  6.  Chicks  born  from  infected  eggs  possess  a  greater 
resistance  to  the  tubercle  bacillus,  and  maj'  even  destroy  it — a 
power  not  possessed  by  the  chick  or  the  adult  fowl  in  which 
the  tubercle  bacillus  is  injected.  7.  The  children  of  tuberculous 
parents  are  not  more  susceptible  to  the  tuberculous  virus  than 
those  of  healthj^  parents,  and  the  greater  frequency  of  tuber- 
culosis among  them  must  be  laid  to  the  charge  of  familiar  con- 
tact, and  to  the  possibility  of  a  germ  having  been  transmitted 
from  embryonal  life,  and  not  to  a  specific  hereditary  disposi- 
tion. 8.  Hereditary  tubercular  intoxication  can  be  largely 
overcome  under  good  h3'gienic  conditions.  9.  The  whole 
problem  of  these  expsrimental  researches  shows  that  the  pro- 
phylaxis and  cure  of  hereditary  tuberculosis  is  solved  by 
rigorously  enforced  hygienic  measures,  by  removing  the  child 
from  the  infected  surroundings  and  placing  it  under  the  most 
advantageous  conditions  for  health. 

Vagus  Nerve,  The,  in  relation  to  the  Malignant  Forms 
and  to  the  Complications  of  Measles.— Emilio  Ciofla" 
reaches  the  following  conclusions:  1.  The  statistics  of  mor- 
tality from  measles  often  give  such  a  high  per  cent  as  by  no 
means  to  bear  out  the  usual  opinion  as  to  the  innocuous  nature 
of  the  disease.  2.  Among  the  most  malignant  and  most  insid- 
ious forms  is  that  characterized  by  a  livid  and  scanty  eruption, 
which  disappears  to  return  later,  with  fever  which  is  not 
always  high,  with  slight  bronchial  phenomena,  with  dulling  of 
the  sensorium,  and  pronounced  tachycardia  (absence  of  the 
characteristics  of  measles).  3.  A  second  form  of  the  malig- 
nant type  of  the  disease  is  characterized  by  marked  general 
eruption,  highfever  (40°  to  41.5°  C— 104°  to  106.7°  F.),  convul- 
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sions,  cj'anosis  of  the  face,  attacks  of  dyspnea,  mania,  tachy- 
cartlia  (exagy:eration  of  the  characteristic  symptoms).  4.  Be- 
cause of  the  severity  of  the  infection,  death  in  these  cases  is- 
due  to  profound  toxemia  acting  upon  the  thermogenetic  cen- 
tres, disturbing  the  equilibrium  (hyperpyrexia),  and  upon  the 
cardiac  inhibitory  innervation.  The  result  is  first  excitation 
and  then  paralysis  of  the  vagus.  5.  The  pathogenic  mechan- 
ism of  ver\'  acute  forms  of  the  pneumonia  of  measles,  or  suffo- 
cating catarrh  (first  type  of  Hutinel),  should  be  referred  to 
strong  stimulation  of  the  excito-motor  fibres  of  the  vagus  in 
the  respiratory  mechanism.  This  theory  is  substantiated  by 
the  fact  that  at  the  autopsy  the  lesions  do  not  point  to  me- 
chanical asph)'xia.  6.  When,  in  the  slow  form  of  pulmonitis 
(second  type  of  Hutinel),  the  cough  suddenly  disappears,  we 
must  bear  in  mind  the  possibility  of  pulmonary  collapse.  The 
sensory  paralysis  of  the  mucous  membrane  of  the  respiratory 
tract  (disappearance  of  cough),  and  the  paralysis  of  the  bron- 
chial muscle  fibres,  facilitate  the  penetration  ot  extraneous  sub- 
stances and  of  bacteria,  and  the  pulmonary  tissue  falls  a  prey 
to  a  multitude  of  micro-organisms.  7.  Both  the  first  and  sec- 
ond types  of  pulmonary  affection  depend  upon  changes  in  the 
vagus  due  to  the  influence  of  bacterial  poisons.  8.  A  barking 
cough  and  pseudo-croup  in  measles  should,  judging  from  the 
anatomy  and  physiology  of  the  larynx,  be  referred  to  a  nervous 
influence  (vagus).  9.  The  frequency  of  pulmonary  tuberculo- 
sis in  measles  must  be  explained  by  increased  vulnerability  of 
the  pulmonary  tissue,  from  trophic  changes  following  nervous 
alterations  dependent  on  the  vagus,  which  render  it  more  sus- 
ceptible to  the  pathogenic  bacillus.  10.  Vomiting  and  diar- 
rhea, nausea  and  a  feeling  of  satiety,  are  to  be  explained  by 
special  modifications  of  the  motor  and  sensory  fibres  of  the 
vagus  (increased  movements  of  stomach  and  intestines,  dis- 
turbances in  the  sense  of  hunger).  11.  Symptoms  referable  to 
the  kidneys— anuria,  oliguria,  edema  with  or  without  albumin- 
uria— should  be  classified  with  nervous  albuminurias  due  to 
stimulation  of  the  branches  of  the  vagus  to  the  kidneys,  upon 
which  organ  an  influence  of  a  trophic  nature  is  doubtless 
exercised.  12.  In  infancy  the  development  of  the  inhibitory 
centres  is  arrested,  the  excitability  of  the  peripheric  nerves  is 
extreme.  The  infantile  organism  has  a  pronounced  reflex 
mechanism.  These  pathological  conditions  being  admitted,  a 
stimulation  of  the  vagus  and  of  its  meningeal  branches  pro- 
duced by  the  fever  and  by  the  virus  mohillosus  easily  becomes 
a  chief  factor  in  the  production  of  the  convulsions  which  so 
frequently  occur  in  the  disease.  An  abnormal  and  prolonged 
stimulation  may  even  induce  fatal  eclampsia.  13.  The  fre- 
quency of  painful  purulent  otitis,  which  is  present  in  nearly 
half  the  cases,  is  one  of  the  most  convincing  arguments  in 
favor  of  the  special  elective  action  of  the  virus  morhillosus  on 
the  vagus.  14.  The  marked  influence  of  infective  diseases 
upon  the  nervous  system  having  been  experimentally  demon- 
strated, and  the  modifications  of  the  organism  being  admitted, 
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we  may  assert  that  the  stimulation  of  the  meningeal  fibres  of 
the  vagus,  and  even  more  of  the  centre,  is  at  least  a  predispos- 
ing cause  of  simple  or  tubercular  meningeal  inflammation. 

Vesical  Calculi  in  Children. — F.  D.  Smythe"  reports  four 
cases  under  5  years  of  age.  Among  his  conclusions  are  the 
following:  Stone  is  neither  climatic  nor  dietetic  in  origin,  but 
under  favorable  conditions  climate  and  diet  are  factors  in  its 
development.  The  uric  acid  varieties  do  not  predominate  in 
children  to  the  extent  one  would  infer  from  the  literature  on 
the  subject.  The  usual  symptoms  are  greatly  aggravated  in 
children;  and  the  enlargement  of  extra-genitals,  priapism,  and 
prolapsus  recti  are  peculiarly  suggestive  of  the  presence  of 
stone  and  should  always  insure  thorough  examination  for  the 
same.  The  value  of  rectal  and  bimanual  examination  cannot 
too  strongly  be  urged  in  conducting  examination  of  children 
for  stone.  The  diagnostic  value  of  the  searcher  is  well  known. 
The  rectal  bag  is  not  only  unnecessary  in  operating  upon  cl  il- 
dren,  but  it  is  a  hindrance  and  not  without  its  dangers.  The 
bladder,  when  badly  diseased,  should  be  left  open  for  drain- 
age and  rest.  Bladder  walls  that  are  healthy  should  be  closed 
by  the  Lembert  suture,  animal  material,  and  dropped  back 
into  cavity  with  no  provision  for  drainage.  The  treatment  is 
essenitially  surgical — suprapubic  operation  the  ideal  one.  The 
modern  method  of  its  performance  bids  fair  to  shelve  the  usual 
and  heretofore  more  popular  procedure,  litholapaxy.  The 
retention  of  the  catheter  in  children  is  found  to  be  wholly 
unnecessary,  while  it  adds  much  to  the  patient's  discomfort, 
increasing  the  difficulty  of  promoting  quietude.  Females  are 
almost  exempt  from  bladder  stone,  due  to  position,  patulency 
and  dilatability  of  urethra. 

Vomiting  in  Children. — A.  Nil  Filatow""  says  that  the 
diseases  in  which  simple  vomiting  is  usual  may  be  divided  into 
two  groups — those  in  which  the  onset  is  accompanied  by  a  con- 
siderable rise  in  temperature,  and  those  in  which  there  is 
almost  complete  apyrexia.  In  febrile  diseases,  from  the  point 
of  view  of  diagnosis,  vomiting  has  a  significance  varying 
according  to  the  age  of  the  patient.  In  little  children  of  from 
2  to  3  years  it  is  of  no  importance  in  diagnosis,  for  in  these  we 
find  vomiting  in  every  illness,  accompanied  by  sharp  rise  in 
temperature,  say  103°  or  104""  F.  In  older  children  vomiting 
is  noted  at  the  beginning  of  certain  infectious  diseases — scarlet 
fever,  small-pox,  erysipelas,  and,  among  localized  diseases, 
peritonitis.  In  other  febrile  diseases  it  is  only  exceptionally 
encountered  at  the  onset.  In  these  cases  vomiting  should 
attract  attention  only  when  it  occurs  after  fasting,  when  the 
vomitus  is  glairy  and  contains  bile,  and  has  not  been  preceded 
by  the  ingestion  of  such  drugs  as  antipyrin,  or  salicylic  acid  or 
one  of  its  salts. 

Vomiting  in  the  afebrile  state  or  with  a  slight  elevation  of 
temperature  is  met  in  widely  differing  diseases.  After  a 
cough  it  is  noted  in  pertussis,  in  dry  pharyngitis  with  hyperes- 
thetic  mucous  membrane,  in  chronic  hyperplasia  and  cheesy 
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degeneration  of  the  bronchial  glands,  in  the  bronchial  catarrh 
occurring  in  pertussis,  in  bronchiectasis  with  abundant  secre- 
tion, in  empyema  where  the  pus  seeks  a  way  out  through  the 
bronchus.  Vomiting  not  accompanied  by  cough  or  fever  is  due 
to  a  direct  or  reflex  irritation  of  the  mucous  membrane  of  the 
stomach.  Direct  irritation  from  irritants,  undigested  food,  or 
emetics  gives  vomiting  which  is  neither  accompanied  nor  fol- 
lowed by  any  disturbance.  Such  vomiting  may  also  be  the 
symptoms  of  local  disease,  such  as  dyspepsia  or  gastric 
catarrh.  Reflex  vomiting  is  caused  by  irritation  of  the  diges- 
tive canal,  the  abdominal  wall,  or  the  brain.  Abdominal  pain 
of  nervous  or  of  inflammatory  origin,  obstinate  constipation, 
especially  that  following  obstruction  of  the  bowels,  and  intes- 
tinal worms,  may  all  occasion  vomiting.  Vomiting  of  cerebral 
origin  follows  certain  acute  or  chronic  diseases  of  the  brain  and 
of  the  meninges.  A  constant  characteristic  of  this  variety  is  its 
obstinacy,  which  resists  all  treatment,  whether  dietetic  or 
medicinal.  The  tongue  remains  clean,  the  breath  is  not  bad, 
and  the  dejections  are  normal;  there  exists  a  tendency  to 
-constipation  without  there  being  any  meteorism  or  pain  due  to 
pressure  on  the  epigastrium.  There  is  severe  headache,  sleepi- 
ness, and  irregular,  slow  pulse.  Only  the  ensemble  of  these 
symptoms  has  any  real  value  for  diagnosis.  There  is  vomiting 
which  follows  the  subcutaneous  injection  of  apomorphire,  ure- 
mic vomiting  of  acute  and  chronic  nephritis,  and  vomiting  fol- 
lowing etherization.  Leyden  describes  vomiting  due  to  the 
irritation  of  exhaustion,  which  is  often  followed  by  convulsive 
hiccough.  Nervous  vomiting  in  convalescence  from  diphthe- 
ria probably  depends  upon  paralysis  of  the  vagus  nerve. 
Uncontrollable  vomiting  is  observed  following  chlorosis  and 
general  nervousness.  We  must  distinguish  from  vomiting  the 
throwing  up  of  food  and  drink  which  has  not  reached  the 
stomach,  as  occurs  in  stenosis  of  the  esophagus  and  in  paralysis 
of  the  soft  palate. 
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In  analyzing  my  clinical  material  during  the  past  twenty 
years,  there  are  two  topics  which  impress  me  specifically  and 
on  which  I  pu  rpose  dwelling  briefly,  stating  my  personal  con- 
victions, even  though  I  am  conscious  of  the  fact  that  in  regard 
to  at  least  one  my  views  are  considerably  at  variance  with 
those  held  by  many  colleagues. 

THE   TOXEMIA   OF  PREGNANCY. 

The  first  topic  relates  to  obstetrics  and  is  selected  because, 
great  as  have  been  the  advances  in  this  branch  of  medicine,  as 
regards  this  specific  subject  we  are  still  working  very  much 
in  the  dark  and  the  mortality  rate  is  entirely  too  high.  I  have 
in  mind  that  form  of  toxemia  of  pregnancy  which  manifests 

'  Read  by  title  before  the  American  Gynecological  Society,  at  Washing- 
ton, D.  C. ,  May,  1900. 
46 


722  GRANDIN:   TOXEMIA   OF   PREGNANCY. 

itself  in  eclampsia,  and  I  hope  to  show  that  through  greater 
attention  to  prophylaxis  we  may  better  our  results  to  a  con- 
siderable extent.  The  term  toxemia  is  selected  advisedly  be- 
cause of  the  fact  that  we  are  still  in  the  dark  as  to  the  exact 
etiological  factor  or  factors,  our  present  belief  being  that  the 
toxemia  is  a  combination  of  waste  products  emanating  not 
alone  from  the  kidneys  but  from  the  liver  and  the  intestinal 
canal  as  well.  The  old  term  uremia  must  be  banished  from 
our  minds  and  from  our  text  books,  although  for  the  present, 
since  in  all  probability  the  kidneys  are  chiefly  at  fault,  for  de- 
scriptive purposes  the  words  '' urinary  toxemia  "'  maybe  re- 
tained. That  we  are  dealing  with  a  mixed  toxemia  is  amply 
proved  by  the  fact  that  an  eliminative  treatment  aimed,  not 
alone  at  the  kidneys,  but  also  at  the  liver  and  at  the  intestinal 
canal,  yields  most  brilliant  results. 

My  experience  with  these  desperate  cases  has  proved  to  my 
own  satisfaction  the  following  deductions: 

It  is  a  grave  error  to  test  the  urine  of  a  gravid  woman  for 
albumin  alone  after  a  perfunctor}^  fashion.  The  mere  presence 
or  absence  of  albumin  means  nothing.  As  I  analyze  my  cases 
I  find  that,  as  a  rule,  toxemia  is  least  likely  to  occur  in  those 
subjects  in  whom  albumin  in  moderate  amount  exists,  whilst, 
on  the  other  hand,  virulent  toxemia  frequently  occurs  in  sub- 
jects in  whose  urine  albatnin  is  absent,  or  present  in  trifling 
amount  alone.  No  man's  duty,  therefore,  can  be  considered 
as  complete  unless,  at  regular  intervals,  the  amount  of  urine 
passed  in  twenty-four  hours  is  measured  and  an  accurate  esti- 
mate of  the  amount  of  urea  is  obtained  from  this  total  amount, 
taking  into  rigid  account  the  customary  diet  of  the  woman  and 
the  amount  of  fluid  she  ingests. 

Women  subject  to  nephritis,  should  they  conceive,  must  be 
watched  with  extraordinary  solicitude.  Where,  under  recog- 
nized dietetic  measures;  where,  notwithstanding  regulation  of 
the  emunctories,  the  urea  diminishes,  as  also  the  amount  of 
urine  secreted,  the  question  of  arresting  the  gestation  deserves 
the  most  serious  consideration. 

In  cases  where  albumin  does  not  exist  or  only  in  traces,  and 
yet  there  is  determined  a  steady  decrease  in  the  amount  of 
urea  excreted,  expectancy  may  be  fatal.  The  positive  rule 
should  be  the  evacuation  of  the  uterus  as  speedily  as  may  be, 
with  due  regard  to  the  integrity  of  the  maternal  parts. 

Eclampsia  being  imminent  or  present,  our  sheet  anchors  of 
treatment  should  be  rapid  evacuation  of  the  uterus,  as  a  rule 
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veaesection,  and  protracted  irrigation  of  the  colon  with  hot 
saline  solution.  Morphia  is  contraindicated  because  it  defeats 
the  very  object  in  view,  paralyzing  excretion  both  from  the 
bowels  and  the  kidneys,  a  paralysis,  so  to  speak,  of  the  latter 
being  already  in  existence  and  responsible  largely  for  the 
deadly  symptomatology  present.  Veratrum,  although,  if  the 
preparation  be  reliable,  it  will  lower  arterial  tension,  in  my 
experience  in  no  wise  controls  the  toxemic  manifestations  of 
eclampsia,  for  I  have  seen  instances  where,  although  the  pulse 
rate  was  held  at  40,  the  crises  recurred  with  severity.  Arterial 
tension  may  be  better  lowered  by  means  of  large  doses  of 
nitroglycerin  (one-tenth  of  a  grain  hypodermatically)  and  by 
venesection.  Whilst  under  chloroform  the  crises  may  be  held 
in  check,  the  subject  cannot  be  kept  anesthetized  indefinitely, 
and,  besides,  the  danger  of  cardiac  paralysis  is  always  immi- 
nent. I  have  seen  the  women  become  eclamptic  over  and  over 
again  as  soon  as  the  effect  of  the  chloroform  has  passed  away. 
Ether,  from  its  very  tendency  to  affect  even  healthy  kidneys 
after  an  untoward  fashion,  is  distinctively  contraindicated  in 
eclampsia. 

With  these  premises  as  a  basis,  from  a  fairly  large  number 
of  instances  of  toxemia  seen  in  consultation  I  have  selected 
the  following  as  types  to  prove  that  to  inattention  to  the  rules 
laid  down  was  fairly  chargeable  the  fatal  issue;  or  that  this 
issue  might  have  been  avoided  by  systematic  care  given  the 
woman  along  what,  in  my  opinion,  constitutes  the  desirable 
line;  and  then  again  that,  unfortunately  for  our  science, 
notwithstanding  every  precaution,  sometimes  our  best  efforts 
are  futile. 

Case  I.^^A  multipara,  the  subject  of  chronic  interstitial 
nephritis,  was  seen  by  me  in  eclampsia  at  the  seventh  month 
of  uterine  gestation.  The  urine  had  been  examined  after  a 
perfunctory  fashion — that  is  to  say,  on  two  occasions  traces  of 
albumin  had  been  determined.  Urea  had  never  been  tested  for, 
and  the  amount  of  urine  passed  in  the  twenty-four  hours  was 
unknown.  For  two  weeks  previous  to  my  being  summoned 
the  woman  had  complained  of  severe  cephalalgia,  dimness  of 
vision,  and  nausea.  Veratrum  and  nitroglycerin  were  admin- 
istered, but  beyond  this  nothing  in  the  therapeutic  line  had 
suggested  itself  to  the  attendant — a  gentleman,  by  the  way,  in 
active  practice  for  over  a  quarter  of  a  century.  Suddenly  the 
woman  had  an  eclamptic  seizure,  and  I  was  sent  for.  Before 
my  arrival  opium  was  administered,  and  pilocarpine  as  well. 
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Under  chloroform  anesthesia,  in  thirty  minutes  I  emptied  the 
uterus  of  a  living  child,  which  died,  however,  within  six  hours. 
After  the  uterus  had  been  emptied  I  allowed  the  woman  to 
bleed  freely  and  thereby  abated  the  high  tension  of  the  pulse. 
Notwithstanding  these  measures  the  woman  had  crisis  after 
crisis,  and,  never  regaining  consciousness,  died  in  coma. 

The  justifiable  comment  on  this  case  is  that  had  the  urine 
been  investigated  after  the  careful  fashion  I  have  laid  stress 
upon,  and  had  judgment  ruled  instead  of  drugs,  the  uterus 
would  have  been  evacuated  at  an  early  stage  of  gestation,  an 
eliminative  treatment  would  have  been  instituted,  and  in  all 
probability  the  woman  would  have  been  saved. 

Case  II. — A  multipara,  the  subject  of  chronic  parenchyma- 
tous nephritis,  was  most  carefully  watched  by  her  attendants, 
the  urine  being  examined  at  frequent  intervals,  and  the  urea 
as  well  as  the  amount  of  urine  excreted  was  kept  within 
fairly  normal  limits  up  to  the  seventh  month  of  uterine  gesta- 
tion. It  was  important,  from  the  standpoint  of  inheritance  of 
considerable  property,  that  the  woman  should  be  delivered  of 
a  living  child.  Symptoms  suggestive  of  impending  toxemia 
showed  themselves  about  this  date,  but,  notwithstanding,  the 
labor  was  not  terminated.  As  a  result,  of  a  sudden  the 
woman  had  an  eclamptic  seizure;  chloroform  was  adminis- 
tered, but  on  emergence  the  crises  returned.  I  was  sent  for, 
and  within  half  an  hour  I  delivered  the  woman  and  allowed 
her  to  bleed  freely  from  the  uterus.  In  addition,  since  the 
tension  of  the  pulse  was  greatly  exaggerated,  she  was  bled  to 
the  extent  of  about  ten  ounces  from  the  arm.  High  colon 
irrigation  was  instituted.  Notwithstanding  these  measures, 
the  woman  had  attack  after  attack,  and  in  the  midst  of  one 
died. 

In  this  case  the  attendant  was  justified  in  allowing  preg- 
nancy to  progress  up  to  the  time  when  symptoms  suggestive 
of  beginning  toxemia  manifested  themselves.  Then  was  the 
time  for  interference  of  active  nature.  Expectancy  was  al- 
lowed to  rule  until  the  toxemia  became  virulent,  and  then, 
although  eliminative  treatment  was  instituted,  the  woman 
died.  Subjects  of  chronic  nephritis,  especially  where  the  type 
is  the  parenchymatous,  should  not  be  allowed  to  conceive,  and 
when  this  occurs  the  gestation  should  be  interrupted. 

Case  III. — A  primipara,  gravid  about  six  months.  The 
urine  had  been  most  carefully  and  systematically  watched 
and  was  always  normal.     Of  a  sudden,  without  premonitory 
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symptoms,  she  had  an  eclamptic  seizure.  Chloroforpa  con- 
trolled the  seizure  temporarily,  and  on  catheterization  no  urine 
was  secured.  For  ten  hours  practically  continuous  colon  irri- 
gation was  practised,  and  the  cervical  canal  was  packed  with 
gauze  as  a  preparatory  measure  to  evacuation  of  the  uterus. 
The  crises  occurred  with  greater  frequency;  the  uterus  was 
emptied  with  ease  after  the  lapse  of  twelve  hours;  the  tension 
of  the  pulse  being  exceedingly  high,  venesection  was  practised 
and  veratrum  was  given  until  the  pulse  rate  was  below  50; 
but,  notwithstanding,  the  woman  passed  into  coma  and  died. 
Only  seven  ounces  of  urine  were  secured  from  the  time  of  the 
first  seizure  until  the  end. 

This  case  is  a  type  which  as  yet  we  are  unable  to  grapple 
with.  Of  exceptionally  rare  occurrence,  when  it  presents  itself 
our  therapeusis  and  our  surgery  are  of  no  avail  against  the 
surcharging  of  the  system  with  the  mixed  toxic  elements. 

These  cases  are  given  as  typical  of  that  class  which  are 
either  absoluteh"  fatal  or  else  where,  through  injudicious 
expectancy,  interference  has  been  postponed  until  toxemia 
becomes  active,  when  rarely,  very  rarely,  is  therapeusis  of 
avail.  I  could  record  scores  of  instances  seen  by  me  on  the 
occurrence  of  the  premonitory  symptoms  of  toxemia  and 
where  the  uterus  has  been  promptly  emptied  with  favorable 
result.  To  exemplify  this  side  of  the  picture  I  will  simply 
quote  the  following. 

Case  III. — A  primipara  at  the  seventh  month  of  pregnancy, 
the  urine  containing  fully  20  per  cent  of  albumin  for  weeks 
previously,  but  the  urea  remaining  at  normal  bounds.  Sud- 
denly she  began  to  complain  of  intense  headache,  of  spots 
before  the  eyes,  and  became  apathetic.  Examination  of  the 
urine  revealed  the  same  amount  of  albumin,  but  the  urea  had 
diminished  by  one-third.  I  was  sent  for,  and  in  twenty  minutes 
had  emptied  the  uterus  of  a  live  child.  Under  high  colon  irri- 
gation the  untoward  symptoms  disappeared,  the  urea  rose  to 
normal,  and  the  woman  made  an  uninterrupted  recovery. 

Case  IY. — A  multipara,  the  subject  of  chronic  interstitial 
nephritis,  developed  the  symptoms  of  impending  uremia  at  the 
third  month  of  utero-gestation.  Notwithstanding  milk  diet 
and  irrigation  of  the  colon,  the  urea  dropped  to  50  per  cent 
below  the  norm.  Precedent  gauze  tamponade  of  the  cervical 
canal  for  twenty-four  hours  enabled  me  easily  to  empty  the 
uterus.  The  colon  irrigations  were  continued,  and  at  the  expi- 
ration of  forty-eight  hours  the  cephalalgia  disappeared  and 
the  urea  rose  to  the  normal. 
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Case  V. — A  multipara  at  the  eighth  and  a  half  month  of 
pregnancy  developed  cephalalgia  and  visual  disturbances. 
She  was  highly  edematous;  the  urine  contained  nearly  50  per 
cent  of  albumin,  the  urea  was  30  per  cent  below  the  norm. 
Under  chloroform  anesthesia  I  delivered  her  within  half  an 
hour  of  a  fifteen  and  one-half  pound  living  child.  Within 
one  week  the  edema  had  practicallj^  disappeared  and  the  urine 
was  free  from  albumin,  the  urea  being  at  the  normal  point. 

These  cases  testify  to  the  great  aid  toward  securing  the 
proper  therapeusis  yielded  by  the  systematic  examination  of 
the  urine  for  urea,  instead  of  trusting  to  the  presence  or 
absence  of  albumin;  and  in  the  face  of  these  and  many  other 
cases,  compared  with  those  before  related,  I  have  reached  cer- 
tain definite  conclusions  which  may  in  brief  be  stated  as 
follovf's: 

The  only  justifiable  treatment  of  toxemia  is  the  surgical  be- 
fore the  active  manifestations  set  in.  In  the  presence  of  these 
premonitory  symptoms  I  have  seen  the  opium  treatment  tested, 
and  it  has  failed.  I  have  witnessed  the  administration  of 
veratrum  until  the  pulse  rate  was  held  at  40,  and  it  too  has 
failed.  I  have  seen  the  eliminative  treatment  instituted 
after  the  development  of  active  toxemia,  and  it  also  has  failed. 
What  wonder,  then,  that  there  remains  for  me  but  one  course 
of  action,  and  it  is  this:  Whenever  the  subject  of  Bright's 
conceives,  just  so  long  as  the  amount  of  urea  remains  at  the 
norm  we  are  justified  in  allowing  the  gestation  to  continue. 
Whenever,  under  recognized  dietetic  measures,  the  urea  drops 
below  the  normal,  the  uterus  should  be  emptied  after  as  speedy 
a  fashion  as  the  urgency  of  the  symptoms  allows.  Where 
time  permits,  the  packing  of  the  cervical  canal  with  gauze  is 
the  step  precedent  to  the  manual  evacuation  of  the  uterus.  In 
the  face  of  the  symptoms  of  active  toxemia,  the  uterus  may, 
as  a  rule,  be  emptied  within  thirty  minutes;  and  this  accom- 
plished, the  mortality  rate  of  toxemia  is  greatly  lowered. 

Whenever,  at  any  stage  of  gestation"  the  healthy  subject — 
healthy  as  regards  the  state  of  the  kidneys — gives  evidence  of 
kidney  insufficiency  which  does  not  in  short  order  yield  to  the 
routine  measures,  it  is  preferable  to  trust  to  evacuation  of  the 
uterus  than  to  drugs.  Temporizing  will,  in  the  vast  proportion 
of  cases,  eventuate  in  active  toxemia,  when  interference  of  any 
nature  may  avail  naught.  I  am  aware  that  these  conclusions 
are  opposed  by  many  whose  names  carry  weight,  but  every 
man  must  base  his  deductions  on   personal  experience,  and 
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mine  has  been  of  the  type  to  justify  those  I  have  stated.  Cer- 
tainly, as  I  consider  my  clinical  material  during  the  past  twenty 
years,  a  larger  proportion  of  lives  have  been  thus  saved  than  it 
has  been  possible  to  secure  by  any  and  by  every  other  method 
of  treatment.  When  it  becomes  routine  practice  to  test  the 
urine  for  urea  and  to  place  less  dependence  on  the  presence  or 
the  absence  of  albumin,  I  have  little  doubt  but  that  all  observ- 
ers will  agree  with  me. 

THE  operative  TREATMENT  OF  RETRODISPLACEMENTS 
OF  THE  UTERUS. 

This  is  the  next  topic  which  stands  in  bold  relief  from  my 
survey  of  my  clinical  material,  and  in  regard  to  which  I  have 
formulated  certain  conclusions  not  at  all  in  accord  with  those 
of  many  others,  if  I  am  to  judge  by  the  large  number  of  cases 
recorded  as  operated  upon  by  many  colleagues. 

The  first  conclusion  I  reach  from  the  analysis  of  my  material 
is  that  uncomplicated  retrodisplacement  of  the  uterus  is  of 
exceeding  rarity.  Under  complications  I  refer  to  endometritis, 
laceration  of  the  cervix,  pelvic  peritonitis,  tumors  of  the  uterus — 
in  particular,  fibroids.  The  result  of  these  complications  is  that 
the  uterus  either  sinks  down  from  increased  weight,  or  is  held 
down  by  adhesions,  or  is  pushed  down — again  from  increased 
weight.  In  case  of  certain  of  these  complications,  if  relieved 
by  the  proper  therapeusis,  it  becomes  unnecessary  to  resort  to 
any  operation  per  se  for  the  cure  of  the  displacement,  whilst 
other  complications  demand  therapeusis  of  a  far  different  type 
than  that  yielded  by  any  of  the  proposed  operations  for  the 
cure  of  the  displacement.  The  factor  above  all  which  at- 
tracts attention  in  cases  of  uncomplicated  uterine  displace- 
ment is  the  sivking  dotvnward  of  the  uterus.  The  mere  fall- 
ing backward  (or  the  version)  of  itself  does  not  cause  symptom 
and  therefore  does  not  result  in  the  woman  consulting  the 
gynecologist.  In  accordance  with  the  amount  of  downward 
sagging  depends  the  amount  of  symptom;  and  this  deduction 
is  of  the  greatest  possible  moment,  as  will  be  seen  later  on  in 
my  argument,  in  the  selection  of  operative  measures  applicable 
to  the  cure  of  the  uncomplicated  displacement. 

Prior  to  1890,  I,  in  common  with  most  others,  had  recourse 
to  either  the  vaginal  tamponade  or  to  pessaries  in  case  of  un- 
complicated displacement.  Both  these  measures,  it  soon  be- 
came apparent  to  me,  were  but  palliatives,  and  in  the  long  run 
it  seemed  to  me  that  through  distension  of  the  vagina  by  the 
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tampon  the  very  condition  giving  rise  to  symptom — the  down- 
ward sagging  of  the  uterus — became  intensified;  whilst,  in  the 
case  of  the  pessary,  after  a  while  it  became  necessary  to  use 
larger  and  larger  sizes  in  order  to  maintain  the  uterus  at  a 
higher  level  and  thus  correct  the  downward  sagging.  Such 
being  my  experience,  I  began  to  look  around  for  an  operation 
which  promised  more  than  palliation,  if  not  absolute  cure  of 
the  symptoms;  for  I  ma^'  as  well  state  just  here  that  I  never 
saw  an  instance  of  the  kind  under  consideration  cured  either 
by  tampon  or  by  pessary.  The  woman  had  her  choice  of  being 
tamponed  or  wearing  a  pessary  ad  infinitum,  or  else  running 
the  risk  associated  with  operative  measures.  Be  it  understood 
that  I  stand  squarely  on  record  that  many  a  case  of  uterine 
displacement  is  susceptible  of  cure  through  curettage,  in  case 
of  endometritis,  or  through  properly  performed  repair  of  cervi- 
cal lesion  together  with  curettage.  True  enough,  the  uterus 
remains  backward,  but,  the  weight  of  the  organ  having  been 
lessened,  the  downward  sagging  in  so  far  ceases  and  thence 
relief  of  the  symptom. 

For  the  very  small  minority  of  posterior  uterine  displace- 
ments calling  for  operation  simply  to  secure  this  replacement  of 
the  uterus  at  fairly  normal  level  in  the  pelvis,  it  became  nec- 
essary to  find  an  operation  which  would  fulfil  the  demands 
of  the  problem,  and  the  first  I  attempted  was  that  known  as 
Alexander's,  or  the  shortening  of  the  round  ligaments.  I  very 
shortly  discarded  this  operation  for  the  following  reasons:  I 
found  that  oftentimes  the  round  ligaments,  if  sought  at  the 
pubic  spine,  were  thin,  would  not  stand  the  requisite  traction, 
or  else  broke  off,  rendering  necessary  the  opening  up  of  the 
inguinal  canal  in  order  to  properlj"  secure  the  ligaments. 
Now,  this  inguinal  canal  is  the  very  chief  of  all  places  where 
Nature  allows  hernia  to  occur,  for  the  cure  of  which  surgeons 
for  ages  have  been  devising  methods.  It  appeared  to  me, 
therefore,  highly  illogical  to  subject  my  patients  to  the  lia- 
bility of  hernia  of  a  type  so  difficult  to  cure,  and  not  alone  to 
one  hernia,  but  to  two.  Later  reports  have  justified  me  in 
this  view,  for  we  are  daily  hearing  of  hernia  of  the  inguinal 
ciual  following  Alexander's  operation — an  operation,  be  it  re- 
membered, only  applicable  to  uncomplicated  uterine  displace- 
ment, a  condition  which  is  in  no  wise  of  grave  import  to  the 
woman,  and  which  may  for  a  long  time,  if  she  desire,  be  re- 
lieved by  tampon  or  by  pessary.  Further  still,  it  appeared  to 
me  that  whilst  Alexander's  operation,  if  successful,  coriected 
the  version  of  the  uterus,  it  did  not  lift  the  uterus  to  a  higher 
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level,  and  in  so  far  must  needs  fall  far  short  of  the  indication 
for  any  operation.  Again,  I  made  it  a  habit  in  my  abdominal 
work  to  take  account  of  the  round  ligaments,  and  I  became 
satisfied  that  usually  they  were  only  embryonic  affairs  at  best 
and  utterly  unsuited  for  traction  purposes.  Further  still,  I 
found  that  uterine  displacement  frequently  gave  rise  to  symp- 
tom because  of  the  associated  ovarian  prolapse,  and  this  con- 
dition could  not  at  all  be  relieved  by  shortening  of  the  round 
ligaments  any  more  than  this  operation  could  correct  uterine 
sagging. 

Alexander's  operation  not  appealing  to  me,  therefore,  as  an 
operation  depending  on  logical  sequence,  I  turned  my  at- 
tention to  the  methods  suggested  of  shortening  the  round 
ligaments  either  per  abdomen  or  per  vaginam.  The  intra- 
abdominal shortening  of  the  round  ligaments  I  reject  for  the 
reason  that,  the  abdominal  cavity  having  been  invaded,  there 
exists  a  method  of  treating  the  uterine  displacement  far 
superior,  which  I  shall  shortly  refer  to;  and,  furthermore,  it 
seemed  to  me  that  the  twisting  of  the  round  ligaments  on 
themselves  or  their  duplication  necessarily  distorted  the  posi- 
tion of  the  Fallopian  tubes — an  item  of  no  small  moment  as 
concerned  the  question  of  impregnation.  Shortening  the 
round  ligaments  by  the  vagina  did  not  appeal  to  me  for  a 
similar  reason,  and  furthermore  because  the  essential  tech- 
nique weakened  the  anterior  pelvic  diaphragm.  Remember- 
ing the  difficulty  of  curing  cystocele  by  operative  measures,  it 
appeared  to  me  injudicious  to  subject  the  woman  to  the  possi- 
bility of  cystocele  occurring  through  resort  to  operative  meas- 
ure having  the  end  in  view  of  shortening  the  round  ligaments 
and,  as  noted  above,  distorting  the  position  of  the  Fallopian 
tubes. 

Vaginal  fixation  of  the  uterus  never  appeared  to  me  to  have 
the  slightest  logical  basis.  At  the  outset  such  operation  con- 
verts a  movable  retrodisplaced  uterus  into  a  fixed  anteriorly 
displaced.  At  the  best  it  may  correct  the  backward  version, 
but  it  cannot  touch  the  essential  thing,  which  is  the  doivn- 
ivard  sagging.  Then,  again,  it  is  open  to  the  same  objection 
as  vaginal  shortening  of  the  round  ligaments,  that  is  to  say, 
it  weakens  the  anterior  pelvic  diaphragm. 

There  remained,  then,  as  the  method  of  choice  for  me  at  the 
outset,  hysterorrhaphy  and  later  suspension  of  the  uterus  by 
the  parietal  peritoneum.  I  grant  that  both  these  methods  fall 
far  short  of  the  ideal,  but  in  that  one  or  the  other  accomplishes 
the  chief  thing  aimed  at— the  lifting  of  the  uterus  to  a  higher 
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level — without  the  objections  which  the  methods  I  have  just 
criticised  carried,  I  must  consider  the  latter  (suspension)  the 
method  of  selection  until  further  research  gives  me  some- 
thing as  effective  and  yet  freer  from  ground  for  criticism,  for  I 
grant  that  both  hysterorrhaphy  and  suspension  are  open  to 
criticism. 

The  onl}^  possible  objection  to  uterine  suspension  is  that  it 
subjects  the  woman  to  the  risk  of  hernia;  and  even  granting 
this,  it  appears  to  me  preferable  that  she  should  have  one 
hernia  in  the  mid-line  than  that  she  should  have  a  hernia  at 
each  inguinal  canal.  Therefore,  compared  with  Alexander's 
operation,  the  choice  of  method  is  certainly  in  favor  of  sus- 
pension. Furthermore,  suspension  carries  with  it  the  no  mean 
advantage  that  at  one  and  the  same  time  the  condition  of  the 
tubes  and  the  ovaries  may  be  investigated — something  which 
turned  out  as  requisite  in  no  small  proportion  of  the  instances 
in  which  I  have  advisedly  opened  the  abdomen  for  tbe  simple 
purpose  of  attempting  the  cure  of  a  movable  retrodisplaced 
uterus.  Over  and  over  again  have  I  been  able  to  exsect  parts  of 
ovaries  or  to  untwist  Fallopian  tubes — conditions  which  later 
on,  in  all  probability,  would  have  necessitated  opening  the 
abdomen.  Still  further,  in  the  event  of  that  frequent  compli- 
cation— ovarian  prolapse— at  one  and  the  same  time,  this  may 
be  corrected  by  shortening  the  ovarian  ligament.  To  state 
the  question  in  the  briefest  possible  compass,  the  abdomen 
once  opened  for  the  purpose  of  uterine  suspension,  not  alone 
may  the  uterus  be  placed  at  a  fairly  normal  position  in  the 
pelvis,  but  certain  undiscovered  incipient  diseases  of  the  tubes 
or  the  ovaries  may  at  one  and  the  same  time  be  rectified. 

The  technique  followed  by  me  for  the  past  five  years  is  to 
make  a  small  incision  just  above  the  pubes;  through  this  in- 
cision the  uterus  may  be  readily  brought  forward  by  means  of 
two  fingers  and  the  condition  of  the  tubes  and  the  ovaries 
may  be  investigated.  The  suture  I  am  using  nowadays  is 
chromic  catgut,  and  this  is  passed  through  the  parietal  peri- 
toneum and  thence  through  the  body  of  the  uterus  anterior 
to  the  fundus,  and  then  again  through  the  parietal  peritoneum. 
It  will  be  noticed  that  I  pass  the  suture  anteriorly  to  the 
fundus,  and  this  for  the  reason  that,  according  to  my  light,  it 
is  faulty  to  pass  it  posteriorly,  since  it  seems  evident  on  the 
face  that  thus  we  are  placing  the  uterus  in  the  very  position 
whence  on  the  occurrence  of  pregnancy  this  would  be  likely 
to  become  interfered  with,  whilst  the  suture  placed  anteriorly 
cannot  in  any  way  interfere  with  the  rising  of  the  uteius.     If 
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the  cases  of  dystocia  occurring  after  uterine  suspension  were 
carefully  investigated,  it  is  my  belief  it  would  be  found  that 
the  suspension  was  after  the  faulty  type.  It  will  be  noticed 
that  I  reject  the  buried  suture  of  silkworm  gut,  and  for  the 
reason  that  thus  the  uterus  becomes  fixed — something  which 
obviously  we  should  aim  at  avoiding.  After  the  technique 
described  a  band  of  parietal  peritoneum  suspends  the  uterus  at 
a  higher  level  in  the  pelvis,  the  normal  sphere  of  motion  being 
entirely  uninterfered  with.  I  have  had  the  opportunity  on  two 
occasions  of  reopening  women  in  whom  at  previous  periods 
the  uterus  had  been  suspended — once  by  myself  and  once  by  a 
colleague — and  in  both  I  found  the  uterus  hanging  by  a  band 
of  parietal  peritoneum  about  the  thickness  of  a  crow  quill,  able 
to  move  upward  or  laterally  or  downward  according  to  the  de- 
mands of  the  adjacent  organs,  the  bladder  and  rectum  and 
intestines. 

This  operation,  then,  fulfils  for  me  the  indications  of  the  con- 
dition for  the  relief  of  which  the  woman  consults  me.  Be  it 
understood  that  it  is  rarely  called  for.  I  have  performed  it 
fifty  to  sixty  times,  and  it  has  only  been  resorted  to  after  the 
woman  has  been  given  to  understand  that  she  may.  if  she 
chooses,  elect  the  wearing  of  a  pessary  ad  infinitum.  Further- 
more, if  our  technique  is  aseptic,  we  may  assure  the  woman 
that  she  runs  but  slight  risk  of  hernia,  and,  if  I  may  draw  any 
deduction  from  a  half-dozen  instances,  that  pregnancy  will  not 
be  interfered  with. 

36  East  Fifty-eighth  street.  / 
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Frequency. — Friedl  had  found  in  189G  about  130  cases  of 
primary  cancer  of  the  vagina.  From  1893  to  1893,  of  5,341 
gynecological  cases  treated  in  the  Vienna  Institution,  there 
were  15  cases  of  vaginal  carcinoma — 0. 23  per  cent.  But  Martin 
found   4  cases  only  in  5,000  women— 0.08  per  cent.      Again, 

'  Read  before  the  American  Gynecological  Society,  atWashington,  D.C., 
May  2,  1900. 
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Vauvra,  of  Prague,  in  8,081  patients  found  38  cases  of  vaginal 
cancer — 0A2  per  cent.  Of  all  cancer  cases  Bergel  found  in 
8,287  deaths  from  cancer  14  primary  vaginal  carcinomata — 0.16 
per  cent.  The  highest  ratio  is  given  by  Meyer — 8  cases  of 
vaginal  cancer  in  266  cases  of  cancer,  or  3  per  cent.  In 
Vienna  cancer  of  the  vagina  occurs  once  while  cancer  of  the 
uterus  is  found  68  times.     In  Prague  the  ratio  is  1  to  38. 

Location. — My  two  cases  followed  the  rule  in  that  the 
growth  appeared  on  the  posterior  wall.  Of  Olshausen's  18 
cases,  in  13  the  cancer  affected  the  posterior  wall.  From  its 
point  of  origin  the  cancer  may  extend  backward  to  implicate 
the  rectum,  upward  to  invade  the  uterus,  or  may  become  im- 
planted upon  some  other  part  of  the  vagina.  In  my  two  cases 
the  rectum  was  involved. 

In  case  Beckie  S.  the  cancer  completely  surrounded  the 
rectum  and  had  ulcerated  so  as  to  produce  hemorrhages  in  the 
stools  as  well  as  partial  obstruction  of  the  gut.  It  also  ap- 
peared upon  the  posterior  vaginal  wall  for  one  and  a  half 
inches.  I  have  no  means  of  telling  where  the  growth  began, 
but  believe  the  vagina  was  first  involved. 

In  case  Pf.  there  was  no  evidence  of  either  obstruction  or 
ulceration  in  the  rectum. 

Site  of  Recurrence. — As  a  rule  the  growth  recurs  locally. 
However,  Laurenstein  reports  a  case  in  which  the  growth  re- 
curred in  the  uterus  three  and  a  half  years  after  the  vaginal 
cancer  had  been  extirpated.  In  neither  of  my  cases  did  the 
disease  recur  locally,  either  in  the  small  portion  of  vagina 
which  I  left  or  in  the  artificial  anus,  but  was  first  noticed  at  a 
higher  point  in  the  rectum.  In  case  Pf.  the  budding  cancer 
had  worked  its  way  down  from  above  until  it  escaped  from  the 
rectum.  But  in  both  cases  the  recurrence  was  in  the  pelvis, 
posterior  to  the  gut,  but  soon  invading  the  bowel  and  produc- 
ing obstruction. 

In  case  S.  the  type  was  nodular  infiltration,  while  in  case  Pf. 
it  was  papillomatous. 

Operative  Procedures. — The  operation  which  has  been  com- 
monly employed  is  Olshausen's.  This  is  essentially  a  blunt 
dissection  of  the  vagina  from  the  rectum.  It  has  been  some- 
what modified  by  Friedl,  Torggler,  and  very  essentially  by 
Mackenrodt.  All  departures  from  Olshausen's  operation,  ex- 
cept Mackenrodt's,  have  been  slight  and  in  technique  rather 
than  in  principle.  Mackenrodt  embodies  in  his  operation  of 
''igni-extirpation"   the   principles  laid  down   by   Byrne,  and 
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seeks  by  means  of  heat  to  close  the  mouths  of  the  absorbents, 
while  by  the  same  means  bleeding  is  controlled  and  the 
tissues  removed  well  outside  the  growth.  But  his  operation 
is  most  bloody  and  difficult. 

The  attempt  of  Olshausen  to  dissect  the  cancerous  tissue 
from  the  gut  has  been  a  failure,  so  far  as  ultimate  results  are 
concerned,  for  90  per  cent  of  the  cases  recur  within  the  year. 
What  will  be  the  fate  of  Mackenrodt's  cases  I  can  only  sur- 
mise. As  recurrence  usually  takes  place  in  the  field  of  opera- 
tion and  not  by  metastasis,  one  or  all  of  the  following  con- 
clusions can  be  deduced:  that  (a)  the  growth  reappears  be- 
cause some  of  the  cancer  has  been  left  behind,  or  (b)  because 
tissue  liable  to  cancerous  degeneration  has  been  left,  or  (c)  be- 
cause the  germ  of  cancer  has  been  implanted  upon  the  raw 
surfaces  in  the  operation.  In  order  to  escape  each  and  all  of 
these  contingencies  we  must  remove  sufficient  tissue  and  in 
such  a  way  as  blocks  the  absorptives.  This  may  be  accom- 
plished by  deeply  charring  the  cancer  site  with  the  hot  iron, 
and  by  some  one  of  several  procedures  make  a  broad  dis- 
section. The  objection  to  this  in  vaginal  cancer,  or  vagino- 
rectal  cancer  as  it  usually  comes  to  us,  is  that  a  sufficient  de- 
gree of  burning  will  open  into  the  gut,  thus  soiling  the  field  of 
operation.  Absorption  of  cancer  cells  may  also  be  prevented 
by  cutting  off  the  blood  supply  of  the  operative  field,  for  upon 
the  arterial  vis-a-tergo  depends  the  circulation  of  both  the 
venous  and  lymphatic  systems.  And  if  such  a  preliminary 
hemostasis  will  at  the  same  time  furnish  a  dry  field  in  which  to 
work,  it  will  not  only  extend  the  area  of  possible  dissection,  but 
will  also  starve  out  all  cells  which  may  already  have  proceeded 
some  distance  from  the  site  of  the  neoplasm.  Believing  that 
these  requisites  to  a  successful  removal  of  primary  vaginal 
cancer  and  of  rectal  cancer  in  woman  could  be  met  by  ligating 
the  internal  iliac  arteries  and  lesser  trunks,  I  have  twice  ope- 
rated under  the  guidance  of  these  ideas.  Unfortunately  in 
both  cases  the  vagina  and  rectum  were  both  involved.  Al- 
though both  these  cases  recurred  within  the  year,  I  am  per- 
suaded of  the  propriety  of  the  operation  applied.  In  no  other 
way  could  the  vagina  and  rectum  be  removed  and  an  artificial 
anus  established.  The  operation  fills  all  the  requirements  ex- 
cept as  to  non-recurrence,  and  as  yet  we  do  not  get  our  cases 
early  enough  to  prevent  that.  It  is  as  radical  a  piece  of  work 
as  can  be  applied,  and  that  recurrence  so  soon  took  place, 
while  not  discouraging  us  in  our  efforts,  yet  makes  us  some- 
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what  sceptical  of  our  ability  to  control  this  disease  when 
situated  here.  But  which  of  us  will  rest  satisfied  with  what 
has  been  accomplished  or  cease  his  efforts?  That  the  operation 
I  present  is  essentially  surgical  I  believe  is  established.  The 
preliminary  ligation  of  the  iliacs  for  prostatic  hypertrophy 
Bier  has  shown  feasible,  and  others  following  me  in  this 
method  of  hemostasis  in  uterine  cancer  have  also  proved  the 
safety  of  the  operation.  I  have  shown  that  not  only  can  a 
broad  dissection  be  made  by  this  method,  but  provision  made 
for  an  easy  escape  of  feces.  If  the  operation  fails  to  improve 
the  statistics  of  recurrence,  I  believe  we  must  seek  relief  in 
some  method  other  than  one  based  upon  accepted  surgical 
principles. 

BeckieS. ;  m.;  set.  31.  Cancer  of  Rectum  and  Vagina. — 
Large  cancerous  nodule  in  recto- vaginal  wall,  completely  sur- 
rounding the  rectum,  ulcerating  anteriorly  and  protruding  into 
the  vagina.  Lumen  of  gut  about  half  an  inch.  The  lower 
border  of  the  growth  is  half  an  inch  above  the  sphincter,  its 
upper  border  one  and  a  half  inches  above  this.  An  ovarian 
cyst  three  inches  in  diameter  on  left  side.  Removal  by  ab- 
domino-perineal  method  July  10,  1899,  Died  from  intestinal 
obstruction  due  to  recurrence  April  13,  1900. 

Pf. ;  m.;  set.  81.  Cancer  of  Vagina. — An  inch  below  the 
cervix,  upon  the  posterior  vaginal  wall,  is  an  elevated,  papil- 
lary, carcinomatous  nodule  one  and  a  quarter  inches  in  diame- 
ter. It  shows  no  evidence  of  a  removal  by  curette  three  weeks 
ago.  The  rectal  wall  is  firmly  attached  to  the  growth,  but  the 
mucous  membrane  of  the  rectum  is  movable.  Removed  by 
the  abdomino-perineal  method  April  21,  1899.  Convalescence 
complicated  by  facial  erysipelas.  Recurrence  in  August,  1899, 
high  up  in  the  rectum.  Left  colostomy  by  Bodine's  method 
November  1,  1899.     Died  from  recurrence  April  25,  1900. 

an  opekation  for  carcinoma  of  the  vagina  and  rectum. 

It  is  needless  to  urge  that  whatever  preparation  is  conducive 
to  a  good  result  should  be  applied  to  these  cases  before  the 
operation;  and  before  an  audience  such  as  this  it  will  not  be 
necessary  to  enumerate  what  measures  should  be  adopted  to 
strengthen  the  general  physique,  to  increase  the  functions  of 
the  kidneys,  and  to  produce  local  cleanliness. 

I  make  an  incision  in  the  median  line  from  the  umbilicus  to 
the  pubes.  Any  adhesions  which  bind  together  the  organs  are 
separated.     The  ovarian  vessels  are  ligated  over  the  ureter  at 
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the  pelvic  brim,  kaugaroo  tendon  ligatures  being  employed, 
and  provisional  ligatures  are  also  applied  at  the  cornua  of  the 
uterus.     The  round  ligaments  are  then  tied  close  to  the  pelvic 


Fig.  1.— The  abdominal  operation.  The  vessels  have  been  ligated  and  the  uterus  forced 
into  retroversion.  The  anterior  va^ioal  wall  is  incised  and  the  sutures  passed  which 
unite  the  rectum  to  the  vagina.    (From  a  dissection  ) 

brim.  The  broad  ligaments  are  next  split  down  to  the  level  of 
the  utero-vesical  fold.  As  each  broad  ligament  is  split  its 
folds  separate  and  the  iliac  vessels  and  the  ureter  come  into 
view.     I  take  the  ureter  in  forceps  and  lift  it  up  from  its  bed, 
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and,  making  a  blunt  dissection  with  closed  scissors,  I  free  it 
from  the  fine  bands  which  attach  it  to  the  iliac  artery.  The 
ureter  is  then  held  to  one  side  by  an  assistant  while  the  opera- 
tor makes  a  track  alongside  the  internal  iliac  artery  for  the 
passage  of  the  aneurism  needle.  I  usually  tie  the  artery  with 
kangaroo  tendon,  and  prefer  to  do  so  just  above  its  division 
into  its  branches.  I  now  drop  the  uterus  into  the  hollow  of  the 
sacrum  and  dissect  the  bladder  from  the  cervix  so  as  to  enter 
the  vagina  just  anterior  to  the  cervix.  The  opening  into  the 
vagina  is  extended  from  side  to  side  so  as  to  be  about  the  width 


Fig.  2.— The  perineal  operation.    (From  a  dissection.) 


of  the  cervix,  or  one  and  a  quarter  inches.  At  a  point  on  the 
anterior  face  of  the  rectum  which  can  easily  be  approximated 
to  this  vaginal  cut  without  too  much  tension,  I  introduce  four 
silk  sutures.  These  sutures  are  about  one-quarter  of  an  inch 
apart,  and  take  a  firm  hold  in  the  connective-tissue  coat  of  the 
gut.  The  point  on  the  gut  which  can  readily  be  attached  to 
the  vagina  is  over  the  sacral  promontory.  In  reality  I  have 
in  my  cases  removed  the  entire  rectum  at  its  junction  with  the 
sigmoid  flexure. 

Each  suture  is  then  entered  upon  the  vaginal  face  of  the 
bladder  and  made  to  emerge  upon  the  peritoneal  face. 

The  sutures  are  now  tied.     I  now  dissect  out  the  distribution 
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of  the  internal  iliac  arteries,  so  as  to  find  the  obturator  branch 
on  each  side.  This  I  ligate,  so  as  to  prevent  its  large  anas- 
tomosis with  the  deep  epigastric  artery  feeding  those  other 
branches  which  arise  from  the  internal  iliac  artery.  This  is 
essential  and,  so  far  as  I  kQow,  has  been  neglected  by  all  those 
who  have  followed  me  in  this  line  of  work.  I  also  tie  the 
uterine  ani  vesical  arteries  separately,  so  as  to  guard  against 
secondary  hemorrhage  which  might  possibly  follow  a  too  early 
absorption  of  the  kangaroo  ligatures. 

The   abdomen    is    now   closed.     The   patient    is   placed  in 


Fig.  3.— Tbe  perineal  operation  completed. 

the  lithotomy  posture  and  any  cancerous  masses  in  the  vagina 
or  uterus  are  curetted  away  and  burnt.  Along  each  side  of 
the  vagina  I  make  an  incision  extending  from  the  first  cut  in 
the  anterior  vaginal  wall  straight  down  the  vagina,  through 
the  nymphse  and  labia.  From  the  apex  of  the  coccyx  upward 
for  about  an  inch  I  make  a  vertical  incision.  I  now  circle  the 
vulva  and  anus  by  incisions  which  unite  those  which  pass 
through  the  vagina  to  the  coccygeal  incision.  Seizing  the 
anus  and  vulval  margins  by  traction  forceps,  I  make  a  blunt 
dissection  with  scissors  on  each  side  of  the  rectum  and  vagina 
until  I  come  to  the  point  of  union  between  the  rectum  and  the 
47 
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first  transverse  vaginal  incision.  This  incision  which  I  make 
passes  through  the  levator  ani  fascia  and  muscle  and  a  large 
mass  of  fat.  It  also  extends  posteriorly  so  as  to  sever  a  few 
fibres  of  the  gluteus  maximus  muscle.  In  the  course  of  this 
Incision,  as  the  large  branches  of  the  internal  pudic  artery  are 
cut,  blood  pent  up  in  them  and  in  their  anastomotics  may  es- 
cape and  will  indicate  the  mouths  of  the  cut  vessels. 

The  reason  which  prompts  me  to  ligate  other  branches  in 
the  abdomen  also  indicates  ligation  here,  viz.,  for  the  purpose 


Fig.  4. — Appearance  of  vulva  four  months  after  operation.    (From  life.) 


of  guarding  against  a  possible  insecure  ligation  of  one  or  the 
other  internal  iliac  arteries.  I  now  seize  the  anterior  wall  of  the 
rectum  jast  in  front  of  the  point  where  it  is  sutured  to  the  va- 
gina, and  cut  through  it  with  scissors  for  a  sufficient  distance  to 
enable  me  to  grasp  it  with  forceps.  As  I  cut  through  the  rectum 
I  seize  the  bleeding  vessels  as  they  appear.  The  importance  of 
fixing  the  rectum  to  the  narrow  strip  of  anterior  vaginal  wall 
now  becomes  strongly  apparent;  for,  were  this  not  done,  the 
point  at  which  the  rectum  should  be  amputated  would  not  be 
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apparent,  and  as  we  cut  the  bowel  it  would  perhaps  recede 
beyond  our  grasp. 

Having  cut  entirely  through  the  bowel,  it  is  rapidly  removed 
down  to  the  bone  together  with  its  mesentery  and  all  the  peri- 
procteal  tissues. 

I  now  take  the  two  edges  of  the  coccygeal  incision  and  unite 
them  to  the  rectum,  and  apply  three  more  sutures  on  each  side. 
I  next  attach  the  skin  upon  each  side  to  the  edges  of  the  vaginal 
cut  until  the  skin  is  folded  in  upon  the  rectum.    This  will  leave  a 


Fig.  5.— Recurrence  in  case  Pf.     (From  life.) 


small  space  between  the  anterior  vaginal  wall  in  front,  the  skin 
on  the  side,  and  the  rectum  internally,  in  which  there  is  no  su- 
ture. This  opening  passes  directly  into  the  pelvis  behind  and 
to  one  side  of  the  rectum,  and  into  this  I  pass  a  small  quantity 
of  iodoform  gauze. 

The  last  step  of  the  operation  is  to  suture  the  edges  of  the 
coccygeal  cut.  Of  course  at  first  there  is  incontinence  of 
feces,  but  both  patients  upon  whom  I  operated  stated  that 
they  were  able  to  retain  fecal  matter,  unless  very  fluid,  after 
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they  had  gained  strength  and  were  well  on  their  feet.  The 
operation  is  practically  bloodless — an  important  factor  in  ope- 
rating upon  all  cases  of  carcinoma. 

Inasmuch  as  cancer  is  prone  to  spread  by  invasion  of  tissues 
having  common  sources  of  blood,  this  operation  seeks  the 
removal  of  all  organs  belonging  to  the  vascular  group  in  which 
the  affected  organ  is  placed.  The  internal  iliac  arteries  supply 
the  middle  rectum,  the  vagina,  the  uterus,  and,  because  of  their 
large  anastomoses  with  the  ovarian  arteries,  the  ovaries  and 
tubes  also.  Therefore  the  ovarian  and  iliac  arteries  are  ligated, 
and  all  the  organs  belonging  to  the  internal  iliac  field  of  dis- 
tribution are  removed,  the  rectum,  uterus,  ovaries,  tubes,  and 
posterior  two-thirds  of  the  vagina.  The  vesico-vaginal  strip 
which  I  leave  is  not  liable  to  be  the  site  of  a  recurrence,  and, 
while  partly  supplied  by  the  vesical  arteries,  it  also  receives 
sufficient  blood  from  the  external  iliac.  Such  is  the  anatomi- 
cal basis  of  the  operation. 

The  operation  has  a  surgical  basis  in  the  following 
principles: 

(a)  Preliminary  and  preventive  hemostasis.  By  this  not 
only  is  the  field  of  operation  rendered  dry,  but  migration  of 
cancer  cells  during  the  manipulation  is  prevented. 

(6)  Avoidance  of  injury  to  the  cancerous  field  until  hemosta- 
sis is  secured  and  the  cancer  charred. 

(c)  Removal  of  all  the  organs  in  which  recurrence  is  apt  to 
take  place,  and  from  above  downward. 

(d)  Establishment  of  an  artificial  anus  near  the  site  of  the 
normal  outlet. 
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THE  treatment  OF   FULL-TERM  ECTOPIC   GESTATION: 

SHOULD   NOT  THE  CHILD   RECEIVE  MORE   CONSIDERATION  ?  ' 


EDWIN  B.  CRAGIN,   M.D., 
New  York. 


(With  three  illustrations. 


In  discussing  the  treatment  of  ectopic  gestation  when  the 
fetus  is  viable,  three  problems  present  themselves: 
1.  Is  the  viable  ectopic  fetus  worth  saving  ? 

'  Read  by  title  before  the  American  Gj'necological  Society,  at  Washing- 
ton, D.  C,  May  3,  1900. 
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2.  Do  attempts  to  save  the  child  seriously  increase  the  mor- 
tality or  morbidity  of  the  mother  ? 

3.  What  is  the  best  procedure  at  the  time  of  operation  ? 
During  the  sixteen  months  from  July,  1898,  to  November, 

1899,  it  fell  to  the  lot  of  the  writer  to  operate,  at  the  Sloane 
Maternity  Hospital,  upon  three  cases  of  full-term  ectopic  ges- 
tation, in  two  of  which  the  fetus  was  dead  at  the  time  of  ope- 
ration; in  one  the  child  was  alive  and  still  lives,  as  do  the  three 
mothers. 

Of  course  three  cases  are  very  few  from  which  to  draw  gen- 
eral conclusions,  but  full-term  ectopic  gestation  is  so  relatively 
uncommon  that  even  so  small  a  number,  presenting  as  they 
do  phases  of  the  question  both  before  and  after  the  death  of  the 
fetus,  may,  it  seems  to  me,  furnish  us  some  help  at  least  in 
dealing  with  the  subject  in  general  and  the  above  three  ques- 
tions in  particular. 

Is  the  viable  ectopic  fetus  ivorth  saving  ? — i.e.,  is  it  nearly 
enough  perfect  to  warrant  efforts  to  continue  its  existence? 

If  we  were  to  judge  from  the  three  fetuses  whose  photo- 
graphs are  here  presented,  we  should  answer  in  the  afiSrmative. 
Unfortunately  the  living  ectopic  child  was  apparently  the 
least  perfect  of  the  three,  yet  this  was  the  pet  baby  of  the  hos- 
pital and  the  pride  of  its  mother.  Fetuses  Nos.  1  and  3  had 
been  in  jars  of  alcohol  for  a  number  of  months  before  the  pho-^ 
tographs  were  taken,  and  were  considerably  shrivelled  and 
compressed,  but  at  the  time  of  their  delivery  they  weighed  4 
pounds  12  ounces  and  4  pounds  14  ounces,  respectively,  and 
careful  examination  failed  to  detect  any  malformation. 

The  living  child  showed  a  congenital  dislocation  of  the  left: 
hip  and  a  small  umbilical  hernia,  the  latter  of  which  was 
nearly  cured  when  the  mother  and  babe  left  the  hospital.  The 
shape  of  the  child's  head  was  considerably  compressed  laterally 
when  delivered,  and  although  with  growth  and  general  de- 
velopment this  asymmetry  has  greatly  lessened,  a  certain 
amount  of  it  still  remains. 

Although  the  child  at  delivery  weighed  only  4  pounds  3 
ounces— ^.e.,  nine  ounces  less  than  the  smaller  of  the  other  two 
—it  was  placed  in  an  incubator,  and,  commencing  with  the 
second  week,  it  showed  a  steady  gain  in  weight  and  strength, 
until  it  left  the  hospital  a  vigorous,  healthy  child  3  months 
old,  weighing  7  pounds  4  ounces.  The  accompanying  photo- 
graph  (Fig.  2)  was  taken  when  the  child  was  oh  months  old. 
At  ^  months  mother  and  child  were  reported  as  still  doing 
well. 


74r*2  cragin:  full-term  ectopic  gestation. 

Admitting  that  it  is  unusual  to  find  three  ectopic  fetuses  as 
nearl}'  perfect  as  these,  the  fact  that  these  were  three  consecu- 
tive cases  goes  far  toward  proving  that  the  ectopic  fetus  is 
worth  saving,  especially  as  we  are  all  working  under  the  gen- 
eral proposition  that  it  is  the  duty  of  the  physician  and  sur- 
geon to  save  life. 

Do  attempts  to  save  the  child  seriously  increase  the  mor- 
tality or  morbidity  of  the  mother?  '  There  are  two  phases  of 
the  subject  of  maternal  mortality :  (a)  the  immediate  mortal- 
ity>  (^)  the  remote  mortality,  and  they  are  each  dependent 
upon  the  placenta.  The  immediate  mortality  is  chiefly  due 
to  hemorrhage,  the  remote  mortality  to  sepsis. 

Operations  in  the  interest  of  the  child,  if  they  increase 
maternal  mortality,  do  so  by  hemorrhage  in  separating  the 
placenta  at  the  time  of  the  operation,  or  by  allowing  infection 
of  the  placenta  and  sac  when  they  cannot  be  safely  removed 
at  the  time  of  delivery  of  the  child. 

Dunning"   has   attempted  to   prove,  from  the  statistics  of 
■cases  collected  by  Harris,  Ayers,  and  himself,  as  reported  dur- 
ing the  three  consecutive  years  1894,  1895,  1896,  that  the  per- 
centage of  maternal  recoveries  is  greater  when  the  operation  is 
performed  while  the  fetus  is  alive  than  when  performed  after 
fetal   death.     In  25   operations  performed  before  fetal  death 
during  these  three  years,  15  mothers  recovered,  or  60  per  cent, 
and  in  33  operations  performed  after  fetal  death  during  the 
same  period,  only  19  recovered,  or  57.5  per  cent.     Of  course 
this  number  is  too  small  from  which  to  obtain  positive  conclu- 
sions, but  yet  it  goes  a  long  way  in  the  direction  toward  prov- 
ing that  in  the  hands  of  competent  operators  the  maternal 
mortality  is  at  least   not  greatly  increased  if  the  child's  life 
receive  consideration;   and  if  we  grant  an  aflBrmative  answer 
to  the  previous  question.  Is  the  viable  ectopic  fetus  worth  sav- 
ing? we  would  in  many  cases  be  justified  in  trying  to  save  it, 
even  if  Dunning's  results  had  been  reversed  and  only  57.5  per 
cent  of  mothers  recovered  when  the  operation  was  performed 
during  fetal  life,  and  60  per  cent  recovered  when  performed 
after  fetal  death. 

Maternal  mortality  when  the  operation  is  performed  during 

'  It  will  be  noticed  that  I  leave  out  of  consideration  in  this  paper  the 
treatment  of  ectopic  gestation  prior  to  the  period  of  viability  of  the  fetus. 
and  only  discuss  cases  occurring  between  the  seventh  month  and  full  term. 

*  The  American  Journal  of  Obstetrics  and  Diseases  of  Women  and 
Children,  vol.  xl.,  No.  5,  1899. 


CRAGIN:   FULL-TERM   ECTOPIC   GESTATION.  743 

the  viability  of  the  fetus  will  always  depend  very  largely  upon 
the  judgment  and  skill  of  the  individual  operator  in  his  deci- 
sion as  to  the  treatment  of  the  placenta — i.e.,  whether  it  can 
be  removed  without  great  danger  of  fatal  hemorrhage,  or 
whether  it  is  wiser  to  leave  it  to  be  removed  or  come  away 
later. 

Is  maternal  morhiditij  increased  by  operation  during  the 
life  of  the  fetus  rather  than  after  fetal  death  ?  Of  course,  if  the 
placenta  and  sac  are  so  situated  that  the  vascular  supply  can  be 
ligated  and  the  placenta  and  sac  removed  at  the  time  of  fetal 
delivery,  the  convalescence  would  usually  be  the  shortest  ob- 
tainable; and  even  in  Case  2  here  reported,  where  it  was 
necessary  to  leave  the  placenta  to  come  away  later,  the  conva- 
lescence was  neither  longer  nor  more  stormy  than  in  Cases  1 
and  3,  where  the  fetus  had  died  before  operation,  and  in  Case  3 
the  sinus  persisted  much  longer  than  in  Case  2. 

We  now  come  to  the  question:  What  is  the  best  procedure 
at  the  time  of  operation  ? 

Granting  that  the  viable  ectopic  fetus  is  worth  saving,  and 
that  the  maternal  mortality  is  not  seriously  increased  by  ope- 
ration during  the  viability  of  the  fetus  rather  than  after  fetal 
death,  what  general  rules  can  we  formulate  to  guide  us  in 
operating? 

One  of  the  first  problems  presented  when  meeting  with  a 
case  of  ectopic  gestation  which  has  advanced  seven  months  or 
later,  is:  When  is  the  best  time  to  operate,  {a)  when  fetus  is 
alive,  {h)  when  fetus  is  dead? 

(a)  When  Fetus  is  Alive. — It  is  evident  that  any  additional 
growth  and  development  which  can  be  given  the  fetus,  all  too 
heavily  handicapped  in  its  struggle  for  existence,  is  a  thing  to 
be  desired,  provided  at  the  same  time  we  are  not  seriously 
endangering  the  mother  by  so  doing. 

We  have  to  admit  that  at  the  completion  of  the  full  period  of 
gestation  and  during  the  spurious  labor  there  is  some  danger 
of  rupture  of  the  gestation  sac  and  fatal  hemorrhage,  as 
occurred  in  the  case  of  Dr.  T.  H.  Tomlinson,  of  Plainfield, 
N.  J.,  reported  to  the  writer  by  personal  correspondence.  (A 
patient  with  full-term  ectopic  gestation,  after  four  days  of 
"distress"  in  her  abdomen,  suddenly  went  into  collapse,  and 
died  in  a  few  hours,  as  the  autopsy  proved,  of  internal  hemor- 
rhage due  to  the  rupture  of  the  gestation  sac.) 

On  studying  his  own  cases  and  many  of  those  recorded  in 
the  literature  of  the  subject,  the  writer  believes,  however,  that 
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if  the  patient  is  carefully  watched,  quiet  is  enjoined,  and  the 
gestation  not  allowed  to  advance  be3'oud  about  eight  and  one- 
half  months,  the  mother  is  but  slightly  endangered  by  waiting 
until  that  time. 

It  is  also  of  advantage  to  the  fetus  that  the  gestation  shall 
not  advance  to  its  completion,  when  the  fetus  is  likely  to 
perish,  not  so  often  by  rupture  of  its  sac  as  by  interference 
with  its  placental  circulation,  as  occurred  in  Case  1  here 
reported.  Another  disadvantage  to  the  fetus  in  allowing  the 
completion  of  the  period  of  gestation  is  that  during  the  later 
weeks  absorption  of  the  liquor  amnii  allows  serious  compres- 
sion of  the  fetal  skull. 

We  believe,  then,  that  when  the  fetus  is  alive,  with  the 
mother  under  careful  observation,  and  in  the  absence  of  unfa- 
vorable symptoms  on  her  part,  at  about  eight  and  one-half 
months  of  gestation  is  the  most  desirable  time  for  operation  in 
the  interest  of  both  mother  and  child. 

(b)  When  Fetus  is  Dead. — When  the  fetus  has  just  died,  is 
it  wiser  to  operate  at  once  or  wait? 

It  is  the  consensus  of  opinion  that  the  object  desired  in  all 
operations  in  advanced  ectopic  gestation — i.e.,  the  removal  of 
the  placenta  and  the  gestation  sac — is  rendered  much  safer 
and  greatly  facilitated  by  waiting  until  the  placental  circula- 
tion has  ceased  and  the  thrombi  have  become  firm. 

For  this  reason  we  believe  that  when  the  fetus  is  dead,  in  the 
absence  of  unfavorable  symptoms  on  the  part  of  the  mother, 
the  best  time  to  operate  is  from  two  to  four  weeks  after  fetal 
death. 

We  now  come  to  the  operation.  While  each  case  is  a  law 
unto  itself,  I  believe  that  sufficient  experience  has  accumulated 
to  enable  us  to  formulate  certain  general  rules  for  our  guidance. 

As  to  the  route  by  which  the  tumor  shall  be  attacked,  with 
the  exception  of  those  cases  where  suppuration  has  taken  place 
and  the  sac  and  fetal  remains  may  be  felt  near  the  vaginal 
vault,  experience  teaches  that  the  abdominal  route  is  the  path 
of  choice.  In  my  own  cases  the  incision  has  been  made  along 
the  outer  border  of  the  rectus  muscle,  and  this  incision  has 
given  satisfaction.  It  is  desirable,  I  believe,  to  make  the 
incision  low  at  first,  so  that,  if  the  gestation  is  extraperitoneal, 
opening  of  the  general  peritoneal  cavity  may  perhaps  be 
avoided . 

As  already  intimated,  the  keynote  of  the  operation  is  the 
management  of  the   placenta,  and  the  decision  to  leave  or 
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remove  it  often  decides  the  fate  of  the  patient.     A  few  general 
conclusions  drawn  from  my  own  experience  seem  justified. 

(a)  With  a  Dead  Fetus. — The  placenta  and  most,  if  not  all^ 
of  the  sac  can  usually  be  removed  at  the  operation  for  the  de- 
livery of  the  fetus,  although  occasionally,  on  account  of  exten- 
sive incorporation  of  the  sac  with  the  uterus,  or  to  facilitate 
drainage,  hysterectomy  is  indicated  at  the  same  time. 

(b)  With  a  Living  Fetus. — After  the  incision  through  the 
abdominal  wall,  the  least  vascular  portion  of  the  presenting  sac 
should  be  selected  for  incision  and  for  the  delivery  of  the  fetus. 
There  should  then  follow  the  most  important  step  in  the  whole 
operation — viz.,  a  careful  examination  of  the  attachment 
and  vascular  supply  of  the  placenta  and  sac. 

Of  course  we  would  like  to  remove  placenta  and  sac,  but 
there  are  two  implantations  of  the  placenta  in  which,  at  the 
time  of  delivery  of  a  living  ectopic  fetus,  removal  of  the  pla- 
centa, in  my  judgment,  should  not  be  attempted:  1.  A  pla- 
centa spread  out  over  the  intestines.  2.  A  placenta  spread  out 
over  the  large  pelvic  vessels.  A  misstep  here  is  usually  irre- 
traceable and  is  apt  to  mean  the  loss  of  the  patient.  For  this 
reason,  although  in  a  few  cases  careful  examination  will  show 
that  the  attachment  of  the  placenta  is  such  that  its  maternal 
vascular  supply  can  be  ligated  and  checked,  and  here  removal 
is  indicated,  in  the  majority  of  cases  the  writer  believes  that, 
with  a  live  fetus,  more  mothers  will  be  saved  by  leaving  the 
placenta  at  the  primary  operation  than  by  removing  it. 

Of  course  it  is  desirable  to  isolate  the  placenta  and  sac  as  far 
as  possible  from  the  general  peritoneal  cavity  by  stitching  the 
sac  to  the  abdominal  wound.  If  this  cannot  be  done  isolation 
may  be  accomplished  by  gauze  packing. 

While  the  sac  in  many  cases  can  be  largely  reduced  in  size 
by  removing  the  surplus  after  drawing  it  into  the  abdominal 
wound,  it  is  desirable  that  a  large  opening  be  left  for  ease  in 
removal  of  the  placenta. 

With  the  suggestion  of  Ayers  to  inject  the  placenta  with  a 
solution  of  tannin  and  salicylic  acid  or  formaldehyde  I  have 
had  no  practical  experience,  but  the  absence  of  odor  and  other 
evidences  of  decomposition  of  the  placenta  in  Case  2,  under 
the  simple  treatment  of  irrigation  with  peroxide  of  hydrogen 
and  packing  with  a  weak  iodoform  gauze,  gave  excellent  satis- 
faction. My  experience  in  this  case  also  leads  me  to  believe 
that  we  can  greatly  facilitate  the  separation  of  the  placenta,, 
after  about  a  week,  by  gently  inserting  a  sterile  finger  between. 


740 


cragin:  full-term  ectopic  gestation. 


the  placenta  and  its  attachment,  around  its  periphery,  and  re- 
peating this  process  at  intervals  of  two  or  three  days,  packing 
gauze  in  the  plane  of  cleavage  thus  formed.  , 

Before  concluding  this  paper  the  writer  would  like  to  record 
brietiy  the  three  cases  which  formed  the  groundwork  of  his 
study. 

Case  I. — Mrs.  J,,  age  28;  had  had  one  child  about  six  years 


Fetus  of  Case  I. 


ago.  Her  last  menstruation  occurred  September  26,  1897.  In 
December  of  that  year  she  had  a  slight  hemorrhage,  but  no 
severe  attack  of  pain.  For  the  hemorrhage  she  was  curetted 
by  her  physician,  who  thought  she  had  aborted.  She  was 
admitted  to  the  Sloane  Maternity  Hospital  June  25,  1898.  Ex- 
amination under  chloroform  showed  uterus  empty  and  pushed 
to  the  right  by  a  sac  containing  a  live  fetus  at  the  left.  Fe- 
tal heart  good.  June  27:  Patient  commenced  vomiting  and 
complained  of  abdominal  pain.     June  28:  Motions  of  the  child 
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became  tumultuous  and  then  ceased;  fetal  heart  no  longer  de- 
tected. July  3:  Patient  complained  of  severe  headache;  urine 
showed  10  per  cent  albumin,  hyaline  and  granular  casts. 

July  7:  Operation.  Incision  along  outer  border  of  left  rec- 
tus muscle.  Child  extracted.  Placenta  found  attached  to  sig- 
moid flexure,  uterus,  left  tube,  and  anterior  abdominal  wall. 
The  left  ovarian  artery  was  tied  and  placenta  and  most  of  the 
sac  removed.  The  sac  was  so  incorporated  with  the  uterus  that 
it  was  deemed  advisable  to  perform  hysterectomy.  This  was 
done  and  the  abdomen  drained  above  and  below.  The  patient 
was  given  an  intravenous  saline  infusion  and  sent  to  the  ward 
in  good  condition.  Convalescence  was  interrupted  by  a  phle- 
bitis, but  patient  was  discharged  from  the  hospital  September 
28,  1898,  in  good  condition  and  with  abdominal  and  vaginal 
wounds  healed. 

The  fetus  weighed  4  pounds  and  12  ounces. 

Case  II. — Mrs.  A.,  age  24;  had  menstruated  last  December 
19,  1898.  On  February  27,  1899,  during  the  night,  was  awak- 
ened by  a  sudden,  severe  pain  in  the  right  side  of  the  abdomen; 
went  into  collapse  and  remained  in  a  very  low  state  for  two 
days.  The  pain  continued  more  or  less  severe  till  the  middle 
of  March,  and  she  was  confined  to  bed  during  that  entire  time. 
Bowels  were  constipated;  there  was  vomiting  at  times  and 
some  headache.  Fetal  movements  were  first  noticed  at  the 
fourth  month,  and  have  continued.  During  February  and  a 
part  of  March  there  was  almost  continuous  metrorrhagia.  In 
July  a  bloody  flow  appeared  at  the  time  when  menstruation 
would  normally  have  occurred. 

Examination  under  anesthesia  showed  uterus  pushed  to  the 
left  by  a  gestation  sac  at  the  right  containing  a  live  fetus 
with  breech  presenting  at  the  brim. 

Operation  September  20,  1899.  An  incision  along  the  outer 
border  of  the  right  rectus  muscle  disclosed  an  intraligamentous 
gestation,  the  right  Fallopian  tube  passing  over  the  middle  of 
the  upper  surface  of  the  sac.  A  thin,  relatively  non-vascular 
portion  of  the  sac  was  opened  and  a  living  child  extracted. 
The  sac  contained  but  a  few  ounces  of  liquor  amnii.  A  care- 
ful examination  of  the  attachment  of  the  placenta  showed  it 
too  intimately  connected  with  the  large  pelvic  vessels  at  the 
base  of  the  broad  ligament  to  justify  attempts  to  remove  it. 
The  sac  was  brought  up  and  stitched  to  the  abdominal  wound 
and  the  sac  packed  with  a  weak  iodoform  gauze.  Septem- 
ber 26:  Dressings  changed;  a  little  separation  of  the  placenta; 
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some  hemorrhage,  September  ;2S:  Wound  dressed  again; 
about  one-tifth  of  the  placenta  removed  through  the  wound; 
sac  irrigated  with  hydrogen  peroxide  and  again  packed  with 
weak  iodoform  gauze.  October  1 :  A  large  portion  of  the  pla- 
centa removed.  From  that  time  portions  of  the  placenta  were 
removed  at  each  dressing  until  October  16,  when  the  last  por- 
tion was  removed  from  deep  in  the  pelvis.  The  wound  then 
graduallv  contracted,  and  the  sinus  closed  January  8,  1900. 


Child  of  Case  II.,  three  and  a  half  months  old. 

The  child  at  birth  weighed  4  pounds  3  ounces.  It  was  placed 
in  an  incubator,  and  after  the  first  week  gained  steadily.  At 
first  no  attempt  was  made  to  nurse  from  the  mother's  breasts, 
but  on  the  ninth  day  milk  was  found  in  them  and  they  were 
massaged  every  four  hours.  On  the  twentieth  day  a  strong 
baby  was  started  on  her  breasts,  and  on  the  twenty-second  day 
she  was  given  her  own  baby  every  four  hours,  the  baby,  of 
course,  receiving  additional  nourishment.  On  the  thirty- 
eighth  day  the  child  nursed  every  two  hours  from  its  mothers 
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breasts,  and  after  the  forty-sixth  day  received  no  additional 
food.  The  child's  photograph,  takan  at  3^  months,  is  here 
presented  The  congenital  dislocation  of  the  left  hip  and  the 
small  umbilical  hernia  have  already  been  referred  to. 

Case  III. — Mrs.   M.,  age  41:  seen  in  consultation  with  Dr. 
George  Knipe,  of  Xew  York;  had  had  two  children,  the  last 


Fetus  of  Casein. 


:five  years  ago.  Her  last  regular  menstruation  occurred  on 
October  14,  1898.  Six  weeks  later  she  began  to  flow  and  con- 
tinued to  do  so  for  six  weeks.  She  was  thought  to  have  had  a 
miscarriage  and  was  curetted  for  it.  On  February  9,  1899, 
she  fainted  and  was  then  confiaed  to  bed  for  eight  weeks,  suf- 
fering with  pain  in  the  abdo:neu,  occasional  vomiting,  and 
marked  distension.     Metrorrhagia  was  also  a  marked  symp- 
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torn.  In  March  she  "felt  life."  From  that  time  until  about 
September  1  she  enjoyed  fair  health,  save  for  "neuralgic" 
pains  and  metrorrhagia  which  appeared  about  every  other 
week.  About  September  1  she  had  slight  labor  pains,  and 
since  then  had  felt  no  fetal  movement.  Three  days  after  the 
spurious  labor  her  breasts  became  distended  and  troubled  her 
for  a  week.  Examination  November  4  showed  the  uterus 
pushed  to  the  left  by  a  gestation  sac  on  the  right  containing  a 
dead  fetus. 

Operation  November  8,  1899.  An  incision  through  the  ab- 
dominal wall  along  the  outer  border  of  the  right  rectus  muscle 
exposed  a  vascular  sac  adherent  all  about  the  incision.  This 
sac  was  cut  through  and  the  fetus  removed,  a  few  ounces  of 
thick,  dark-brown  fluid  escaping.  The  sac  was  then  sepa- 
rated from  the  abdominal  wall  and  the  general  peritoneal 
cavity  opened,  but  protected  as  far  as  possible  by  compresses. 
Many  loops  of  intestine  were  attached  to  the  sac  and  with 
some  diflSculty  were  separated.  Below  and  to  the  right  the 
ureter  was  found  coursing  along  the  sac.  This  was  dissected 
away  for  a  short  distance,  and  then  the  sac  was  freed  on  the 
left,  and  the  tube  and  round  ligament  which  overlay  the  sac 
were  ligated  and  cut.  The  adhesions  between  the  lower  part 
of  the  sac  and  the  ureter,  intestine,  and  pelvic  vessels  were  so 
firm  that  it  was  thought  unwise  to  carry  the  dissection  further, 
so  the  placenta  and  the  upper  portion  of  the  sac  were  removed, 
and  the  lower  portion  of  the  sac  was  brought  up,  stitched  to 
the  abdominal  wound,  and  packed  with  a  weak  iodoform 
gauze.  The  fetus,  whose  photograph  is  here  presented,  weighed 
4  pounds  14  ounces.  Although  somewhat  macerated,  no  mal- 
formations could  be  detected.  The  mother  was  discharged 
from  the  hospital  January  20,  1900,  with  a  small  sinus  2  centi- 
metres deep,  which  closed  April  30,  1900. 

In  conclusion,  as  a  result  of  his  study  and  experience,  the 
writer  believes: 

1.  That  the  viable  ectopic  fetus  is  worth  saving. 

2.  That,  within  the  limitations  above  outlined,  attempts  to 
save  the  child  do  not  seriously  increase  the  mortality  or  mor- 
bidity of  the  mother;  hence, 

3.  In  the  treatment  of  full-term  ectopic  gestation  the  child 
should  receive  more  consideration  than  it  at  present  enjoys. 

62  West  Fiftieth  street. 
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COMBINED  NEPHRECTOMY  AND  URETERECTOMY. 


E.  E.  MONTGOMERY,  M.D., 
Philadelphia,  Pa. 


It  may  seem  unnecessary  for  me  to  occupy  your  time  in  the 
discussion  of  the  subject  of  this  paper,  especially  when  it  has 
recently  been  so  ably  presented  by  Fellows  of  this  Society, 
notably  in  the  paper  of  Dr.  Bovee;  but  the  experience  gained 
in  a  recent  case  has  been  so  valuable  to  me  that  I  cannot  desist 
from  relating  the  historj'  in  the  hope  that  it  may  prove  equally 
profitable  to  others  who  may  be  required  to  treat  similar  cases. 

The  patient,  Mrs.  T.,  was  admitted  to  the  Jefferson  Hospital 
December  31,  1899,  with  the  following  history:  ^t.  27  years, 
married  five  years,  has  never  been  pregnant.  With  the  excep- 
tion of  an  aunt  who  is  supposed  to  have  died  from  cancer  of  the 
throat,  her  family  presents  no  record  of  constitutional  disorder 
and  has  been  especially  free  from  tuberculosis.  She  has  had 
some  of  the  ordinary  diseases  of  childhood,  malarial  fever  some 
years  since,  and  an  attack  of  inflammatory  rheumatism  at  the 
age  of  17,  from  which  she  made  a  good  recovery.  Puberty 
was  established  at  the  age  of  13,  and  the  menstruation  has 
been  regular  and  without  pain. 

In  her  seventeenth  year  she  had  some  trouble  with  her  blad- 
der, causing  frequent  micturition.  The  quantity  voided  was 
upon  some  days  much  larger  than  upon  others,  and  its  passage 
was  always  attended  with  pain.  This  symptom  continued 
for  eight  months,  when  it  entirely  disappeared.  She  enjoyed 
excellent  health  until  four  and  a  half  years  since,  when  she 
was  seized  with  what  she  called  inflammation  of  the  bladder, 
which  caused  urination  to  become  very  frequent  and  to  be  con- 
tinually painful.  The  urine  frequently  contained  blood.  She 
complained  of  a  dull,  aching  pain  in  the  region  of  the  right 
kidney,  which  at  times  was  relieved  by  the  discharge  of  large 
quantities  of  urine.  At  her  marriage,  five  years  since,  she 
weighed  one  hundred  and  fifty  pounds.  Since  her  admission 
she  has  weighed  one  hundred  and  eighteen  pounds.  She  has 
suffered  from  night  sweats,  but  since  her  admission  is  found 

'  Read  before  the  American  Gynecological  Society.  Washington,  D.  C, 
May,  1900. 
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to  have  no  cough  or  expectoratiou.  Her  inenstruation,  as  a 
rule,  is  regular  and  lasts  from  five  to  six  days.  Her  appetite 
is  capricious  and  she  is  quite  constipated.  Micturition  is  fre- 
quent and  painful. 

An  examination  of  the  urine  upon  January  1,  1900,  was  re- 
ported as  showing  the  urine  turbid,  with  a  neutral  reaction, 
and  containing  neither  albumin  nor  sugar.  Urea  was  present 
in  1.1  percent.  Under  the  microscope  neither  crystals,  blood 
cells,  nor  casts  were  found,  while  epithelial  cells  and  pus  were 
present. 

B.i3fceriologic  examination  reveals  no  indication  of  the  pres- 
ence of  the  tubercle  bacillus.  A  cystoscopic  examination  of 
the  bladder  on  January  8  disclosed  thickened  and  roughened 
walls  which  bled  easily  from  touch.  January  13  a  Harris 
apparatus  for  separating  and  collecting  the  urine  from  each 
side  was  employed,  after  previous  irrigation  of  the  bladder. 
No  urine  was  obtained  from  the  right,  while  the  urine  flowed 
freely  from  the  left.  This  specimen  of  urine  was  turbid, 
straw-colored,  with  a  specific  gravity  of  1016.  It  contained 
neither  albumin  nor  sugar,  while  the  urea  eliminated  had 
fallen  to  OS  per  cent.  Pus  and  epithelial  cells  were  piesent  in 
considerable  quantity.  No  tubercle  bacilli  were  found,  though 
the  streptococcus  was  present. 

A  careful  physical  examination  disclosed  a  mass  in  the  right 
side,  a  little  above  the  level  of  the  umbilicus,  which  extended 
nearly  to  the  median  line  and  was  distinctly  defined  above  and 
below.  This  mass  was  slightly  irregular  and  produced  an  in- 
distinct sensation  of  fluctuation.  The  thin  appearance  of  the 
patient  indicated  the  loss  of  flesh  already  mentioned,  Sh© 
had  been  suffering  from  night  sweats  and  a  daily  evening  rise 
of  temperature.  During  the  three  weeks  she  was  under  obser- 
vation in  the  hospital  prior  to  operation,  the  temperature  several 
times  reached  102'  F.,  the  greater  portion  of  the  time  being 
above  100°  F.,  and  the  pulse  varied  from  86  to  120.  The  urine 
was  turbid,  containing  neither  albumin  nor  sugar,  and  varied 
in  daily  quantity  from  thirteen  to  twenty-eight  ounces. 

A  pelvic  examination  revealed  a  uterus  somewhat  enlarged, 
slightly  movable.  Upon  the  right  side  was  a  marked  indura- 
tion, between  which  and  the  uterus  the  finger  could  be  pressed. 
This  enlargement  extended  obliquely  forward  below  the  cer- 
vix. The  mass  was  quite  firm  and  dense,  somewhat  more 
superficial  and  distinctly  outlined  than  an  ordinary  pelvic  in- 
flammation.     Its  separation  from  the  uterus,  its  direction  and 
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superficial  situation,  associated  with  the  tumor  in  the  right 
lumbar  region,  led  me  to  the  diagnosis  of  tuberculosis  of  the 
kidney  and  ureter,  even  though  the  diagnosis  was  not  con- 
firmed by  the  examination  of  the  urine. 

The  patient  was  subjected  to  operation  January  23  in  the 
clinical  amphitheatre,  before  the  class,  and  in  the  presence  of 
Dr.  Bovee,  of  Washington,  D.  C.  After  cleansing  the  vagina 
the  patient  was  placed  in  the  dorsal  position  and  the  vagina 
exposed  with  an  Edebohls  speculum.  An  incision  was  made 
over  the  line  of  the  right  ureter  and  the  tissue  pushed  back 
with  the  finger  until  the  ureter  was  exposed  as  a  hard,  dense 
cord  as  large  as  the  finger. 

The  dissection  was  continued  until  a  ligature  could  be  car- 
ried over  it  with  a  Deschamps  needle.  The  cord  was  very 
rigid,  showing  no  elasticity,  and  could  not  be  set  free  suffi- 
ciently to  permit  of  its  being  dragged  down.  The  ureter  was 
divided  with  scissors,  but  unfortunately,  in  accomplishing 
the  division,  the  ligature  and  uterine  artery  were  cut.  The 
latter  was  secured  by  pressure  forceps.  The  introduction  of  a 
catheter  through  the  urethra  also  demonstrated  that  we  had 
opened  the  bladder.  The  vagina  was  packed  with  gauze,  the 
patient  turned  upon  her  left  side  over  an  air  pillow,  and  an  in- 
cision about  five  inches  long  made  in  the  right  lumbar  region 
parallel  to  the  lower  rib.  This  incision  exposed  the  right  kid- 
ney, which  was  nodular  and  contained  a  number  of  pockets 
from  which  an  aggregate  quantity  of  a  pint  of  pus  was  dis- 
charged. The  pus  was  evacuated  and  removed  by  irrigation 
with  normal  salt  solution;  the  kidney  was  readily  enucleated 
from  i1;s  bed  and  its  vessels  tied  in  two  portions  with  chromi- 
cized  catgut.  The  section  of  this  pedicle  left  the  kidney  at- 
tached onlj^  by  the  ureter,  which  was  put  upon  the  stretch 
while  it  was  enucleated  with  the  hand.  In  dissection  within 
the  upper  part  of  the  pelvis  the  ureter  broke  off,  leaving  two 
or  three  inches  attached  to  the  kidney.  Examination  by  the 
vagina  revealed  that  the  fingers  of  the  two  hands  could  be 
made  to  meet.  The  greater  part  of  the  tube  was  now  removed 
by  passing  a  pair  of  forceps  upward  through  the  vagina,  seiz- 
ing the  ureter  and  drawing  it  down.  A  small  portion  of  the 
ureter  retained  its  position  in  the  vagina  and  was  subsequently 
removed  by  vaginal  dissection.  The  tract  was  now  carefully 
irrigated  with  normal  salt  solution,  packed  above  and  below 
with  iodoform  gauze,  and  the  lumbar  wound  closed  with  silk- 
worm sutures,  except  at  the  upper  angle  where  the  gauze  drain 
48 


754      MONTGOMERY:   NEPHRECTOMY   AND   URETERECTOMY. 

was  brought  out.  The  vaginal  gauze  was  introduced  with  a 
view  to  close  the  vesical  opening.  A  Skene  self-retaining  cath- 
eter was  introduced  and  continuously  retained,  draining  the 
urine  through  a  rubber  tube  to  a  basin  upon  the  floor.  The 
gauze  remained  in  place  until  the  sixth  day,  when  it  was  re- 
moved and  a  rubber  drainage  tube  inserted. 

The  quantity  of  urine  almost  at  once  began  to  increase.  The 
following  record  is  of  interest:  The  first  day  the  quantity  was 
16^  ounces;  the  second  day,  26  ounces;  the  third  day,  22 
ounces;  the  fourth  day,  30  ounces;  the  fifth  day,  37  ounces, 
reaching  55  ounces  on  the  eighth  day. 

The  removal  of  the  diseased  kidney  seemed  to  relieve  the 
sympathetic  irritation  of  the  healthy  kidney  and  promote  its 
active  secretion  The  bladder  wound  united  without  diffi- 
culty, and  there  was  no  indication  that  there  had  been  the 
slightest  leakage  into  the  vagina. 

Pathological  Report.  Specimen. — Right  kidney  and 
ureter.  The  specimen  consists  of  an  ovoidal,  slightly  irregu- 
larly reniform  mass  measuring  13  centimetres  in  length,  7.5 
centimetres  in  width,  5  centimetres  in  thickness,  and  weighing 
252  grammes.  With  the  exception  of  one  dark-red  area,  it  is  of 
a  light-reddish  color,  irregularly  mottled  with  gray  areas  vary- 
ing from  1  millimetre  to  1  centimetre  in  diameter.  The  mass 
is  covered  by  a  smooth,  glistening  capsule  which  strips  with 
considerable  resistance,  tearing  at  a  number  of  places.  On 
one  surface  there  is  a  small  amount  of  fat  and  a  depression 
measuring  1  centimetre  at  its  deepest  point.  One  side  of  the 
depression  is  of  a  dark-red  color,  the  other  is  of  a  grayish 
color.  About  the  centre  of  this  surface  there  is  an  area  of  firm 
tissue  which  on  section  cuts  with  considerable  resistance.  The 
cut  surface  is  of  a  grayish  color,  having  scattered  in  it  yellow- 
ish areas  about  3  millimetres  in  diameter.  Along  the  border 
of  this  surface  are  two  areas:  one  is  hard  and  projects  1  centi- 
metre above  the  surrounding  elements,  and  when  cut  a  thick, 
yellowish,  homogeneous  material  oozes  out.  Spreads  were 
made  from  this  material  and  examined  microscopically. 

The  other  area  is  soft  and  flabby,  and  is  apparently  some- 
what sunken.  On  section  a  large  cavity  is  found  extending 
into  the  deeper  structures  for  4.5  centimetres,  and  communi- 
cates with  a  cavity  on  the  opposite  side.  The  walls  of  the 
cavity  are  very  irregular  and  are  composed  of  grayish-white 
material 

On  the  other  surface  there  is  an  incision  which  opens  into  a 
large  cavity  that  undermines  nearly  the  whole  surface.     Its 
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walls  are  irregular  and  ragged,  and  are  composed  of  a  soft, 
dark-red  substance  in  which  are  scattered  grayish  spots  I  mil- 
limetre in  diameter.  Close  to  the  border  of  this  surface  there 
is  found  another  cavity,  the  walls  of  which  are  ragged  and 
irregular  and  composed  of  grayish- white  material;  it  commu- 
nicates with  a  cavity  on  the  opposite  side.  Attached  to  one 
border  of  the  surface  already  described  is  a  mass  the  surfaces 
of  which  are  of  a  dark-grayish  color.  This  mass  cuts  with  a 
considerable  resistance  and  is  undermined  by  two  large  cavi- 
ties. The  walls  of  these  cavities  are  rough,  ragged,  and  of  a 
pinkish  color,  mottled  with  spots  of  a  bright-red  and  yellow- 
color. 

Accompanying  the  specimen  is  a  cylindrical  mass  measuring 
18  centimetres  in  length,  1.5  centimetres  in  diameter,  and 
weighing  50  grammes.  It  is  quite  firm  in  consistence  and  cuts 
with  considerable  resistance.  Passing  through  it  longitudi- 
nally there  is  a  canal  that  will  admit  a  probe  2  millimetres  in 
diameter.  On  opening  the  canal  it  is  found  to  be  lined  with  a 
dirty -gray-colored  structure. 

Cubes  of  the  larger  ovoid  mass  and  pieces  of  the  cylindrical 
mass  were  taken  for  microscopic  examination.  They  were 
fixed  in  Heidenhain's  solution,  dehydrated  in  alcohol,  embed- 
ded in  paraffin;  sections  were  stained  with  hematoxylin  and 
eosin,  hematoxylin  and  picric  acid,  and  toluidin  blue  alone, 
also  by  Weigert's  method  and  by  the  Koch-Ehrlich  method  for 
demonstrating  tubercle  bacilli. 

Histology. — Microscopic  examination  shows  that  it  is  kid- 
ney substance.  It  is  covered  by  a  very  thick  fibrous  capsule, 
but  is  not  as  dense  as  the  normal  capsule.  Most  of  the  kidney 
structure  is  replaced  by  fibrous  tissue.  Some  of  the  Malpi- 
ghian  tufts  have^been  quite  fully  transformed  into  fibrous  tissue, 
others  are  greatly  decreased  in  size,  while  others  are  nearly 
normal  in  size  but  their  capsules  are  thickened.  While  many 
of  the  tubules  are  obliterated,  there  are  some  which  are  nearly 
normal  in  size  and  are  lined  by  normal  epithelium.  The  inter- 
stitial fibrous  tissue  shows  evidence  of  proliferation.  Other 
tubules  are  very  much  narrowed,  but  the  epithelial  cells  in 
some  of  them  are  still  intact.  Everywhere  there  is  an  abun- 
dant cellular  infiltration  between  the  tubules.  In  the  cortical 
portion  here  and  there  are  areas  in  which  the  round-cell  infil- 
tration resembles  a  tubercle  and  contains  a  few  giant  cells 
structurally  identical  with  those  usually  seen  in  tuberculosis. 
They  are  surrounded  by  the  usual  lymphoid  and  hyaline  ele- 
ments.     In  the  medullary  portion,  especially  near  the  pelvis, 
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the  round-cell  infiltration  is  unusually  abundant  and  there 
are  numerous  areas  of  hemorrhage. 

The  C3'liudric'al  mass  is  a  ureter  and  shows  a  large  increase 
in  fibrous  tissue,  an  abundant  round-cell  infiltration,  but  no 
giant  cells  or  conclusive  evidence  of  tuberculosis  can  be  identi- 
fied. The  normal  epithelial  lining  has  been  fully  replaced  by 
granulation  tissue.  Many  of  the  blood  vessels  show  a  prolif- 
eration of  the  connective  tissue  just  beneath  the  intinia — an 
obliterative  endarteritis  such  as  is  commonly  present  in  areas 
of  tuberculosis.  No  bacilli  or  bacteria  were  found  in  sections 
stained  for  that  purpose.  Spreads  made  from  the  contents  of 
the  cavities  in  the  specimen  show  bacteria,  resembling  the 
staphylococcus. 

Diagnosis. — Renal  and  ureteral  tuberculosis  with  marked 
hyperplasia  of  both  structures. 

The  patient  was  discharged  the  23d  of  April  as  well.  The 
wound  had  completely  healed,  and  vaginal  examination  failed 
to  reveal  any  indication  of  the  former  lesion  upon  the  right 
side  of  the  pelvis. 

In  performing  this  operation  upon  another  patient,  I  should 
practise  Eastman's  method  of  forcible  dilatation  of  the  sphinc- 
ter ani,  in  order  to  facilitate  the  greater  retraction  of  the  peri- 
neum. I  would  place  the  patient  in  Sims'  position,  make  an 
incision  over  the  ureter,  and  complete  its  enucleation  through- 
out the  greater  part  of  the  pelvis.  The  ureter  should  be  caught 
with  a  blunt  hook,  secured  by  a  ligature,  and  then  drawn  until 
its  juncture  with  the  bladder  is  rendered  prominent,  when  it 
should  be  incised  with  scissors  and  the  opening  in  the  bladder 
well  closed  with  catgut  sutures.  This  procedure  permits  the 
ureter  to  be  freed  with  less  danger  to  the  uterine  artery. 

The  pelvis  is  packed  with  gauze  and  the  operation  completed 
by  the  lumbar  incision.  The  peritoneum  can  usually  be  sepa- 
rated with  ease,  permitting  the  ureter  to  be  set  free  to  the  point 
where  it  has  been  separated  by  the  vaginal  incision.  The  ure- 
ter can  be  removed  with  the  kidney  through  the  lumbar  inci- 
sion, or,  as  in  the  operation  described,  from  the  vagina.  In 
the  male  the  lower  end  of  the  ureter  can  be  assailed  by  an 
incision  through  the  perineum  in  front  of  the  anus. 

The  retroperitoneal  procedure  probably  does  not  afford  as 
ready  access  to  the  ureter  throughout  its  length,  but  it  seems 
the  preferable  plan  in  that  it  preserves  the  peritoneal  cavity 
from  contact  with  the  purulent  contents  of  the  renal  sac. 

The  removal  of  the  ureter  is  absolutely  indicated  not  only  in 
tuberculosis  of  the  kidney  and  ureter,  but  as  well  in  all  pus 
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collections  of  the  kidney  when  associated  with  obstruction  of 
the  ureter,  whether  it  be  blocked  by  a  calculus  or  a  stricture  of 
the  duct. 

I  was  first  impressed  with  the  importance  of  this  assertion 
by  the  liistory  of  a  patient  now  under  my  observation.  She 
came  under  consideration  January  6,  1899,  with  this  history: 
^t.  37  years,  with  two  children.  She  began  to  suffer  ten  years 
ago  after  birth  of  her  second  child.  One  year  ago  the  left  kid- 
ney was  extirpated  because  of  a  pus  collection.  Suppuration 
has  been  continuous  since,  and  at  one  time  a  calculus  was  dis- 
charged from  the  sinus.  She  has  had  considerable  pain  of 
late  and  suffers  from  pain  in  the  hip  and  thigh,  with  marked 
stiffness  and  pain  in  locomotion.  I  suspected  a  pus  collection 
in  the  ureter  and  advised  its  extirpation.  On  January  11,  1899, 
in  my  sanatorium,  an  incision  was  made  in  the  vagina  between 
the  uterus  and  bladder,  and  blunt  dissection  made  through  the 
broad  ligament  to  reach  the  indurated  mass  supposed  to  be  the 
ureter,  but  without  discovering  it.  Then  an  incision  was  made 
over  the  left  lumbar  space  just  above  the  crest  of  the  ilium. 
In  cutting  through  the  cicatricial  tissue  the  peritoneum  was 
opened,  but  closed  at  once  with  chromicized  catgut.  I  found 
it  had  been  opened  in  the  previous  operation.  The  sinus  was 
followed  up  and  was  found  to  burrow  beneath  the  psoas  mus- 
cle and  upward  along  the  course  of  the  spine.  The  muscle 
was  infiltrated  with  an  extensive  exudate  which  rendered  it 
hard  and  rigid.  After  cutting  through  the  dense  mass  which 
bound  the  peritoneum  to  the  muscle,  the  peritoneum  was  pushed 
away  from  the  muscle,  which  was  firm  and  hard  from  the  in- 
filtration ajid  exudation  which  I  had  mistaken  for  the  indu- 
rated ureter.  I  was  unable  to  find  and  pick  up  the  ureter. 
With  the  fingers  of  one  hand  working  from  above,  and  those 
of  the  other  working  from  below,  I  was  able  to  make  the 
fingers  of  the  two  hands  meet,  and,  with  long  forceps  intro- 
duced from  below,  was  able  to  connect  the  two  wounds  by  a 
good  strip  of  iodoform  gauze.  This  method  of  treatment  com- 
pletely relieved  the  diflSculty  in  locomotion,  but  the  sinus  still 
remains.  Much  to  my  disgust,  the  patient  discharged  from 
the  upper  part  of  the  fistula  another  good-sized  calculus.  In 
this  patient  the  pyogenic  lining  of  the  ureter  has  undoubtedly 
been  the  source  of  irritation  which  has  maintained  the  suppu- 
ration from  the  sinus  and  from  which  the  psoas  muscle  was 
infected,  causing  spinal  caries  to  be  simulated. 

1715  Walnut  street. 
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During  the  long  stretch  of  time  antedating  these  antitoxin 
days,  the  cases  of  diphtheria  that  died  attracted  most  attention 
and  were  most  fully  and  thoroughly  described.  But  now  the 
tables  are  turned,  because  attention  is  given  to  the  diphtheria 
cases  that  get  well  or  are  cured  (?),  especially  so  when  anti- 
toxin has  been  given. 

However  much  enthusiasm  antidiphtheritic  antitoxin  has 
aroused,  many  practitioners  look  upon  the  remedy  as  a  clever 
politician  is  viewed — fuller  of  glowing  promises  than  happy 
realizations.  Those  who  advocate  the  use  of  antitoxin  are 
often  more  vehement  than  studiously  critical,  and  judge  mat- 
ters within  the  limited  and  unrelated  circle  of  their  own  per- 
sonal experience. 

Classified  according  to  their  etiology,  diphtherias  are  of 
three  kinds,  and  severer  in  type  as  they  become  less  simple: 
(1)  simple  infections,  (2)  mixed  infections,  (3)  secondary  in- 
fections. Clinically,  for  diagnostic  purposes,  this  classifica- 
tion has  no  real  or  exact  value,  but  is  of  some  practical  use 
in  making  approximate  classification  possible.  In  reality  all 
cases  of  diphtheria  are  mixed  infections  from  the  start.  The 
amount,  and  manner  or  quality,  and  intensity  of  infection  are 
questions  or  problems  of  more  or  less.  The  less  intense  the 
infection  the  more  benign  will  the  disease  be  and  the  less 
likely  will  death  result.  Monti  and  many  other  strenuous  ad- 
vocates of  the  antitoxin  treatment  of  diphtheria  tell  us  over 
and  over  again  that  since  its  introduction  the  chances  of  re- 
covery from  diphtheria  have  been  enormously  (ganz  geivaltig) 
increased.  This  optimistic  assurance  is  tempered  by  certain 
conditions.  It  is  taught  that  the  antitoxin  must  be  given  early 
in  the  disease,  and  not  only  that,  but  must  be  given  in  proper 
and  sufficient  doses.  If  these  demands  be  realized,  says  Monti, 
no  case  that  has  a  mild  beginning  can  end  gravely,  except  such 
cases  which,  for  reasons  that  are  not  known,  fall  a  prey  to 
septic  bacteria. 
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Clinico-pathologically,  diphtherias  have  been  divided  into: 
(1)  the  fibrinous  forms,  (2)  the  phlegmonous  forms,  (3)  the 
gangrenous  or  septic  forms.  This  classification  also  is  con- 
venient and  practical  rather  than  really  natural.  All  classifi- 
cations are  abstractions,  but  they  may  be  none  the  less  useful 
on  that  account.  A  net  may  not  catch  all  the  fish,  but  it 
catches  a  great  many.  The  sum  total,  or  rather  ensemble, 
of  diphtheria  is  a  very  complicated  affair.  It  is  not  typified 
by  any  one  case  of  any  of  the  classes  mentioned.  Nor  are  the 
majority  of  cases  of  any  single  epidemic  typical.  It  is  the 
most  erratic  of  infectious  and  contagious  diseases.  The  true 
picture  of  diphtheria  is  found  in  both  its  varying  and  perma- 
nent characteristics;  in  the  past  and  in  the  present;  not  only 
here  or  there,  but  here,  there,  and  everywhere  !  All  observing 
and  reasoning  on  particular  incidents  peculiar  to  diphtheria 
must  be  done  with  liberal  margins  of  allowance  and  a  fair 
historical  perspective.  And  the  collective  phrase,  genius 
epidemicus,  signifies  a  fact  that  has  not  as  yet  been  unrav- 
elled scientifically.  It  may  be  a  mystery  to  many  of  us,  but 
it  is  not  a  myth. 

The  diagnosis  of  particular  cases  of  diphtheria  is  often  no 
difficult  matter,  even  for  purposes  of  formulating  a  prognosis. 
Sometimes  the  difficulty  is  great.  Monti  thinks  the  difficulty 
is  marked  when  the  exudate  or  pseudomembrane  is  poor  in 
fibrinous  material.  But  even  such  cases  clear  up  for  the  best  in 
a  remarkably  short  time  quite  frequently.  Not  only  the  local 
signs  but  the  constitutional  symptoms  must  enter  into  the 
solution  and  determination  of  a  prognosis.  And  the  local 
signs  have  reference  not  only  to  character,  whether  predomi- 
nantly fibrinous,  phlegmonous,  or  gangrenous,  but  to  site — 
faucial,  palatal,  pharyngeal,  laryngeal,  etc. — and  the  rapidity 
of  formation,  desquamation,  distributive  advance,  etc.  It  is 
not  an  object  of  this  paper  to  dwell  specifically  on  diagnosis 
and  prognosis.  These  points  are  touched  upon  only  in  a  sug- 
gestive way,  and  have  a  passing  reference  only  to  the  particu- 
lar object  of  this  paper — namely,  the  inadequacy  of  antitoxin 
statistics  to  demonstrate  a  diminished  death  rate.  In  a  former 
paper  I  directed  attention  to  the  fibrinous  varieties  of  diph- 
theria, and  singled  out  Aylward  and  Mon1;i  for  criticism. 
Now  let  us  go  on  with  Monti's  phlegmonous  and  gangrenous 
cases,  which,  like  the  fibrinous,  are,  for  purposes  of  antitoxin 
therapy — good  and  better— divided  into  two  groups:  (1)  those 
treated  from  1894  to  1897,  when  the  antitoxin  was  not  given 
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as  thoroughly  nor  in  as  large  doses  as  was  done  (2)  in  those 
cases  treated  from  1S87  to  1899,  when  even  as  much  as  5,000, 
6,000,  and  17,000  units  were  given  to  force  a  cure. 

Group  1  comprises  88  cases  of  phlegmonous  diphtheria;  17 
of  them  died — a  mortality  of  19.2  per  cent. 

Group  2  was  made  up  of  41  cases  of  (phlegmonous)  diph- 
theria, and  16  of  them  died,  resulting  in  a  mortality  of  24  per 
cent.  This  does  not  look  at  all  favorable  for  increased  anti- 
toxin energy.  This  increased  mortality  rate  is,  however,  re- 
duced to  8.8  per  cent  by  deducting  5  cases  that  had  not  been 
serumized  and  2  that  had  been  serumized  "too  late."  There 
is  thus  a  10  per  cent  difference  obtained  in  favor  of  a  more 
energetic  therapy.  And  yet,  all  deductions  granted,  Monti 
says  the  difference  is  not  a  striking  one.  But  there  are  other 
things  to  think  of  than  Monti's  partial  disappointment. 
Were  there  no  deductions  to  be  made  from  the  first  group  ? 
Was  there  no  epidemic  difference  to  be  taken  into  account  ? 
But  Monti  gets  over  his  disappointment  with  assuring  ease. 
He  says  the  mortality  for  phlegmonous  diphtheria  before  anti- 
toxin was  administered  used  to  be,  in  his  experience.  25  to  40 
per  cent.  Such  is  not  a  scientific,  but  an  impressionist  way  of 
speaking.  It  is  not  exact  in  any  way.  Monti's  experience, 
although  as  respectable  as  anybody's,  and  no  doubt  very  good, 
is  not  everybody's  experience,  nor  is  it  an  experience  that  can  be 
said  to  fit  the  general  experience  of  all  practitioners  at  all  times 
and  at  all  places.  Besides,  one  may  ask,  were  there  no  moribund 
cases  and  "too  late  for  any  treatment "  cases  to  be  excluded, 
so  as  to  fairly  mitigate  the  unserumized  mortalities  of  for- 
mer experience,  etc.  ?  Monti's  figures  do  not  give  us  the 
chance  of  forming  an  independent  or  justifiable  opinion,  and 
his  figures — his  statistics — for  reasons  given,  do  not  justify  his 
own  conclusions.  What  follows  is  a  further  analysis  of  the 
two  groups  of  phlegmonous  diphtherias.  Ten  cases  of  the  first 
group  (88  in  all)  were  intubated  and  3  died — about  33  per  cent 
mortality;  2  tracheotomies  ended  fatally,  and  of  2  secondary 
tracheotomies  1  died. 

Of  the  second  group  (41  cases  in  all),  more  energetically 
serumized  than  Group  1,  10  demanded  surgical  relief.  Seven 
were  intubated  and  all  recovered;  but  2  out  of  3  trache- 
otomies died.  One  of  the  tracheotomies  was  moribund  when 
operated  on.  Comparing  the  final  results  of  the  two  groups, 
can  we  say  that  bigger  doses  of  antitoxin,  administered  more 
frequently  at  shortened  intervals,  as  Monti  says  characterizes 
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the  treatment  of  the  second  group — can  we  say  that  more 
energetic  treatment  with  antitoxin  gives  commensurate  re- 
sults? Hardly.  The  second-group  cases  required  surgical  help 
nearly  twice  as  often  as  the  first  group;  that  is,  about  12  per 
cent  of  the  energetically  antitoxinized  group  needed  operative 
aid,  and  about  24  per  cent  of  the  thoroughly  antitoxinized 
group  called  for  it.  But  about  40  per  cent  of  the  first  group 
operated  on  died  and  only  about  20  percent  of  the  second  group 
died.  Does  not  this  speak  the  better  for  more  thorough  se- 
rumization?  Not  at  all.  In  the  first  place,  if  the  reputation 
of  antitoxin  is  well  founded,  it  should  have  decreased  the 
number  of  necessary  operations;  and,  in  the  next  place,  if  the 
operated  cases  did  not  die  from  extension  of  membrane  down 
into  the  bronchi,  the  cases  of  death  in  both  operated  groups 
died  from  causes  which  antitoxin  advocates  teach  us  are  not 
prevented  by  antitoxin. 

Lastly,  Monti  fails  to  tell  us  that  the  epidemic  at  Vienna 
was  at  its  height  during  1894,  but  he  does  not  tell  us  how 
many  of  the  first  group  of  cases  fall  within  this  year.  More- 
over, Dr.  Albert  Ullrich'  treated  92  cases  of  diphtheria  at 
the  K.  K.  Elizabeth  Spital  (Vienna)  and  lost  30  of  them, 
making  his  mortality  (antitoxin)  over  30  per  cent;  and  14  of 
his  17  tracheotomies  died — over  80  per  cent.  There  has  been 
quite  a  difference  in  the  antitoxin  results  in  the  hands  of  dif- 
ferent observers  at  Vienna.  And  this  considerable  variation 
of  antitoxin  mortalities — that  is,  mortalities  where  antitoxin 
had  been  faithfully  used — in  the  hands  of  individual  observers 
during  different  years,  and  in  different  hands  during  the  same 
years,  has  urged  antitoxinizers  to  double  and  quadruple  the 
doses  originally  considered  sufficient.  Is  this  science,  or  is  it 
empirical  desperation? 

Monti's  septic  cases  are  few  in  number  and  they  prove  no- 
thing directly  either  for  or  against  antitoxin  therapy.  From 
1894  to  1897  he  treated  21  septic  cases  which  had  been  given 
ordinary  doses  of  antitoxin,  and  16  of  them  died — 76  per  cent; 
and  from  1897  to  1899  he  treated  6  septic  cases  with  increased 
antitoxic  vigor,  and  5  of  them  died,  or  83  per  cent.  But  bad 
as  these  figures  are,  he  feels  constrained  to  console  himself  with 
the  general  reflection  that  where  antitoxin  was  not  in  vogue  a 
septic  case  rarely  recovered.  So  much  for  Monti.  He  asserts 
that  the  antitoxin  statistics  furnished  by  most  reporters  are  not 
to  be  depended  on,  because  reporters  have  not  differentiated 
'  Jahrbuch  des  K.  K.  Krankenanstalten  der  Stadt  Wien,  1896. 
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the  cases  they  treated,  and  because  in  many  instances  their 
doses  have  not  only  been  too  small,  but  had  not  been  adminis- 
tered often  enough  and  at  too  long  intervale.  Neither  has 
Monti  divided  and  defined  with  sufficient  circumspection  and 
care.  From  what  has  been  reviewed,  can  the  conclusion  be 
drawn  that  he  has  proved  his  case?     Certainly  not. 

Only  the  other  day  Prof.  Ebstein  °  at  Gottingen  told  his 
class  that  the  results  at  Gottingen  with  antitoxin  in  the  treat- 
ment of  diphtheria  had,  after  years  of  observation,  remained 
about  the  same  as  they  had  been  before  antidiphtheritic  serum 
or  antitoxin  had  been  used;  and  he  adds,  because  the  method 
of  treatment  is  harmless,  antidiphtheritic  serum  is  continued  as 
a  remedy  for  diphtheria.  But,  at  the  same  time,  he  admits 
that  a  number  of  unwished-for  nuisances  {mancherlei  Unzu- 
trdglichkeiten)  are  bound  up  with  it  (the  antitoxin  treatment). 
Teaching  of  this  kind  is  prudent.  Ebstein  in  this  lecture  gives 
no  figures,  no  statistics. 

And  yet,  from  a  broader  study  of  the  subject  than  any  one 
personal  impression  can  possibly  give,  something  more  than 
a  number  of  disagreeable  side  efifects  or  nuisances  are  found 
to  be  bound  up  with  the  antitoxin  treatment  of  diphtheria. 
These  disagreeable  side  effects  antitoxin  enthusiasts  at  first 
denied  and  tried  to  explain  away.  They  are  now  generally 
admitted.  But  we  can  never  tell  when  they  will  appear. 
Therefore  it  cannot  be  the  serum  only  and  alone  that  is  the 
cause  of  these  Unzuttriylichkeiten — these  nuisances.  Is  it 
some  other  noxious  element  that  enters  into  the  mixture  in  the 
course  of  manufacture?  Or  are  they  due  to  a  surplusage  of 
curative  material  and  curative  endeavor?  Monti  tells  us:  "  It 
is  clear  that  the  more  injections  are  made,  the  greater  the 
quantity  of  serum  that  is  injected,  the  greater  the  frequency 
of  the  evil  accidents."  ^  And  he  goes  on  to  say  that  the  dura- 
tion of  diphtheria  is  prolonged  by  increased  serum  injections 
from  seven  to  twenty  days,  depending  on  the  amount  of  serum 
injected;  and  although  he  has  injected  30  and  40  and  even  75 
cubic  centimetres  of  serum,  he  has  not  in  a  single  instance  found 
death  result  or  a  permanent  injury  to  the  health  induced. 
But  surprises  of  this  kind  in  the  experience  of  others  are  not 
absent  in  antitoxin  literature. 

Now  let  us  see  what  dead-house  study  can  teach  us.     Dr. 
Richard  Kretz  has  studied  and  tabulated  some  of  the  dead- 

'  "  Leben  und  Streben  in  der  Inneren  Medicine,"  Stuttgart,  Ferd.  Enke, 
1900,  p.  29.  'Op.  cit.,  p.  307. 
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house  results  of  the  K.  K.  Franz  Joseph  Spital  of  Vienna,  and 
from  his  studies  concludes  that  antitoxin  is  the  remedy  of  reme- 
dies for  diphtheria,  provided  it  be  administered  early.  I  copy 
his  Table  2  '  as  he  gives  it: 
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It  will  be  observed  that  Kretz  divides  his  cases  into  two 
groups.  Group  1  being  made  up  of  cases  belonging  to  the  years 
1893  and  1894;  Group  2  is  made  up  of  cases  belonging  to  the 
years  1895,   1896,  and  1897.     No  antitoxin  was  used  during 

1893  and  1894.  Antitoxin  was  used  during  1895,  1896,  and 
1897.  The  mortahty  of  the  first  group  was  42.9  per  cent, 
390  children  out  of  908  having  died.  The  mortality  of  the 
serumized  cases,  1,081  in  number,  is  20.1  per  cent,  217  chil- 
dren having  died — a  difiference  of  22  per  cent  in  favor  of 
Group  2.  But^  so  far  these  figures  are  not  representative  of 
things  as  they  are.  All  the  figures  of  the  table  are  iso- 
lated figures,  and  by  themselves  they  mean  nothing  of  any 
consequence.  In  all  his  optimistic  reasonings  and  explanations 
Kretz  is  oblivious,  in  a  very  unscientific  manner,  to  what  went 
before  the  year  1895  and  what  followed. 

From  1891  to  1894  inclusive  the  deaths  from  diphtheria  and 
croup  gradually  increased  from  1,311  to  1,679.  During  the 
year  1895  the  number  of  deaths  fell  to  710,  a  difference  between 

1894  and  1 895  of  969  deaths.  Was  this  due  to  antitoxin  therapy, 
which  was  inaugurated  during  1895  (but  in  a  not  very  satis- 
factory manner)?  Hardly;  because  this  would  be  assuming 
that  all  practitioners  had  given  antitoxin  in  1895  and  had  got 
similar  or  like  results.  But  the  mortality  results  at  the  Franz 
Joseph  and  Elizabeth  Spitals  varied  greatly.     At  the  first,  66 

'  Wiener  klin.  Wochenschrift,  No.  21,  1898.         ^  Most  of  them  infants. 
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children  out  of  o7'i  died,  and  at  the  second  hospital  30  children 
out  of  93  died — a  difference  between  the  two  hospitals  of  about 
17  per  cent  and  33  per  cent  mortalities.  And  serum  used  at 
both  hospitals  I  From  the  year  1880  to  18^4,  at  Vienna,  the 
number  of  deaths  from  diphtheria  and  croup  dropped  from  597 
to  342 — a  drop  of  43  per  cent,  and  no  antitoxin  used.  From 
1895  to  1898,  at  Vienna,  the  number  of  deaths  dropped  from 
710  to  530 — a  drop  of  only  36.7  per  cent,  and  antitoxin  used, 
and  used  with  increasing  energy  bj^  some.  Now,  if  the  ineffi- 
cient and  not  altogether  sufficient  use  of  antitoxin  be  assumed 
to  be  the  cause  of  the  great  and  sudden  diminution  in  the  num- 
ber of  deaths  by  diphtheria  and  croup  in  the  year  1895,  why 
did  not  increased  dosage  and  increased  energy  in  its  use  con- 
tinue to  do  better  from  ]  895  to  1898  than  natural  agencies  did 
during  the  years  from  1880  to  1884  inclusive?  Between  these 
antitoxin  years  (1895  to  1898)  and  the  years  (1880  to  1884)  when 
no  antitoxin  was  used  there  is  a  difference  of  about  17  per  cent 
in  favor  of  no  antitoxin. 

It  is  only  by  looking  before  and  after  that  we  can  hope  to 
go  correctly  and  straight  when  studying  Kretz's  dead-house 
fig  ares  along  with  his  optimistic  conclusions.  Kretz's  figures 
are  not  clear  as  day,  but  they  are  as  good  as  can  be  got.  In 
Section  1  of  his  table  the  uncomplicated  diphtherias  are  tabu- 
lated that  were  autopsied.  And  what  are  we  told  to  infer  from 
the  totals?  See  43  for  antitoxin  as  against  173  deaths  where 
no  antitoxin  had  been  used.  Phenomenal!  Certainly.  But 
here  are  other  facts  to  be  taken  into  account.  When  epi- 
demics are  severe,  early  deaths  are  occurring  oftener  to  be 
tabulated  than  when  severe  cases  are  not  so  common.  There 
were  more  severe  cases  of  an  acute  character  to  be  found  in 
1893  and  1894  than  during  the  three  following  years.  There- 
fore we  have  tabulated  33  deaths  from  nasopharyngeal  diph- 
theria in  infants  among  Group  1  and  none  such  among  Group  3, 
there  are  71  cases  of  gangrene  in  Group  1  and  only  18  such 
in  Group  3 — and  antitoxin  does  no  good  in  gangrenous  diph- 
theria. When  epidemics  are  severe  and  intense,  then,  too, 
croup  cases  are  commoner,  and  the  operative  results  are  less 
favorable  than  when  epidemics  are  milder  in  character. 
Therefore  the  greater  number  of  croup  cases  in  Group  1  than  in 
Group  2.  That  antitoxin  has  nothing  to  do  with  the  lesser  num- 
ber of  croup  cases  in  Group  3  is  demonstrated  by  the  absence  of 
nasopharyngeal  cases  and  the  comparatively  few  gangrenous 
cases.     Kretz  compares  things  that  are  unlike,  but  draws  con- 
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elusions  as  though  like  things  conditioned  alike  were  being 
compared.  He  has  fallen  into  the  easy  fallacy  of  thinking 
that  contrasts  and  comparisons  are  processes  that  turn  out 
like  results.  They  are  unlike.  Looking  at  the  second  divi- 
sion of  the  Kretz  table,  made  up  of  diphtheria  deaths  plus 
complications,  we  can  see  only  disappointment  for  antitoxin 
enthusiasts.  There  are  nearly  as  many  pneumonias  here  in 
the  serumized  group  as  in  the  non-serumized  group.  Did  anti- 
toxin favor  the  development  of  pneumonia?  Division  3  of  the 
Kretz  table  is  very  much  worse  fortheantitoxinized  group  than 
for  the  unantitoxinized  group.  Onl}^  7  cases  of  pneumonia 
where  no  antitoxin  was  used,  against  25  cases  where  antitoxin 
was  used;  and  only  1  case  of  marasmus  where  no  antitoxin 
was  used,  against  9  cases  of  marasmus  where  antitoxin  was 
used.  How  does  Kretz  explain  this?  In  the  usual  stereotyped 
fashion:  antitoxin  prolongs  life,  and  therefore  more  cases  of 
diphtheria  are  given  a  chance  to  die  of  complications  and 
sequelse  than  when  no  antitoxin  is  given.  But  taking  Kretz's 
table  and  making  allowances  for  greater  epidemic  influences 
in  the  first  group,  how  do  matters  stand?  Deducting  the 
gangrenous  cases  of  both  groups  and  the  nasopharyngeal  cases 
from  the  first  group,  is  there  any  difference  left  that  is  big 
enough  to  jubilate  about  in  favor  of  antitoxin? 
406  West  Thirty-fourth  street. 


SOME    OBSERVATIONS     ON    PRYOR'S    METHOD    OF    REMOVING 
THE  FIBROID  UTERUS: 

WITH   A  REPORT   OF  TEX  SUCCESSIVE  SUCCESSFUL  CASES  • 


A.    LAPTHORX  SMITH,  B.A.,  M.D.,  M.R.C.S.  England, 

Fellow  of  the  British  and  American  Gynecological   Societies;   Surgeon-in-Chief  of  the 

Samaritan  Hospital  for  Women;  Consulting  Gynecologist  to  the  Women's  Hospital; 

Gynecologist  to  the  Montreal  Dispensary;  Surgeon  to  the  Western  Hospital; 

Professor  of  Clinical  Gynecology  in  Bishop's  University,  Montreal. 


Rather  more  than  twenty  years  ago  the  writer  had  the 
good  fortune  to  assist  the  late  Prof.  Trenholmeat  many  opera- 
tions for  the  removal  of  fibroid  tumors  of  the  uterus,  or,  more 
properly  speaking,  of  fibroid  uteri;  and  although  Dr.  Trenholme 
was  at  that  time  admittedly  a  genius  and  the  pioneer  gynecol- 
1  Read  before  the  American  Gynecological  Society,  at  Washington,  D.  C, 
May  1.  1900. 
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ogist  and  abdominal  surgeon  of  Canada,  his  death  rate,  as 
indeed  that  of  other  first-class  operators  at  that  time,  was  so 
high — over  sixt}^  per  cent — that  the  writer  determined  that  he 
would  never  remove  the  fibroid  uterus  unless  some  great  im- 
provement should  be  discovered  in  the  technique  by  which  the 
death  rate  would  be  lowered  very  considerably.  He  therefore 
continued  to  treat  these  cases  by  ergot,  by  curetting,  and 
occasionally  by  removing  the  ovaries — an  operation  which 
Tren holme  was  the  first  to  perform  with  this  definite  object  in 
view.  The  results  of  these  various  methods  were  satisfactory 
only  in  a  certain  proportion  of  cases,  the  ergot  and  curetting 
being  very  unreliable,  while  the  removal  of  the  ovaries  had 
quite  a  death  rate  from  hemorrhage  or  infection.  Moreover, 
in  some  of  the  writer's  cases  it  required  as  long  as  two  years 
before  the  hemorrhage  ceased,  and  during  all  that  weary  time 
of  waiting  the  operator  had  to  submit  to  the  disappointed 
reproaches  of  the  patient  and  her  friends.  Therefore,  when 
Apostoli  published  his  remarkable  results  with  galvanism  in 
high  and  measured  doses,  the  writer  first  investigated  it  and 
then  gladly  adopted  it.  During  the  next  ten  years  102  cases 
came  to  him  for  electrical  treatment,  many  of  them  long  dis- 
tances, from  the  States  of  Arizona,  Pennsylvania,  Massachu- 
setts, and  New  York,  and  the  provinces  of  Manitoba,  Ontario, 
Quebec,  and  Xew  Brunswick;  63  of  these  cases  were  cured 
of  these  symptoms  and  remained  so  when  last  heard  from. 
Several  of  them  are  living  here  in  Montreal  and  are  frequently 
seen,  and  are  positively  known  to  be  well  at  the  present  time. 
As  for  the  mortality,  only  one  patient  died  from  the  electrical 
treatment,  and  she  was  not  a  case  of  fibroid;  she  had  an  ovarian 
cyst  tensely  filled  and  impacted  in  the  pelvis,  which  was  unfor- 
tunately punctured,  and  death  from  peritonitis  ensued.  The 
result  was  so  satisfactory  in  the  majority  of  cases  that  the  writer 
would  have  employed  no  other  treatment  had  it  not  been  for  the 
rather  more  than  thirty  per  cent  of  failures  and  partial  failures. 
Even  these  he  would  have  frankly  abandoned  had  he  not 
learned  of  the  considerable  lessening  of  the  mortality  obtained 
by  Dr.  Joseph  Price  with  the  serre-neud  and  transfixion  pins. 
A  visit  was  paid  to  Philadelphia  and  Dr.  Price's  method  care- 
fully observed,  with  the  result  that  about  18  cases  in  which 
electricity  was  not  well  borne  or  had  not  proved  satisfactory 
were  submitted  to  the  operation,  3  of  them  dying  and  15 
making  a  good  recovery.  Many  of  these  cases  are  also  known 
to  be  alive  and  in  good  health.     As  long  as  the  death  rate  of 
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the  best  operators  remained  so  high  as  10  or  15  per  cent,  the 
writer  felt  it  his  duty  to  treat  as  many  cases  as  possible  by 
electricity  and  as  few  as  possible  by  operation,  reserving  for 
the  knife  only  those  cases  in  which  electricity  could  not  be 
employed  or  in  which  it  failed  to  cure  the  symptoms.  When 
Baer  reduced  the  mortality  five  or  six  per  cent  more,  the 
writer  began  to  feel  that  it  was  as  much  for  the  patient's 
interest  to  operate  as  to  try  electricity,  so  that  he  then  began 
to  operate  occasionally  in  preference  to  the  other  treatment. 
When,  however,  Dr.  Pryor,  of  New  York,  made  still  further 
improvements  in  the  technique,  by  which  the  mortality  fell  as 
low  as  three  or  four  per  cent,  there  was  no  longer  any  reason 
for  giving  the  preference  to  any  other  treatment,  and  from 
thenceforth  removal  by  Pryor's  method  has  been  adopted  as  the 
proper  course  to  pursue  in  every  case.  True,  there  is  still  a 
death  rate  in  the  hands  of  the  average  operator  of  about  five  per 
cent,  but  to  compensate  for  this  the  result  is  very  much  more 
satisfactory.  For  even  when  the  tumor  was  cured  symptomat- 
ically  by  electricity,  the  bulk  of  it  still  remained  and  was  liable 
to  undergo  malignant  degeneration;  so  that,  rather  than  run 
this  risk,  it  is  better  to  accept  a  small  mortality  from  the 
operation. 

The  writer  feels  that  it  is  due  to  himself,  as  well  as  to  others 
who  have  followed  the  same  course,  to  thus  point  out  that  one 
may  at  one  time  be  strongly  opposed  to  operative  treatment 
and  at  another  be  equally  in  favor  of  it,  and  yet  be  perfectly 
consistent.  Circumstances  alter  cases.  The  change  in  the 
technique  and  th5  consequent  alteration  in  the  death  rate  ex- 
plain and  justify  the  change  in  opinion.  The  advantages  of 
Pryor's  method  are  so  great  that  they  cannot  be  too  widely 
known;  for  if  his  method  were  generall}^  accepted  by  all  ope- 
rators throughout  the  world,  there  would  probably  be  a  saving 
of  several  hundred  lives  a  year.  Pryor's  method  is  so  well 
known  and  so  highly  appreciated  by  the  members  of  this  Soci- 
ety that  for  them  it  is  hardly  necessary  to  say  any  more;  but 
the  Transactions  of  the  Society  are  so  widely  read  and  the  crit- 
icisms on  the  papers  are  so  just  that  there  is  no  better  method 
of  expressing  the  writer's  own  appreciation  of  the  operation, 
and  of  recommending  it  to  other  operators  in  preference  to  all 
other  methods,  than  by  bringing  it  before  this  Society. 

The  essential  difference  between  Pryor's  method  and  any 
other  abdominal  hysterectomy  is  the  starting  from  the  top  of 
the  broad  ligament  on  the  easiest  side  and  working  from  above 
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downward  until  the  uterus  is  divided  about  the  level  of  the 
internal  os,  and  then  working  from  below  upvi^ard  on  the  diffi- 
cult side  until  the  tumor  is  rolled  out  of  the  incision.  Suppos- 
ing, for  instance,  that  the  tumor  is  situated  in  the  left  half  of 
the  uterus,  separating  the  layers  of  the  broad  ligament  and 
extending  out  to  the  wall  of  the  pelvis.  In  that  case  we  begin 
by  tying  the  right  broad  ligament,  just  outside  the  ovary  and 
tube,  with  medium-sized  chromicized  catgut;  then  we  apply  a 
long,  narrow  clamp  on  the  right  side  of  the  uterus  to  prevent 
bleeding  from  the  tumor.  A  second  ligature  is  placed  on  the 
right  round  ligament,  which  latter  is  then  cut  boldly  across  in 
a  slanting  direction  from  without  inward,  so  that  the  lower  end 
of  the  incision  extends  down  to  the  lower  end  of  the  clamp  on 
the  side  of  the  uterus.  There  need  be  no  fear  of  bleeding,  and 
so  far  not  a  drachm  of  blood  will  have  been  lost.  By  this  cut- 
ting of  the  broad  ligament  the  tumor  will  have  been  consid- 
erably loosened  and  can  be  raised  two  or  three  inches  higher 
out  of  the  pelvis  by  dragging  it  firmly  to  the  other  side.  By 
running  the  finger  down  along  the  clamp  the  two  layers  of  the 
broad  ligament  will  be  separated  at  the  bottom  of  the  incision, 
and  almost  immediately  the  uterine  artery  will  be  felt  pulsating 
between  the  thumb  and  finger.  An  important  point  here  is  on 
no  account  to  cut  anything  until  that  pulsating  artery  has  been 
found  and  tied;  it  is  always  there,  lying  loosely  in  the  cellular 
tissue  between  the  layers  of  the  broad  ligament;  and  if  we  in- 
sist upon  finding  it  before  tying  it,  instead  of  tying  it  without 
finding  it,  we  will  save  ourselves  a  great  deal  of  trouble  and 
the  patient  a  great  deal  of  danger.  Dr.  Kelly,  from  whom 
the  writer  learned  the  operation,  uses  a  small  curved  needle 
on  a  holder,  but  the  writer  prefers  a  Deschamps  needle  armed 
with  a  long,  chromicized  catgut,  which  is  passed  around 
the  artery  and  nothing  else,  about  an  inch  away  from  the 
uterus.  The  writer  hopes  that  this  will  meet  the  eye  of  his 
friend  Dr.  Jacobs  of  Brussels,  who  is  an  elegant  operator,  but 
whom  he  saw  removing  the  uterus  by  cutting  everything  first 
and  allowing  it  to  bleed  an  instant,  and  then  clamping  it  and 
tying  it;  by  this  means  a  few  ounces  of  blood  were  lost,  when 
the  operation  might  have  been  bloodless.  Now  drag  the  tumor 
backward  for  a  moment  while  you  make  a  single  light  and 
sweeping  cut  across  the  front  of  the  tumor,  about  an  inch  above 
the  bladder,  from  one  round  ligament  to  the  other.  Quickly 
push  the  bladder  down,  at  first  with  the  handle  of  the  scalpel 
and  then  with  the  finger,  until  the  end  of  the  cervix  can  be  felt 
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through  the  vagina.  Now  drag  the  tumor  to  the  left  again,  and 
with  one  or  two  cuts  with  a  stout  curved  scissors  sever  the 
cervix  at  the  level  of  the  internal  os,  when  the  tumor  will  roll 
right  over  out  of  the  incision.  It  is  now  only  held  bj^  what 
appears  to  be  a  narrow  band  of  thin  tissue,  but  the  left  uterine 
as  well  as  the  left  ovarian  artery  is  in  it.  Feel  for  the  former 
pulsating  and  tie  it  individually  and  alone.  Put  another  liga- 
ture on  the  left  round  ligament,  and  a  third  on  the  left  ovarian 
artery  just  outside  of  the  ovary.  The  left  broad  ligament  is 
now  severed  and  the  tumor  removed  without  the  loss  of  half 
an  ounce  of  blood.  If  clamps  are  put  on  both  sides  of  the 
uterus  before  any  cutting  is  done  at  all,  the  operation  will  be 
entirely  bloodless,  as  the  half-ounce  above  mentioned  comes 
from  the  tumor  and  not  from  the  woman.  The  writer  has  seen 
Dr.  Howard  Kelly  remove  the  tumor  in  three  minutes  from  the 
beginning  of  the  incision  in  the  abdomen,  by  placing  clamps  on 
the  arteries,  the  clamps  being  replaced  by  ligatures  afterward. 
By  this  means  there  is  a  slight  saving  of  time  on  account  of 
having  more  room  in  the  pelvis  for  placing  ligatures.  But  this 
saving  of  time  is  more  apparent  than  real,  and  it  is  taking  a 
risk  and  may  lead  to  great  trouble  eventually;  for  if  by  any 
chance  the  uterine  artery  should  slip  out  of  the  clamp,  the 
hemorrhage  will  be  so  sudden  and  so  terrible  that  before  the 
retracted  artery  can  be  found  at  the  bottom  of  the  well  of  blood 
the  patient's  fate  will  have  been  decided  in  the  negative.  This 
terrible  accident  happened  to  the  writer  in  a  beautiful  case  of 
a  sixty-pound  fibroid  tumor  which  had  been  refused  operation 
by  several  good  ope'Vators,  and  which  for  that  reason  the  writer 
was  all  the  more  anxious  to  save.  All  was  going  well  and  the 
tumor  had  been  quickly  removed,  when  the  uterine  artery  of 
the  right  side,  which  was  only  three-quarters  of  an  inch  long, 
slipped  out  of  the  clamp  and  it  was  impossible  to  get  it  again. 
Although  the  internal  iliac  was  found  and  tied  in  less  than 
two  minutes,  the  patient  died  on  the  table.  The  accident  would 
not  have  happened  if  the  writer  had  followed  the  rule  then, 
which  he  has  followed  ever  since,  never  to  cut  until  the  artery 
has  been  felt  and  tied  securely.  The  artery  in  this  case  was  as 
big  as  the  little  finger  and  could  be  felt  throbbing  most  dis- 
tinctly, and  there  was  no  excuse  for  not  tying  it  before  cutting 
it.  After  the  tumor  has  been  removed,  it  is  well  to  put  another 
ligature  on  behind  the  front  one,  in  case  that,  the  latter  having 
been  placed  while  the  parts  were  on  the  stretch,  the  artery 
might  slip  out  when  they  have  become  relaxed.  There  are 
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two  other  spots  where  an  extra  ligature  is  required — namely, 
just  beside  the  cervix,  where  a  little  branch  runs  up  from  the 
vagina  which  is  not  constricted  by  the  ligature  of  the  uterines. 
A  little  wedge  is  now  taken  out  of  the  cervix  so  as  to  allow  the 
anterior  and  posterior  flaps  to  come  together,  but  nothing  is 
done  in  the  way  of  disinfecting  or  draining  the  cervical  canal, 
except  that  the  little  plug  of  mucus  in  it  is  gently  wiped  away. 
The  cellular  tissue  between  the  layers  of  the  broad  ligament, 
as  well  as  the  cervix,  will  now  be  quite  dry.  The  cervical  flaps 
are  brought  together  with  medium  catgut,  and  then  a  running 
ligature  of  fine  catgut  is  carried  from  one  ovarian  artery  to  the 
other,  taking  care  to  turn  the  peritoneal  edge  well  in.  The 
omentum  should,  if  possible,  be  brought  down  to  meet  this 
line  of  suture. 

There  are  several  questions  connected  with  this  subject  that 
the  writer  has  taken  a  good  deal  of  pains  to  answer  on  an  ex- 
perimental basis. 

First:  Shall  we  leave  the  ovaries  and  tubes?  It  is  better  not 
to  do  so,  for  the  following  reasons.  First,  because  several  of  the 
writer's  patients  have  assured  him  that  they  had  exactly  the 
same  sexual  feelings  since  the  operation  as  they  had  before, 
although  every  vestige  of  the  ovar}'"  and  tube  had  been  re- 
moved. Second,  because  Jacobs  of  Brussels,  who  has  had  an 
immense  experience  of  leaving  the  ovaries  and  tubes  after 
removing  the  uterus,  assured  the  writer  that  it  did  no  good, 
as  before  long  the  ovaries  atrophied  and  ceased  completely 
to  show  any  evidence  of  their  presence.  And,  third,  because 
if  they  do  no  good  they  may  do  harm  and  mar  the  brilliant 
results  of  the  operation  by  causing  pain  for  a  considerable 
time.  In  one  of  the  writer's  cases  there  were  two  cystic  ovaries 
and  a  double  hydrosalpinx.  The  patient  was  a  widow.  42 
years  of  age,  and  her  operation  took  place  at  the  Western 
Hospital  more  than  a  year  ago.  She  is  now  in  robust  health 
and  called  to  see  the  writer  a  few  days  ago  to  ask  for  employ- 
ment as  a  nurse.  She  stated  that  her  sexual  feelings  were  as 
strong  as  ever  they  were.  So  that  the  ovaries  are  not  essen- 
tial for  that  purpose. 

Shall  we  further  the  interests  of  our  patients  by  doing  myo- 
mectomy, or  shall  we  remove  the  whole  uterus?  While  ad- 
miring the  beautiful  technique  of  Dr.  Howard  Kelly,  the 
writer  wishes  to  disagree  with  him  in  his  latest  views  on 
myomectomy.  The  writer  agrees  heartily  with  Dr.  Gordon, 
of  Portland,   in   the   conclusions  of  his   paper   of  last   year. 
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when  he  says  :  1.  That  myomectomy  is  attended  with  a 
mortality  as  large  as  hysterectomy.  2.  That  fibroids  may 
exist  where  large  ones  have  been  removed,  and  develop  more 
rapidly  after  such  removal,  demanding  a  second  abdominal 
section;  that  this  condition  is  one  of  frequent  occurrence  in 
cases  of  small  growths.  3.  That  in  all  operable  cases  in 
women  who  have  passed  the  child-bearing  age,  hysterectomy 
is  by  far  more  conservative  of  health  than  myomectomy. 
4.  That  in  only  comparatively  young  women  is  the  gynecol- 
ogist justified  in  doing  a  myomectomy  when  it  is  found  nec- 
essary to  do  an  abdominal  section.  5.  That  conservative 
gynecology  demands  saving  health  rather  than  diseased  or 
useless  organs.  The  writer  would,  of  course,  make  an  excep- 
tion in  favor  of  removing  a  single  pediculated  fibroid  from  a 
young  woman  whose  uterus  was  otherwise  healthy,  one  case  of 
which  he  has  reported  as  having  operated  at  the  third  month 
of  pregnancy,  the  patient  going  to  full  time  and  normal  labor. 
Also  would  he  except  uterine  polypi,  no  matter  how  large  they 
might  be;  for  a  polypus  must  have  a  pedicle,  and  this  has  only 
to  be  severed,  under  proper  precautions,  for  the  patient  to  be 
cured.  There  is  no  question  here  whatever  of  removing  the 
uterus.  The  writer  has  reported  one  case  in  which  the  polypus 
was  as  large  as  a  full-time  fetal  head,  and  after  severing  the 
pedicle  with  the  ecraseur  the  tumor  was  removed  with  the 
obstetric  forceps,  the  perineum  having  to  be  cut  at  each  side 
in  order  to  avoid  a  laceration  through  the  sphincter. 

The  writer  might  here  mention  that  the  first  time  that 
he  heard  Dr.  Gord*on  say  at  a  meeting  of  the  American 
Medical  Association  that  all  fibroids  should  be  removed  as 
soon  as  they  caused  symptoms,  the  writer  stood,  or  rather 
sat,  aghast  and  came  to  the  conclusion  that  Dr.  Gordon  was 
a  dangerous  man.  But  he  wishes  to  take  this  opportunity 
of  making  the  amende  honomble  and  to  state  his  conviction 
that  Dr.  Gordon  was  right  and  that  his  only  fault  was  that  he 
was  ten  years  ahead  of  his  time.  The  writer  is  convinced 
that  all  fibroids  give  symptoms,  if  we  could  only  recognize 
them;  hemorrhage  and  pain  are  not  the  only  ones — women 
may  die  from  fibroids  without  either  of  these.  The  worst  symp- 
tom is  the  general  breaking-down  of  health  owing  to  reflex 
disturbances  of  digestion.  The  best  time  to  operate  is  before 
the  constitution  is  weakened,  and  Dr.  Gordon  was  right,  there- 
fore, in  saying  that  all  fibroids  should  be  removed  as  soon  as 
discovered.     The  writer  can  also  corroborate   Dr.    Gordon's 
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statement  that  there  are  generally  many  fibroids  where  there  is 
one;  the  writer  has  cut  open  and  made  cross-sections  of  many  of 
his  tibroid  tumors, and  it  would  hardl}'  have  been  possible  to  have 
saved  any  of  them  if  he  had  performed  myomectomy,  as  there 
would  have  been  nothing  left  but  a  ragged,  shredded  mass 
which  would  almost  surely  have  become  septic,  as  it  could  not 
have  been  [)atched  up.  Moreover,  the  number  of  women  with 
fibroids  who  bear  children  is  very  small.  Many  of  the  writer's 
cases  were  over  45  years  of  age  and  single.  What  object 
is  there  in  leaving  a  lacerated  debris  of  a  uterus,  perhaps 
with  diseased  ovaries  and  tubes,  in  such  a  case?  The  writer 
would  like  to  mention  just  here  that  all  the  regrets  and  re- 
proaches of  his  operations  have  come,  not  from  removing  too 
much,  but  from  removing  too  little.  With  the  best  of  inten- 
tions he  has  left  in  ovaries  and  the  halves  of  ovaries,  sometimes 
at  the  absolute  command  of  the  patients,  who  have  ever  since 
reproached  him  bitterlj"  for  not  having  cured  them  while  he 
was  about  it.  If  there  is  one  lesson  more  than  another  that 
he  has  learned  in  his  ten  years  of  operative  work,  it  is  this: 
"  Whatever  is  necessary  to  be  done  to  cure  the  woman,  do  it 
at  once.^'  We  will  receive  no  credit,  but  much  blame,  for  our 
conscientious  endeavors  in  the  direction  of  conservative  work. 
We  are  taking  chances;  if  it  turns  out  all  right  we  get  no  par- 
ticular thanks,  for  we  have  done  no  more  than  was  expected; 
but  if  it  fails  to  cure  the  woman  of  her  pains  or  other  symptoms 
she  becomes  a  bitter  enemy,  and  we  will  find  our  reputation 
hammered  down  by  her  and  her  friends,  until  she  ends  by  go- 
ing to  one  of  our  assistants  to  complete  our  unfinished  work. 
The  writer  cannot  remember  one  woman  who  has  reproached 
him  for  removing  her  ovaries,  but  he  can  think  of  half  a  dozen 
who  were  once  friends  who  have  become  bitter  foes  because  he 
tried  conservative  work  upon  them.  He  has  about  come  to  the 
conclusion  that  it  is  better  to  be  thorough.  He  has  had  quite 
a  number  of  cases  in  which  he  has  had  to  complete  the  work 
of  his  colleagues — work  which  had  hurt  their  reputation  in 
spite  of  the  writer's  efforts  to  save  it.  Two  years  ago,  at  Edin- 
burgh, Doyen,  of  Paris,  gave  a  comparative  demonstration  of 
myomectomy  and  hysterectomy  on  the  same  patient.  By  the 
aid  of  a  corkscrew,  in  a  few  minutes  he  removed  about  a  dozen 
small  fibroids,  but  the  uterus  which  remained  was  such  a 
lacerated  shell  that  he  proceeded  to  remove  it  by  his  method 
rather  than  allow  the  patient  to  run  such  a  risk  of  her  life. 
Another  point  which  the  writer  has  settled  to  his  own  satis- 
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faction  is  the  importance  of  leaving  the  cervix,  which  Doyen 
does  not  do.  In  this  respect  Kelly's  method  is  far  superior  to 
Doyen's.  There  are  many  reasons  why  it  is  better  to  leave  the 
cervix:  1.  More  blood  is  lost,  and  it  takes  longer  to  stop  the 
hemorrhage,  and  everything  should  be  omitted  from  an  opera- 
tioa  which  unnecessarily  prolongs  it.  Shock  is  very  often 
only  another  word  for  prolonged  anesthesia.  2.  A  stronger 
pelvic  floor  is  left  when  the  cervix  remains.  3.  There  is  less 
danger  of  sepsis  when  the  vagina  is  not  opened  into.  4.  The 
vagina  is  very  much  shortened  by  the  removal  of  the  cer- 
vix, so  that  sexual  intercourse  becomes  diflficult.  5.  Sexual 
feeling  is  more  apt  to  continue  when  the  cervix  remains,  as 
there  seems  to  be  no  doubt  but  that  sexual  feeling  resides  more 
or  less  in  the  cervix.  As  for  the  objection  that  the  cervix 
sometimes  becomes  malignant,  this  happens  very  rarely, for  the 
reason  that  about  95  per  cent  of  cancers  of  the  cervix  occur  in 
women  who  have  borne  a  child  and  have  had  a  lacerated  cer- 
vix; and  as  it  is  the  exception  for  women  with  fibroids  to  have 
children,  nearly  all  the  cervices  belonging  to  fibroid  uteri  are 
nuUiparous  ones  and  consequently  non-cancerous.  Even  if  in 
rare  cases  the  cervix  should  become  cancerous,  it  is  one  of  the 
easiest  possible  operations  to  remove  it  subsequently  by  the 
vagina,  as  the  writer  saw  Pestalozza,  of  Florence,  do  it  two 
years  ago. 

Shall  we  curette  before  doing  hysterectomy  for  fibroids? 
The  writer  does  not  consider  it  necessary,  and  even  if  neces- 
sary he  does  not  thia.k  that  it  can,  as  a  rule,  be  done  effective- 
ly. A  few  years  ago  he  was  present  at  a  hysterectomy  where 
curetting  was  first  performed.  After  the  uterus  had  been 
removed  the  operator  kindly  cut  it  open.  The  cavity  was 
much  longer  than  the  curette,  and  all  that  the  latter  had  done 
was  to  make  a  number  of  ugly  gashes,  which  altogether  did 
not  remove  more  than  one-tenth  part  of  the  mucous  membrane. 
The  writer  curetted  in  only  one  out  of  his  last  ten  cases,  and  the 
nine  not  curetted  recovered  just  the  same  as  the  curetted  one. 
Here  again  comes  in  the  motto,  "  Do  nothing  that  will  prolong 
the  anesthesia,  if  you  can  avoid  it." 

One  of  the  greatest  advantages  of  Pryor's  method  is  the 
avoiding  of  the  ureters,  the  wounding  of  which  is  one  of  the 
most  uafortuaate  accidents  that  can  befall  us  in  removing  the 
fibroid  uterus.  In  Pryor's  method  you  avoid  wounding  the 
ureter  on  the  most  diflficult  side,  where  you  would  be  most 
likely  to   wound  it,    because  you   are   working  from   below 
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upward  and  pulling  the  uterus  away  from  the  ureter  all  the 
time.  In  fact,  it  seems  to  the  writer  that  it  would  be  almost 
impossible  to  wound  the  ureter  on  the  most  difficult  side  if  you 
follow  Pryor's  directions.  The  writer  has  cut  a  ureter  across 
in  two  cases,  one  vaginal  and  one  abdominal,  where  other 
methods  were  employed;  but  since  he  has  adopted  Pryor's 
method,  namely,  in  his  last  ten  successive  cases,  this  accident 
did  not  happen  and  all  the  patients  recovered.  In  this  one 
respect  Doyen's  method  can  claim  an  advantage;  for  from  the 
firjSt  step,  when  he  cuts  into  the  posterior  vaginal  cul-de-sac 
and  catches  up  the  cervix,  he  is  working  from  below  upward 
on  both  sides,  and  is  constantly  working  further  and  further 
away  from  the  ureters. 

But,  as  already  mentioned,  Doyen's  method  has  the  great 
defect  of  opening  into  the  vagina,  and  the  writer  was  told  that, 
in  spite  of  his  wonderful  skill  as  an  operator,  his  death  rate 
was  very  high  compared  with  Kelly's  mortality.  From  hav- 
ing observed  several  other  operators  in  Europe,  of  world-wide 
reputation,  doing  Doyen's  operation,  he  feels  sure  that  they 
would  have  done  much  better  with  Pryor's  method. 

Before  closing,  the  writer  wishes  to  say  a  few  words  about 
vaginal  morcellement.  Although  he  has  seen  two  of  its 
greatest  exponents — namely,  Segond,  of  Paris,  and  Landau,  of 
Berlin — performing  this  operation  several  times,  he  felt  that  the 
operation  could  not  be  too  strongly  condemned.  Their  mor- 
tality was  high,  and  in  several  of  the  cases  any  less  skilful 
operator  than  they  would,  he  felt  sure,  have  been  obliged  to 
abandon  it  or  have  the  patient  die  upon  'the  table.  Since  then 
Segond  has  adopted  Pryor's  method  entirely.  He  frankly 
stated  in  his  clinic,  before  the  writer,  that  he  came  to  America 
to  convert  us  to  morcellement,  but  was  instead  entirely  con- 
verted to  abdominal  hysterectomy.  It  is  to  be  hoped  that 
Landau  and  the  large  school  of  operators  who  look  to  him 
for  inspiration  will  soon  follow  Segond's  example.  As  far  as 
France  is  concerned,  Segond  wields  a  tremendous  influence,  so 
that  we  may  consider  it  certain  that  Pryor's  method  will  soon 
be  generally  adopted  throughout  Southern  Europe. 

It  may  have  been  noticed  that  the  writer  speaks  of  using  only 
one  material  for  ligatures  and  sewing  in  the  abdomen,  namely, 
catgut.  He  has  come  to  adopt  this  material  permanently,  be- 
cause we  cannot  afford  to  have  all  the  success  of  an  operation 
marred  by  a  wr 'tched  little  quarter  inch  of  silk  thread  keeping 
up  a  fistulous  track  from  the  uterine  artery  up  to  the  abdominal 
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incision.  So  little  do  some  patients  understand  the  proportions 
of  perspective  that  this  little  sinus,  with  its  two  or  three  drops 
a  day  of  pus  for  six  months,  looms  up  in  their  vision  as  a  far 
greater  ill  than  the  very  serious  disease  from  which  we  have 
relieved  them.  We  have  no  such  trouble  with  catgut,  and  by 
preparing  it  ourselves,  or  by  getting  from  Johnson,  of  New 
Brunswick,  N.  J.,  the  Red  Cross  brand,  which  has  been  boiled 
in  cumol,  we  need  fear  neither  sepsis  nor  hemorrhage  from  the 
failure  of  the  ligature. 
24«  Bishop  street,  Montreal. 
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Any  one  who  has  occasion  to  examine  a  number  of  placentae 
must  be  impressed  with  the  frequent  occurrence  of  certain  de- 
generative changes,  jtvhich  are  designated  by  many  terms,  but 
are  generally  grouped  together  as  infarcts. 

Placental  infarcts  vary  very  materially  in  their  appearance, 
as  well  as  in  their  situation  and  size,  the  most  frequent  varieties 
of  which  we  shall  describe  under  the  following  headings: 

1.  Small,  whitish  or  yellowish  fibrous  areas,  occurring 
either  on  the  fetal  or  maternal  surface  of  the  placenta,  which 
vary  in  size  from  areas  which  are  hardly  visible  to  the  naked 
eye  to  those  having  a  diameter  of  several  centimetres.  Such 
areas  rarely  attain  a  thickness  of  more  than  a  few  millimetres 
and  are  sharply  marked  off  from  the  surrounding  placental 
tissue. 

3.  On  section  through  the  placenta  one  frequently  sees 
wedge-shaped  or  irregularly  round  areas,  which  are  usually 
dull  white  in  color  and  present  a  striated,  fibrinous  appearance. 
They  are  sharply  marked  off  from  the  surrounding  tissue, 
which  appears  to  be  perfectly  normal. 
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.'^.  ^lore  rarely,  considerable  portions  of  the  placenta  are 
involved  in  the  process,  and  not  infrequently  one  finds  one  or 
more  cotyledons  converted  into  a  pale  white,  dense,  more  or 
less  fibrous  mass,  in  which  one  fails  to  observe  the  usual  spongy 
structure  of  the  placenta.  In  other  instances  a  large  portion 
of  the  placenta  may  be  involved  in  the  change,  and  one-half 
and  sometimes  a  greater  portion  of  its  entire  substance  is  oc- 
cupied by  the  process. 

4.  Not  infrequently  one  observes  a  broad  rim  of  whitish  or 
yellowish-white  material,  which  extends  for  a  varying  distance 
around  the  margin  of  the  fetal  surface  of  the  placenta,  taking 
in  a  larger  or  smaller  portion  of  its  periphery  and  occasionall}^ 
forming  a  complete  ring  around  it.  These  bands  vary  from  a 
few  millimetres  to  three  or  four  centimetres  in  breadth.  They 
lie  beneath  the  amnion  and  rarely  attain  a  thickness  of  more 
than  a  few  millimetres,  except  at  the  extreme  margin  of  the 
placenta  where  it  merges  into  the  membranes.  This  condition 
is  known  as  "  placenta  marginata." 

In  a  certain  number  of  cases  the  band  of  tissue,  instead  of 
being  situated  at  the  margin  of  the  placenta,  lies  somewhere 
between  it  and  the  centre  of  the  organ,  thus  forming  a  broad 
zone  more  or  less  parallel  to  the  periphery,  but  separated  from 
it  by  apparently  normal  placental  tissue.  To  this  condition 
the  term  "  margo  placentae"  is  sometimes  applied. 

5.  In  rarer  instances  one  finds  a  larger  or  smaller  portion  of 
the  placenta  occupied  by  a  pinkish  or  brickdust-colored  mass, 
irregularly  shaped,  more  or  less  solid,  and  sharply  marked  ofif 
from  the  surrounding  tissues.  Such  masses  vary  considerably 
in  size  and  occasionally  occupy  a  large  portion  of  the  organ. 
They  are  usually  most  marked  on  the  maternal  side  of  the  pla- 
centa, but  not  infrequently  extend  through  its  entire  thickness. 
To  these  the  term  "red  infarcts''  is  occasionally  applied. 

Still  more  rarely  one  finds  scattered  through  the  substance  of 
the  placenta  round  areas  varying  from  bright  red  to  almost 
black  in  color,  which  are  apparently  composed  almost  entirely 
of  blood,  and  are  sharply  marked  off  from  the  surrounding 
tissue  by  a  capsule,  which  presents  a  more  or  less  fibrous  ap- 
pearance. Such  structures  differ  considerably  in  size,  varying 
from  one  to  two  and  a  half  or  three  centimetres  in  diameter. 
They  may  occur  singly  or  in  considerable  numbers,  and  in 
rare  instances  the  entire  placenta  may  be  studded  by  them, 
wheu  they  give  it  a  markedly  nodular  appearance  on  external 
examination,  and  on  section  it  presents  an  appearance  which 
Pinard  has  aptly  described  as  "  placenta  truffe." 
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These  structures  are  also  designated  as  red  infarcts,  though 
many  authors  prefer  to  speak  of  them  as  apoplexy  of  the  pla- 
centa. They  differ  markedly  in  structure  and  appearance 
from  the  other  form  of  so-called  red  infarcts  and,  as  far  as  we 
can  learn,  have  nothing  in  common  with  them. 

These  conditions  of  the  placenta  have  probably  been  noted 
ever  since  physicians  began  to  devote  attention  to  the  study 
of  the  after-birth,  and  an  immense  amount  of  literature  has 
gradually  developed  upon  the  subject,  which,  roughly  speak- 
ing, may  be  divided  into  two  periods,  in  the  latter  of  which 
(from  1880)  an  immense  number  of  monographs  have  appeared. 
Unfortunately  the  views  of  the  various  authors  have  been  so 
divergent  that  the  immense  literature  has  served  to  increase 
the  perplexities  of  the  average  student  rather  than  to  lead  to 
the  acceptance  of  uniform  ideas  concerning  the  significance 
and  mode  of  production  of  the  changes  under  consideration. 

During  the  past  few  years  we  have  been  very  much  inte- 
rested in  the  subject,  and,  in  the  hope  of  arriving  at  clearer 
ideas  concerning  it,  have  collected  five  hundred  successive  pla- 
centae, all  of  which  were  carefully  described  in  the  fresh  state 
and  then  hardened  either  in  toto  or  in  small  pieces,  and  after- 
ward subjected  to  routine  microscopical  examination. 

In  the  present  article  it  is  our  intention  to  report  the  results 
of  these  studies,  in  the  hope  that  we  may  thereby  arrive  at 
satisfactory  coaclusions  concerning  the  significance  and  mode 
of  origin  of  placental  infarcts.  But  before  considering  our 
own  results,  we  think  it  would  be  well  to  consider  as  briefly  as 
possible  the  work  whiqji  has  been  done  by  others  upon  the  sub- 
ject. 

History. — The  first  reference  to  infarcts  of  the  placenta 
which  we  have  been  able  to  find  in  the  literature  was  made  by 
Mauriceau  in  1668,  who  designated  the  condition  as  "  schirrus 
of  the  placenta,"  and  considered  that  it  might  cause  retardation 
of  its  delivery  by  making  it  more  resistant,  but  he  did  not  go 
into  details  concerning  it.  It  is  evident,  however,  from  the 
manner  in  which  he  spoke  of  it,  that  it  was  a  perfectly  well- 
known  condition  at  that  time. 

During  the  last  century  the  condition  was  designated  by  a 
number  of  terms,  those  most  frequently  employed  being  schir- 
rus, eacephaloid,  and  tuberculosis  of  the  placenta.  With  the 
beginniug  of  this  century  other  designations  were  introduced, 
and  we  cannot  better  demonstrate  the  confusion  which  pre- 
vailed concerning  the  subject  than  by  giving  a  list  of  some  of 
the  more  important  terms  which  were  applied  to  it  and  the 
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principal  authors  who  made  use  of  them.  We  do  not,  how- 
ever, claim  that  the  list  is  exhaustive:  Schirrus  (Mauriceau 
and  Levret)  ;  atrophy  (Cruveilhier)  ;  placentitis  (Brachet, 
Wilde,  Simpson,  Hegar,  and  Maier);  hepatization  (Brachet 
and  Scanzoni);  apoplexy  (Cruveilhier,  Jacquemier,  Gierse, 
and  Meckel  and  Scanzoni) ;  hematoma  (Klehs) ; phthisis  (Simp- 
son); fatty  and  fibro-fatty  degeneration  (Barnes,  Robin, 
Charpentier,  and  Tarnier);  Fibrin-ablagerungen,  Fibrin- 
anhaufungen  Fibrin-keile,  Fibrin- gerinnung en  (Rokitansky, 
Spaeth  and  Wedl.  Klob,  Valenta  and  Eberhardt)  ;  thrombosis 
(Bustamente,  Slavjansky.  Rohr,  Martin,  and  Delore);  infarct 
(Ollivier,  Rokitansky,  Hoffmann,  Ackermann,  etc.);  gurnma 
(Zilles);  necrosis  (Clemenz);  hyaline  degeneration  of  the 
decidua  (Jacobsohn).  It  is  apparent  from  this  list  that  there 
was  no  unanimity  concerning  the  classification  of  these  condi- 
tions, and  a  similar  divergence  of  opinion  will  be  found  in  all 
other  points  connected  with  them. 

The  statements  concerning  the  frequency  of  the  affection 
vary  quite  as  greatly  as  the  terminologv.  and  we  find  it 
variously  estimated  by  different  authors  at  between  two  and 
one  hundred  per  cent.     Thus: 


Meyer, 

1889,  in     344  cases 

found 

infarcts  in 

2     per  cent 

Spaeth  ) 
and     \ 

1885,  in  2,108      " 

.1 

I. 

3.2    "      " 

Wedl,  ) 

Hansen, 

1890,  in     300      " 

97    "      '• 

Valenta, 

1886,  in  2,471      '• 

" 

108    "      " 

Fehling, 

1891,  in  2,008      " 

" 

l.H     "     " 

Rossier, 

1888,  in  1,194      " 

" 

4 

17^      "      *' 

Steflfeck, 

1890,  in  " 

" 

50       "      " 

and  Delore,  1899,  in  several  thousand  cases  found  infarcts  in  100  per  cent 

We  also  find  a  number  of  authors  who,  at  widely  separated 
periods  of  time,  stated  that  infarcts  were  of  frequent  occur- 
rence, or  even  occurred  in  the  majority  of  all  placentae;  among 
whom  may  be  mentioned  Cruveilhier,  Gierse,  Tarnier,  Clemenz, 
Kiistner,  Jacobsohn,  and  others. 

Turning  to  the  consideration  of  the  views  concerning  the 
etiology  of  the  condition,  we  find  that  they  are  quite  as  diverse 
and  contradictory  as  those  concerning  its  terminology  and 
frequency. 

Cruveilhier  designated  the  condition  as  atrophy,  and  be- 
lieved that  it  resulted  from  the  separation  of  the  placenta  from 
the  underlying  decidua,  whereby  the  maternal  vessels  were 
lacerated  and  anemia  of  larger  or  smaller  areas  of  the  placenta 
resulted. 


WILLIAMS:   INFARCTS   OF   THE   PLACENTA.  179 

One  of  the  most  important  of  the  early  theories  as  to  the 
etiology  of  the  disease  was  advanced  by  Brachet  in  1823,  who 
believed  that  the  condition  was  of  inflammatory  origin  and 
should  be  designated  as  placentitis,  and  that  the  patches 
throughout  the  placenta  represented  inflammatory  exudate. 
Similar  views  were  likewise  held  by  Wilde  and  Simpson,  and 
at  a  later  period  by  Scanzoni  and  Rokitansky. 

It  may  be  remembered  that  Scanzoni  thought  that  a  marked 
similarity  existed  between  the  placental  disease  and  pneumo- 
nia, and  designated  certain  conditions  of  the  placenta  as  hepa- 
tization. The  inflammatory  nature  of  some  of  the  cases,  at 
least,  was  admitted  by  Ollivier  in  his  article  in  the  "Diction- 
naire  de  Medecine  "  in  1840.  Since  the  time  of  Scanzoni.  how- 
ever, this  view  has  found  few  adherents  and  at  present  pos- 
sesses only  an  historical  interest. 

Almost  simultaneously  with  the  inflammatory  theory  it 
was  thought  by  many  that  infarcts  were  the  result  of  the 
organization  of  hemorrhagic  areas.  And  Cruveilhier,  in  his 
article  upon  apoplexy  of  the  placenta,  stated  that  he  had 
observed  a  complete  series  of  cases  which  demonstrated  the 
transformation  of  the  ordinary  apoplexy  into  the  pale,  white 
fibrous  areas.  This  doctrine  was  enthusiastically  championed 
by  Jacquemier  in  1839,  who  stated  that  the  inflammatory 
theory  was  based  upon  absolutely  erroneous  observations;  and 
his  views  were  accepted  in  their  entirety  by  Gierse  and  Meckel, 
Klebs,  Valenta,  and  many  others,  and  have  not  been  com- 
pletely forsaken  even  at  the  present  time.  Thus  we  find  that 
Schaffer  considers  that  many  of  the  small  subchorial  infarcts 
are  the  result  of  the  organization  of  localized  hemorrhages, 
and  Ribemont-Dessaignes  still  believes  that  the  ordinary  red 
infarct  is  gradually  converted  into  the  white  by  a  process  of 
organization.  This  view,  as  we  shall  see,  is  not  satisfactory, 
and  was  based  upon  the  gross  appearance  of  the  lesion  rather 
than  upon  histological  study. 

That  neither  the  inflammatory  nor  hemorrhagic  theories 
were  altogether  satisfactory,  even  at  the  time  of  their  promul- 
gation, is  shown  by  the  fact  that  they  were  not  accepted  by 
Spaeth  and  Wedl,  who  believed  that  the  condition  was  the 
result  of  the  deposit  of  excessive  amounts  of  fibrin  from  the 
blood  which  was  circulating  through  the  placenta;  and  also  by 
the  statement  of  Klob  in  1865  that  none  of  the  theories  which 
had  been  advanced  up  to  his  time  were  satisfactory. 

In  the  early  fifties,  Barnes  stated  that  the  conditions  in  ques- 
tion were  the  result  of  fatty  degeneration,  and  his  views  have 
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siuce  held  almost  complete  sway  in  England  and  this  country. 
In  185i  Rabin  stated  that  the  essential  feature  of  the  affec- 
tions consisted  in  a  fibrosis  of  the  chorionic  villi,  associated  with 
fatty  changes.  Similar  views  were  also  held  by  Charpentier, 
Tarnier,  and  others,  and  the  accepted  terminology  in  France 
at  the  present  time  is  fibro-fatty  degeneration  of  the  placenta. 

Hegar  and  Maier  in  1 869  stated  that  the  condition  was  due  to 
an  interstitial  growth  in  the  placenta,  and  likened  it  to  cirrho- 
sis of  the  liver. 

In  1868  Bustamente  advanced  the  theory  that  the  condition 
was  essentially  thrombotic  in  origin,  and  this  view  finds  many 
defenders  at  the  present  day,  among  whom  may  be  mentioned 
Rohr,  Jacobsohn,  and  Orth. 

Among  the  more  recent  theories  which  have  been  more  or 
less  generally  accepted  is  the  one  which  was  advanced  by  Acker- 
mann  in  1884,  according  to  whom  the  process  consists  essentially 
in  a  periarteritis  of  the  fetal  vessels,  with  coincident  coagulation 
necrosis  of  the  superficial  portions  of  the  villi.  As  the  result 
of  the  necrosis,  certain  substances  are  set  free  which  cause 
coagulation  of  the  blood  in  the  intervillous  spaces,  with  the 
consequent  fusing  together  of  larger  or  smaller  numbers  of 
degenerated  villi  by  masses  of  fibrin.  As  the  villous  circula- 
tion becomes  more  and  more  impaired,  the  central  portions 
of  the  villi  degenerate,  so  that  at  last  one  finds  merely  the 
shadows  of  the  villi  matted  together  by  fibrin. 

More  or  less  closely  related  with  this  theory  is  the  view  of 
Langhans  that  the  condition  is  due  merely  to  the  excessive  for- 
mation of  canalized  fibrin,  which  a  few  years  previously  he  had 
described  as  one  of  the  normal  constituents  of  the  placenta. 

Ackermann's  theory  was  first  enunciated  in  188  i  in  a  disser- 
tation by  Hoffmann,  one  of  his  students,  and  still  further  elabo- 
rated in  his  own  article  in  Virchow's  Archiv.  Band  xcvi.,  1884. 

While  we  attribute  to  Ackermann  the  credit  of  being  the  first 
to  distinctly  formulate  this  view,  it  must  be  remembered  that 
several  other  observers  had  noted  arterial  changes  in  the  vil- 
lous vessels  years  before  him,  among  whom  may  be  mentioned 
Robin,  Maier,  Tait,  and  Ercolani,  none  of  whom  appeared  to 
fully  appreciate  their  significance. 

In  1891  Ackermann  still  further  modified  his  views  by  stating 
that  he  had  been  in  error  in  considering  periarteritis  as  the 
cause  of  the  superficial  necrosis  of  the  villi,  and  that  further 
study  had  enabled  him  to  demonstrate  the  presence  of  endar- 
teritis as  well,  which  he  was  inclined  to  consider  the  real  cause 
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of  the  necrosis.  He  also  believed  tiiat  he  had  over- exaggerated 
the  part  played  by  the  maternal  blood,  for  when  he  wrote  his 
first  article  he  was  not  so  well  acquainted  with  the  fibrinous 
and  hyaline  degenerations  of  necrotic  cells. 

His  conception  of  the  process  has  been  more  or  less  com- 
pletely accepted  by  a  considerable  number  of  observers,  among 
whom  may  be  noted  Cohn,  Fehling,  Wiedow,  Kiistner,  Prin- 
zing,  Orth,  Eden,  and  others. 

For  several  years  Ackermann's  view  was  the  prevailing  one, 
but  in  1890  its  pre-eminence  was  assailed  by  the  work  of  Stef- 
f eck,  according  to  whom  the  essential  feature  of  this  condition 
did  not  consist  in  primary  vascular  changes,  but  was  to  be 
found  in  an  excessive  proliferation  of  decidual  cells,  which 
grew  up  around  individual  villi  and  groups  of  villi  and  so  in- 
terfered with  their  nutrition  as  to  cause  necrosis.  The  arterial 
changes  he  considered  could  not  always  be  demonstrated  and 
were  purely  secondary  when  present.  He  believed  that  this 
method  of  infarct  formation  was  not  limited  to  the  maternal 
portion  of  the  placenta,  where  decidual  tissue  was  abundant, 
but  applied  equally  well  to  infarcts  which  were  situated  in  the 
depths  of  the  placenta  or  on  its  fetal  surface.  In  such  cases  he 
considered  that  the  decidual  cells  were  derived  from  the  decid- 
ual septa,  whose  circulation  was  exposed  to  marked  danger  of 
interruption,  by  which  the  impetus  was  given  to  the  prolifera- 
tion of  the  cells. 

Steffeck  was  not  the  first  observer  to  believe  that  the  prime 
factor  in  production  of  the  lesion  was  to  be  found  in  the  decid- 
ua,  as  more  or  less  similar  views  had  previously  been  expressed 
by  Maier,  Rossier,  Clemenz,  and  Kiistner;  while  Veit  believed 
that  the  primary  cause  of  the  affection  was  to  be  sought  in  an 
endometritis  which  existed  before  the  onset  of  pregnancy. 

A  view  almost  identical  with  Steffeck's  was  enunciated  inde- 
pendently by  Jacobsohn  in  the  same  year;  and  the  teachings 
of  the  former  have  Since  been  accepted  by  a  number  of  ob- 
servers, notably  Mijnlieff,  Schaffer,  Ehrendorfer,  and  Von 
Franque. 

A  certain  number  of  observers  have  also  thought  that  they 
could  fiad  the  primary  cause  of  the  disease  in  changes  in  the 
miteraal  vessels  in  the  decidua,  which  resulted  in  thrombosis 
and  subsequent  interference  with  the  circulation  in  larger  or 
smaller  portions  of  the  placenta.  Such  views  were  held  by 
Rossier  and  Rohr,  and  in  a  modified  way  by  Ribemont-Des- 
saignes. 
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A  few  observers,  notably  Favre,  Martin,  and  Delore,  have 
suggested  that  a  bacterial  origin  might  be  invoked  for  a  certain 
number  of  cases.  Favre,  however,  was  the  only  one  of  the 
three  to  resort  to  cultural  methods,  and  his  results  were  based 
upon  so  few  cases  as  to  be  without  value. 

The  latest  view  as  to  the  origin  of  infarcts  was  advanced  by 
E  Jen,  who  accepted  Ackermann's  teachings  in  a  modified  way 
and  believed  that  the  arterial  changes  in  the  villi  were  the  ex- 
pression of  old  age  on  the  part  of  the  placenta,  and  that  infarcts 
sliould  not  be  regarded  as  a  disease,  but  rather  as  a  sign  of 
senility.  Forty  j^ears  previously  Druitt  advanced  a  somewhat 
similar  view,  which  was  not,  however,  based  upon  microscopic 
study. 

From  the  time  of  Cruveilhier  man}^  observers  believed  that 
infarcts  exerted  no  influence  upon  the  health  of  the  mother  and 
only  indirectly  affected  the  child,  which  began  to  suffer  when 
a  considerable  portion  of  the  placenta  was  thrown  out  of  func- 
tion by  the  infarct  formation. 

Gradually  it  began  to  be  noted  that  fetal  death  occurred  far 
more  frequently  when  the  mothers  suffered  from  albuminuria. 
A  little  later  it  was  discovered  that  the  placentae  of  albumin- 
uric women  contained  infarcts  considerably  more  frequently 
than  under  other  conditions,  and  an  attempt  was  made  to 
demonstrate  a  relationship  between  albuminuria  of  the  mother 
and  infarct  formation  on  the  one  hand  and  fetal  death  on  the 
other. 

As  far  as  we  know,  the  first  reference  to  this  relationship 
was  made  by  Chantreuil  in  1881,  who  pointed  out  the  marked 
fetal  mortality  in  albuminuric  patients,  but  failed  to  mention 
the  occurrence  of  infarcts  in  such  cases. 

The  connection  between  albuminuria,  infarct  formation,  and 
fetal  death  was  first  distinctly  advocated  by  Fehling  in  1886, 
who  reported  the  histories  of  six  women  who  suffered  from 
albuminuria  during  pregnancy,  all  of  whom  gave  birth  to  dead 
children.  Upon  examining  the  placentae  from  them,  he  found 
that  five  presented  marked  white  infarctions,  while  the  sixth 
contained  both  red  and  white  infarcts. 

In  the  following  year  Rouhaud,  in  a  Paris  thesis,  reported 
sixty  cases  of  albuminuria  occurring  during  pregnancy,  and 
stated  that  -I'J  per  cent  of  the  placentse  from  them  contained 
red  infarcts.  He  also  stated  that  dead  children  were  born  in 
40  per  cent  of  the  red-infarct  cases,  but  were  extremely  infre- 
quent when  the  placenta  was  normal.     He  therefore  argued 
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that  thealbumiauria  caused  the  formation  of  red  infarcts,  and, 
vrhen  they  involved  the  placenta  sufficiently  to  interfere  with 
its  circulation  to  a  considerable  extent,  that  the  children  were 
born  dead.  He  did  not,  however,  attempt  to  explain  the  con- 
nection between  the  two  processes,  and  failed  to  give  a  histo- 
logical description  of  the  placental  lesions. 

In  1888  Cohn  reported  15  cases  of  nephritis  occurring  in 
pregnant  women  in  Schroder's  clinic  in  Berlin,  87  per  cent  of 
whom  gave  birth  to  dead  children,  and,  upon  examining  the 
placentae,  found  that  onlj"  3  of  them  were  normal. 

In  the  same  year  Rossier  reported  from  Fehling's  clinic  that 
he  had  examined  1,174  placentae,  in  17^  per  cent  of  which  in- 
farcts were  observed.  Fifty-four  of  the  women  suffered  from 
albuminuria  during  pregnancy,  and  60  per  cent  of  them  gave 
birth  to  infarcted  placentae.  In  other  words,  infarcts  occurred 
three  times  more  frequently  when  albuminuria  was  present. 
He  believed  that  the  excessive  infarct  formation  in  such  cases 
was  due  to  changes  in  the  maternal  vessels  of  the  decidua,  but 
was  unable  to  adduce  convincing  evidence  in  support  of  his 
belief. 

Varnier,  almost  at  the  same  time,  in  a  long  article  upon 
eclampsia,  made  similar  statements,  but  did  not  give  the 
figures  upon  which  they  were  based. 

Wiedow,  likewise,  reported  6  cases  of  albuminuria  during 
pregnancy,  in  the  placentae  of  all  of  which  infarcts  were 
observed;  but,  in  view  of  the  frequency  of  infarct  formation 
in  noa-albaminuric  cases,  expressed  a  doubt  as  to  whether 
albaninaria  played  so  icnportant  a  part  in  their  production  as 
was  generally  believed. 

The  following  year  (1839)  Leopold  Meyer,  of  Copenhagen, 
reported  his  observations,  which  were  based  upon  the  examina- 
tion of  the  placentae  from  1,124  patients,  in  1.7  per  cent  of 
which  he  found  infarcts.  When  the  urine  contained  albumin 
bat  no  casts,  infarcts  were  observed  in  2.2  per  cent  of  the 
cases,  while  when  both  albamin  and  casts  were  demonstrated 
th3y  ware  n3ted  in  6.7  par  cant  of  tha  cases,  that  is,  four  timas 
more  frequently  than  when  the  urine  was  normal.  These 
figares  diffar  vary  markadly  from  those  of  Rossier,  and  the 
cause  for  tha  diffarence  must  probably  be  sought  in  their  vary- 
ing conceptions  as  to  what  constituted  an  infarct. 

In  1890  Hansen  noted  the  occurrence  of  placenta  marginata 
twenty-nine  times  in  300  cases  (9.7  per  cent),  and  believed  that 
it  exerted  a  marked  influence  upon  the  development   of  the 
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child,  as,  ill  11  cases  iii  which  it  was  well  marked,  only  one 
child  was  born  whose  weight  and  general  development  cor- 
responded with  the  duration  of  pregnancJ^ 

The  following  year  Cagny  wrote  an  article  upon  the  subject, 
which  was  based  upon  the  examination  of  2,349  placentae  from 
Pinard's  clinic  in  Paris,  of  which  171  were  obtained  from 
women  who  suffered  from  albuminuria  during  pregnancy,  and 
in  one-third  of  these  he  was  able  to  demonstrate  the  presence 
of  red  infarcts.  He  also  stated  that  only  one-third  of  the 
children  from  these  infarcted  cases  presented  their  normal 
weight. 

In  the  same  year  Fehling  made  a  second  report  upon  the  rela- 
tion between  albuminuria  and  infarct  formation,  and  stated 
that  infarct  formation  was  observed  in  the  placentae  of  50  out 
of  the  91  women  who  suffered  from  albuminuria  during  preg- 
nancy. 

In  1892  Mijnlieff  likewise  referred  to  the  subject,  but  did 
not  express  himself  nearly  so  emphatically  as  Fehling,  Rossier, 
or  Cagny. 

The  latest  contribution  to  the  subject  was  made  by  Martin  in 
1896,  who  stated  that  he  had  observed  infarcts  in  47  per  cent 
of  the  placentae  which  were  obtained  from  women  suffering 
from  albuminuria  during  pregnancy,  and  that  in  67  per  cent  of 
these  cases  the  children  were  either  born  dead  or  imperfectly 
developed. 

It  is  accordingly  apparent  that  the  majority  of  investigators, 
who  have  busied  themselves  with  this  subject,  believe  that 
a  marked  relation  exists  between  albuminuria  on  the  part  of 
the  mother  and  infarct  formation  in  the  placenta,  and  that  the 
latter  exerts  an  appreciable  influence  upon  the  well-being  of 
the  fetus.  But  none  of  them  adduce  a  satisfactory  explanation 
for  the  part  played  by  the  albuminuria  in  their  formation. 
And  it  is  also  evident  that  they  do  not  agree  among  themselves 
concerning  the  subject;  for  certain  of  them,  as  Meyer  for  ex- 
ample, estimate  the  frequency  of  infarct  formation  in  albu- 
minuric cases  at  only  a  fraction  of  what  other  investigators 
observe  in  normal  cases.  This  difference,  however,  may  be 
more  apparent  than  real,  and  may  be  attributed  to  their  vary- 
ing conception  as  to  what  constitutes  an  infarct. 

Pinard  is  a  most  enthusiastic  advocate  of  this  relationship, 
and,  when  I  was  at  his  clinic,  daily  examined  the  placentae 
which  had  been  born  in  the  previous  twenty-four  hours,  and, 
whenever  infarcts   were   present  to  any  extent,  immediately 
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stated  that  the  mother  had  probably  suffered  from  albumin- 
uria, and  caused  her  history  to  be  investigated  in  that  particular. 

Frequency. — Turning  from  the  work  of  others  to  our  own  in- 
vestigations, we  shair  consider,  in  the  first  place,  the  frequency 
of  infarct  formation;  and  we  may  say  in  advance  that  we  have 
been  able  to  observe  it,  to  a  greater  or  less  extent,  in  every  full- 
term  placenta  which  we  have  examined.  In  a  certain  number 
of  cases,  however,  the  areas  were  quite  small,  while  in  others 
they  were  visible  only  under  the  microscope. 

In  estimating  the  frequency  of  infarcts,  we  have  adopted 
the  arbitrary  rule  of  not  considering  surface  or  central  infarcts 
which  measure  less  than  one  centimetre  in  diameter,  and 
have  only  designated  as  marginal  infarcts  those  which  ex- 
tended around  at  least  one-third  of  the  periphery  of  the  pla- 
centa. 

Applying  these  standards  to  our  500  placentae,  we  found 
white  surface  or  central  infarcts  in  243  cases  (-44.6  per  cent), 
while  marginal  infarcts  alone  were  observed  in  77  cases  (15.4 
per  cent).  In  107  cases  a  combination  of  marginal  and  cen- 
tral or  surface  infarcts  was  noted.  Including  these  with  the 
uncomplicated  marginal  infarcts,  it  is  found  that  marginal 
infarcts  were  observed  in  184  cases  (36.8  per  cent).  In  15  cases 
(3  per  cent)  red  infarcts  were  noted.  It  should  be  noted,  how- 
ever, that  no  distinction  has  been  made  between  marginal  in- 
farctions and  the  margo  placentae  (Kiistner).  Upon  adding 
together  our  results,  we  find  that  surface  infarcts  were  ob- 
served in  223  cases,  44.6  per  cent;  pure  marginal  infarcts  in  77 
cases,  15.4  per  cent;  and  red  infarcts  in  15  cases,  3  per  cent, 
making  a  total  of  315  cases,  or  63  per  cent. 

On  inquiring  as  to  the  appearance  and  situation  of  the  in- 
farcts, we  find  that  the  superficial  white  infarct  occurs  most 
frequently  and  is  usually  situated  upon  the  fetal  surface  of  the 
placenta.  Next  in  frequency  are  the  central,  fibrinous  infarcts 
(Fibrin-keile),  which  are  situated  in  the  substance  of  the  pla- 
centa, and  often  extend  to  its  maternal,  and  less  frequently  to 
its  fetal,  surface. 

In  a  still  smaller  number  of  cases,  we  find  that  larger  areas 
of  the  placenta  are  involved  in  the  infarct  formation,  which 
sometimes  extends  over  one  or  more  cotyledons.  In  such 
cases  the  infarct  usually  extends  upward  from  the  maternal 
surface  into  the  substance  of  the  placenta  for  a  considerable 
distance  and  occasionally  reaches  its  fetal  side.  The  red  in- 
farcts are  usually  central  in  situation,  and,  when  they  attain  a 
50 
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considerable  size,  extend  through  the  entire  thickness  of  the 
phicenta. 

Microscopic  Structure. — Before  considering  in  detail  the 
microscopic  structure  of  infarcts,  we  may  state  in  advance  that 
we  have  been  unable  to  note  essential  difference  in  structure 
between  the  marginal  and  other  varieties  of  infarction,  with 
the  exception  of  the  red  infarct. 

In  considering  the  microscopic  structure  of  infarcts,  we  shall 
first  study  the  most  fully  developed  variety,  namely,  the  white, 
fibrinous  infarct,  and  then  take  up  the  less  developed  forms 
until  the  earliest  stages  of  infarct  formation  are  reached. 

The  fibrinous  infarcts,  which  we  observe  in  their  most  fully 
developed  form  in  the  substance  of  the  placenta,  represent  the 
final  stage  of  the  process.  On  section  through  the  fresh  pla- 
centa, they  present  a  dull  white,  somewhat  fatty  appearance, 
and  are  usually  sharply  marked  off  from  the  surrounding  tis- 
sue, and  on  closer  examination  present  a  reticular  structure. 

Under  the  microscope  they  are  seen  to  be  composed  entirely 
of  fibrin  which  is  made  up  of  raj^riads  of  interlacing  bands, 
between  which  no  trace  of  the  original  placental  tissue  can  be 
discovered,  and  when  stained  by  Weigert's  method  they  pre- 
sent the  characteristic  blue  coloration. 

In  the  vast  majority  of  cases,  however,  this  is  not  the  form 
of  infarct  which  we  observe,  for  usually  we  meet  with  less  de- 
veloped varieties,  which  consist  of  a  mass  of  fibrin  in  which 
are  embedded  numbers  of  more  or  less  well-preserved  villi. 
In  many  instances  the  stroma  of  the  villi  presents  an  almost 
normal  appearance,  except  for  the  presence  of  more  or  less 
endarteritis.  The  epithelium,  on  the  other  hand,  is  destroyed 
to  a  great  extent,  and  only  here  and  there  do  we  meet  with 
masses  of  syncytium. 

In  other  cases  we  find  that  the  stroma  of  the  villi  has  under- 
gone marked  changes  and  presents  an  almost  fibroid  appear- 
ance, which  is  accompanied  by  the  disappearance  of  a  large 
part  of  its  nuclei;  while  in  still  more  advanced  cases  almost  all 
the  nuclei  have  undergone  degeneration,  and  the  stroma  of  the 
villus  has  become  converted  into  a  structure  whose  component 
parts  can  be  no  longer  distinguished,  and  which  takes  on  a 
homogeneous  pink  stain  with  eosin. 

In  still  other  cases  the  degenerative  changes  have  progressed 
still  further,  and  the  infarct  consists  of  a  mass  of  fibrin,  through 
which  are  scattered  a  few  pale,  irregular  areas  which  repre- 
sent all  that  is  left  of  the  villi — mere  shadows,  as  it  were. 
This  stage  is  clearly  shown  in  Fig.  1. 
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In  smaller  infarcts,  and  not  infrequently  in  large  ones  as 
well,  we  do  not  meet  with  anything  like  so  marked  changes, 
and  usually  find  that  the  stroma  presents  a  perfectly  normal 
appearance,  except  for  the  arterial  changes,  and  that  the  only 
sign  of  disease  is  to  be  found  in  the  presence  of  a  small  ring  of 
canalized  tissue,  which  stains  pink  with  eosin  and  lies  just  be- 
neath the  syncytium.  This  is  identical  with  the  tissue  which 
Langhans  first  described  as  canalized  fibrin.  Here  and  there 
certain  of  the  villi  have  lost  the  greater  part  of  their  syncytial 
covering  and  have  become  fused  together  by  canalized  fibrin, 
but  are  not  matted  together  by  a  fibrinous  network. 

Occasionally  we  note  that  the  infarct  is  composed  not  only 
of  fibrin  and  more  or  less  degenerated  villi,  but  that  scattered 
through  it  are  irregularly  shaped  masses  of  large  cells  with 
round  vesicular  nuclei,  which  stain  tolerably  intensely  and 
may  present  various  degrees  of  degeneration.  Such  areas, 
when  occurring  alone  in  the  centre  of  the  placenta  or  near 
the  chorionic  membrane,  are  usually  spoken  of  as  decidual 
islands,  and  are  supposed  to  represent  sections  through  de- 
cidual septa;  while  when  situated  nearer  the  maternal  surface 
of  the  placenta,  they  are  believed  to  be  masses  of  serotinal 
cells  which  have  been  cut  through  obliquely. 

In  considering  the  structure  of  red  infarcts  we  must  differ- 
entiate, as  we  pointed  out  in  the  beginning  of  the  article, 
between  the  sharply  circumscribed,  more  or  less  circular, 
bright  or  dark  red  infarcts,  and  the  larger,  more  irregularly 
shaped,  brick-colored  masses  which  often  extend  through  the 
entire  thickness  of  the  placenta.  To  the  former  the  term 
apoplexy  is  often  applied,  and  when  they  are  present  in  any 
numbers  the  condition  is  sometimes  designated  by  the  French 
as  placenta  truft'e.  The  latter,  on  the  other  hand,  are  paler, 
and  ofttimes  of  a  dull  pink  color,  and  on  section  are  roughly 
granular  and  do  not  present  the  homogeneous  appearance  of 
the  apoplectic  masses. 

We  are  not  in  a  position  to  make  definite  statements  con- 
cerning the  dark,  round  infarcts  (apoplexy),  as  we  have  had 
occasion  to  examine  them  in  only  a  few  instances,  but  we 
believe  that  they  differ  essentially  from  the  other  forms  of 
infarcts  and  should  not  be  considered  among  them. 

The  large  pink  infarcts,  on  the  other  hand,  are  closely 
related  tu  the  ordinary  varieties  of  white  infarcts,  and  differ 
from  them  only  in  the  fact  that  greater  numbers  of  red  blood 
corpuscles  are  enclosed  in  the  meshes  of  the  fibrin  network  by 
which  the  degenerated  villi  are  bound  together. 
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In  a  small  number  of  cases  we  meet  with  large  structures 
which  in  fresh  specimens  more  or  less  resemble  large  white 
central  infarcts,  but  which  on  closer  examination  present  a 
more  striated  appearance.  Under  the  microscope  we  find 
that  they  are  totally  lacking  in  fibrin,  and  are  made  up  of 
large  numbers  of  completely  degenerated  villi  which  are  very 
closely  packed  together,  and  between  which  we  can  discover 
no  trace  of  either  blood  or  fibrin.  In  most  of  the  villi  compos- 
ing these  masses  the  degeneration  is  very  marked,  and  we  only 
see  the  outlines  of  villi  through  which  are  scattered  large  quan- 
tities of  nuclear  debris. 

These  structures  were  designated  by  Eden  as  non-fibrinous 
infarcts,  and  according  to  him  result  from  the  shutting-off  of 
a  certain  number  of  maternal  vessels  in  the  decidua,  by  which 
the  blood  supply  to  the  intervillous  spaces  in  the  corresponding 
portions  of  the  placenta  is  interfered  with.  As  these  inter- 
villous spaces  are  no  longer  filled  with  blood,  they  collapse 
and  the  villi  become  closely  packed  together,  owing  to  the 
pressure  exerted  by  the  surrounding  portions  of  the  placenta, 
after  which  they  degenerate. 

We  have  not  infrequently  observed  such  structures,  but  as 
yet  are  unable  to  express  a  definite  opinion  as  to  the  correct- 
ness of  Eden's  explanation  concerning  their  production. 

Occasionally  one  observes  in  the  centre  of  infarcts,  especially 
of  the  large  pink  variety,  cavities  filled  with  a  thick,  grumous 
material  which  in  fresh  specimens  resembles  pus;  and  it  was 
the  presence  of  such  cavities  which  led  the  earlier  observers 
to  believe  that  placentitis  played  so  important  a  part  in  the 
production  of  infarcts.  On  microscopic  examination,  how- 
ever, we  find  that  the  contents  of  the  cavities  is  not  pus,  but  is 
made  up  of  cellular  debris,  and  we  believe  that  they  are  analo- 
gous to  the  areas  of  softening  which  are  observed  occasionally 
in  ordinary  thrombi. 

When  the  infarcts  contain  masses  of  "  decidual  "  tissue,  one 
not  infrequently  notes  that  the  latter  contains  cavities  in  its 
centre,  which  are  filled  with  a  more  or  less  clear  fluid.  Upon 
closer  examination  it  is  apparent  that  this  is  the  result  of  the 
degeneration  and  breaking  down  of  certain  of  the  cells  of  the 
mass,  and  such  structures  will  be  considered  more  in  detail 
when  we  take  up  the  question  of  the  relation  of  infarcts  to  the 
formation  of  placental  cysts. 

Etiology. — Careful  microscopical  examination  of  a  number 
of  sections  from  each  of  our  five  hundred  placentse  has  led  us 
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to  believe  that  in  the  great  majority  of  cases  the  main  factor  in 
the  production  of  infarcts  is  to  be  found  in  arterial  changes 
in  the  villous  vessels.  These  are  usually  manifested  as  an 
endarteritis  of  an  obliterative  character,  with  which  peri- 
arteritis is  not  infrequently  associated.  The  changes  are 
particularly  well  marked  in  the  vessels  of  the  medium-sized 
villi,  but  are  less  prominent  in  the  large  villous  stems  and  the 
terminal  branches  of  the  villi. 

The  degree  to  which  the  lumen  of  the  vessels  is  encroached 
upon  differs  markedly;  in  some  cases  there  is  only  a  slight 
bulging  of  the  intima,  while  in  others  the  lumen  is  almost 
obliterated. 

The  arterial  changes  are  identical  with  those  observed  in 
obliterating  endarteritis  in  other  portions  of  the  body,  and  are 
in  no  way  related  to  those  which  Merttens  has  recently 
described  as  occurring  in  villi  after  the  death  of  the  fetus. 

As  the  result  of  our  studies,  we  have  no  hesitancy  in  con- 
firming the  statements  of  Ackermann,  Eden,  and  others  con- 
cerning the  frequency  with  which  these  changes  occur  and 
the  part  which  they  play  in  the  production  of  infarcts. 

Fig.  4  gives  an  excellent  idea  of  the  arterial  changes,  and 
demonstrates  at  the  same  time  certain  of  their  effects,  to  which 
we  shall  refer  later. 

As  the  result  of  the  interference  with  the  arterial  supply  of 
the  villi,  we  soon  observe  changes  in  the  portion  of  the  stroma 
which  lies  just  beneath  the  syncytium — in  other  words,  where 
the  ZellschicM  was  observed  in  the  earlier  months  of  preg- 
nancy. On  attentive  examination  in  suitable  cases,  we  notice 
that  the  nuclei  of  the  cells  in  question  become  somewhat  larger, 
more  irregular  in  shape,  and  gradually  lose  their  ability  to 
stain  with  the  ordinary  reagents — in  other  words,  they  under- 
go coagulation  necrosis.  A  little  later  we  notice  that  the 
protoplasm  of  the  cells  appears  less  well  differentiated  and 
adjacent  cells  fuse  together,  while  in  the  intercellular  spaces 
between  them  a  tissue  gradually  makes  its  appearance  which 
is  analogous  to  Langhans'  canalized  fibrin. 

In  the  earlier  stages  of  the  process  the  syncytium  is  not 
affected,  and  does  not  appear  to  undergo  marked  changes  until 
a  layer  of  canalized  fibrin  of  considerable  thickness  has  been 
formed  beneath  it.  Such  changes  are  well  shown  in  Figs.  4 
and  5. 

In  Fig.  4  we  also  notice  that  the  entire  stroma  of  the  villus 
has  taken  on  a  somewhat  fibroid  appearance,  contains  fewer 


70(»  WILLIAMS:   INFARCTS   OF   THE   PLACENTA. 

nuclei  and  more  intercellular  substance,  and  stains  more  in- 
teuseh'  pink  with  eosin  than  is  usual.  Robin  and  the  investi- 
gators who  followed  him  probably  observed  the  same  condi- 
tion and  designated  it  as  "fibrosis." 

As  we  have  already  stated,  the  sync3'tium  does  not  become 
involved  in  the  degenerative  process  until  a  later  period;  and 
it  may  well  be  asked,  if  the  changes  in  question  are  the  result 
of  interference  with  the  villous  circulation,  why  the  first 
changes  are  observed  in  the  tissue  directly  beneath  the  syncy- 
tium Instead  of  in  the  syncytium  itself.  We  believe  that  the 
answer  to  this  question  is  to  be  found  in  the  fact  that  the  syn- 
cytium, lying  in  direct  contact  with  the  maternal  blood,  prac- 
tically serves  as  an  endothelium  for  the  intervillous  spaces,  and 
probably  plays  an  important  part  in  preparing  it  for  transmis- 
sion to  the  fetal  vessels.  It  is  probabl}'  nourished  in  large  part 
by  the  maternal  blood,  so  that  it  will  not  begin  to  degenerate 
until  the  condition  of  the  tissue  beneath  it  renders  its  further 
preservation  unnecessary. 

Infarct  formation  does  not  occur  uniformly  over  the  entire 
placenta,  but  is  limited  to  larger  or  smaller  groups  of  villi,  so 
that  the  beginning  of  the  process  is  nearly  always  sharply  local- 
ized. Gradually,  however,  after  a  well-defined  layer  of  canal- 
ized fibrin  has  been  developed  beneath  the  syncytium,  we  note 
the  appearance  of  changes  in  the  syncytium  itself,  which  then 
undergoes  coagulation  necrosis,  and  is  also  converted  into 
canalized  fibrin.  This,  however,  does  not  usually  occur  over 
the  entire  periphery  of  the  villus,  but  only  in  localized  areas. 
As  soon  as  the  syncytium  of  several  adjacent  villi  has  been  re- 
placed by  canalized  fibrin,  the  degenerated  areas  immediately 
fuse  together,  and  we  find  several  small  villous  branches  united 
by  a  band  of  canalized  fibrin,  and  this  represents  the  earliest 
stage  of  infarct  formation. 

As  the  process  goes  on,  larger  and  larger  areas  of  syncytium 
degenerate,  so  that  eventually  we  have  a  number  of  villi,  a 
considerable  portion  of  whose  surface  is  covered  by  canalized 
fibrin,  but  which  are  separated  one  from  another  by  the  ma- 
ternal blood  in  the  intervillous  spaces.  In  a  short  time  fibrin 
ferment,  or  some  analogous  substance,  is  set  free  from  the 
degenerated  cells,  and  the  maternal  blood  which  lies  between 
the  degenerated  villi  begins  to  coagulate.  (Fig.  3  gives  a  very 
good  idea  of  the  process  )  By  the  coagulation  of  the  contents 
of  the  intervillous  spaces,  a  number  of  degenerated  villi  become 
firmly  fused  together  by  a  mass  of  fibrin  and  a  typical  infarct 
is  produced. 
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In  the  earlier  periods  of  infarct  formation  the  degenerative 
changes  are  limited  to  the  periphery  of  the  villi,  and  the  bulk 
of  their  stroma  remains  unchanged.  As  the  process  goes  on, 
however,  the  arterial  changes  become  more  marked,  and  the 
stroma  degenerates  more  and  more,  until  in  well-marked  cases 
it  is  represented  by  a  mass  of  degenerated  tissue  in  which 
individual  cells  cannot  be  distinguished.  This  change,  we  also 
consider,  is  the  result  of  coagulation  necrosis,  and  we  believe 
that  eventuall}^  the  entire  stroma  will  be  converted  into  canal- 
ized fibrin,  which  later  on  will  be  indistinguishable  from  the 
fibrin  formed  by  the  coagulation  of  the  maternal  blood.  So 
that  finally  a  mass  of  fibrin  is  formed,  which  is  derived  partly 
from  the  degenerated  villi  and  partly  from  the  maternal 
blood;  and  such  structures  represent  the  fibrinous  infarcts  to 
which  we  have  already  referred. 

In  a  certain  number  of  instances,  especially  in  infarcts 
which  are  situated  at  or  near  the  margin  or  near  the  maternal 
surface  of  the  placenta,  the  method  of  origin  which  we  have 
just  described  does  not  appear  to  offer  a  satisfactory  explana- 
tion for  the  phenomena  observed.  For  in  some  cases  we  also 
find  so-called  decidual  cells  taking  part  in  the  formation  of  the 
infarct.  Fig.  o  illustrates  this  condition,  and  in  it  we  see  a. 
villus  abutting  upon  the  serotina,  with  its  superficial  portions 
converted  into  canalized  fibrin,  but  about  whose  base  are  large 
numbers  of  epithelioid  cells  which  are  continuous  with  those 
of  the  decidua  serotina  and  which  present  various  stages  of 
degeneration. 

At  first  glance  such  a  specimen  apparently  substantiates 
Sfceffeck's  contention  concerning  the  decidual  origin  of  infarcts; 
and  this  is  rendered  still  more  striking  by  the  consideration  of 
Fig.  2,  in  which  we  find  a  large  area  of  decidua-like  cells  pro- 
jecting from  the  decidua  into  the  substance  of  the  placenta 
and  undergoing  degenerative  changes,  around  which  are 
grouped  a  certain  number  of  degenerated  villi.  This  area  is 
made  up  of  comparatively  large  cells,  which  are  distinctly 
epithelioid  in  appearance,  some  of  which  appear  perfectly  nor- 
mal, some  partially  and  others  completely  degenerated,  and  in 
places  fused  together  into  fibrin-like  masses.  Many  of  the 
cells  stain  clearly  and  distinctly,  while  in  others  the  nuclei 
have  lost  their  vesicular  appearance  and  stain  feebly;  in  others 
the  nuclei  have  entirely  disappeared  and  all  trace  of  structure 
has  disappeared  from  their  protoplasm;  and  in  still  other  places 
several  degenerated  cells  have  fused  together,  forming  a  mass 
of  fibrinous  material. 
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At  first  glance  one  naturally  considers  that  the  structure  in 
question  is  simply  a  section  through  a  decidual  septum,  and 
this  supposition  is  strengthened  when  one  finds  that  it  is  con- 
tinuous with  the  decidua  serotina.  But  careful  study  shows 
that  there  is  a  marked  difference  between  the  cells  of  the  so- 
called  septum  and  those  situated  in  the  deeper  portions  of  the 
serotina. 

Xo  doubt  Steffeck  saw  similar  specimens,  and  concluded 
from  them  that  the  initial  changes  in  infarct  formation  origi- 
nated in  decidual  (maternal)  tissue. 

The  question  we  now  have  to  consider  is  whether  he  inter- 
preted such  specimens  correctly;  and  for  our  part  we  do  not 
believe  that  he  did,  but  consider  that  the  majority  of  structures 
which  he  considered  as  decidual  septa  and  islands  were  not 
such,  but  were  composed  of  Zellschicht  cells  (fetal  ectoderm). 

Nowhere  in  Steffeck's  work,  nor  in  the  work  of  those  who 
substantiate  his  statements,  do  we  find  mention  made  of  the 
fact  that  the  decidua  serotina  is  not  entirely  of  maternal  origin, 
but  contaius,  in  its  upper  layers  at  least,  large  numbers  of  cells 
which  are  derived  from  the  fetal  ectoderm. 

Nitabuch  was  the  first  observer  to  direct  attention  to  this 
point,  when  she  demonstrated  the  presence  of  a  band  of  can- 
alized fibrin  in  the  upper  part  of  the  decidua  serotina,  and 
showed  distinctly  that  there  was  a  marked  difference  between 
the  tissue  which  lay  above  and  below  it;  that  on  the  maternal 
side  of  the  fibrinous  layer  being  decidual  in  origin,  while  that 
on  its  fetal  side  was  derived  from  the  fetal  Zellschicht. 

More  or  less  similar  views  were  soon  expressed  by  Rohr, 
which  have  since  been  abundantly  confirmed  by  the  work  of 
Kastchenko,  Minot,  Rheinstein-Mogoliwa,  and  Marchand,  and 
we  have  been  able  to  confirm  their  observations  in  all  of  the 
early  placentae  which  we  have  studied. 

The  work  of  Nitabuch  demonstrated  with  tolerable  certainty 
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Fig.  1.— Section  through  an  almost  fulJy  developed  infarct,  showing  the  degenerated  villi 
embedded  in  fibrin. 

Fig.  2.— Section  showing  a  so-called  "decidual  island  "  arising  from  the  decidua  serotina 
and  projecting  into  the  placenta. 

Fig.  .3.— Section  showing  a  partially  developed  infarct  with  the  formation  of  fibrin  in  an 
intervillous  space,  which  is  surrounded  by  degenerate  villi. 

Fig.  4. — Section  through  several  medium-sized  villi,  showing  marked  endarteritis,  and 
the  development  of  canalized  fibrin  beneath  the  chorionic  epithelium. 

Fig.  5.— Section  showing  a  villus  abutting  upon  the  decidua  serotina,  with  the  formation 
of  canalized  fibrin  at  the  periphery  of  the  villus  and  in  the  decidua. 
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that  the  fibrinous  layer  in  the  decidua  serotina  was  probably 
produced  by  the  degeneration  of  Zellschicht  cells;  and  it  is 
more  than  probable  that  a  large  part  of  the  tissue  which  thus 
far  has  been  designated  as  decidual,  whether  occurring  in  the 
form  of  decidual  septa  or  islands,  or  as  a  layer  of  cells  on  the 
maternal  surface  of  the  chorion,  is  of  similar  origin  and  corre- 
sponds to  Langhans'  Zellschicht. 

The  same  idea  was  expressed  in  a  modified  way  by  Eber- 
hardt,  who,  after  carefully  studying  the  formation  of  canalized 
fibrin  in  Langhans'  laboratory,  concluded  that  it  was  always 
derived  from  Zellschicht  cells,  wherever  it  was  observed  in 
the  placenta. 

The  probability  that  a  large  part  of  the  tissues  which  have 
thus  far  been  considered  as  decidual  are  really  fetal  in  origin 
has  practically  been  converted  into  a  certainty  by  the  recent 
work  of  Peters,  who  has  carefully  described  the  earliest  human 
ovum  which  has  thus  far  been  observed.  In  his  specimen  the 
ovum,  instead  of  being  attached  to  the  surface  of  the  decidua 
serotina,  as  had  been  previously  taught,  was  found  embedded 
in  the  serotina  beneath  the  uterine  epithelium.  And  he  ac- 
counts for  this  by  supposing  that  the  ovum  had  become 
implanted  upon  a  portion  of  mucosa  which  was  denuded  of  its 
epithelium,  and  then  burrowed  its  way  down  into  the  stroma 
of  the  endometrium. 

In  the  excellent  microscopic  pictures  which  accompanj^  his 
article,  one  finds  that  the  entire  ovum  is  surrounded  by  many 
layers  of  epithelial  cells,  which  he  has  designated  as  tropho- 
blast,  the  majority  of  which  are  sharply  marked  off  as  individ- 
ual cells,  though  a  certain  number  of  them  present  a  syncytial 
appearance.  Scattered  through  this  mass  of  cells  are  a  large 
number  of  blood  spaces  which  have  resulted  from  the  opening 
up  of  maternal  capillaries  by  the  growing  trophoblast,  and 
which  we  must  consider  as  the  earliest  stage  in  the  formation 
of  the  intervillous  spaces.  Surrounding  the  ovum  are  a  num- 
ber of  rudimentary  villi,  with  a  distinct  connective-tissue 
stroma,  each  of  which  is  surrounded  by  many  layers  of  the 
trophoblastic  cells. 

Nowhere  in  his  specimens  does  one  observe  decidual  septa 
growing  up  between  these  cells,  and  it  appears  highly  probable 
to  us  that  certain  bands  of  the  trophoblastic  cells  may  persist 
until  a  later  period,  when  they  will  appear  as  the  structures 
which  we  now  designate  as  decidual  septa  and  islands,  and 
even  as  Winckler's  Schlussplcitte. 
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Careful  study  of  the  so-calleel  decidual  islands  in  the  full- 
term  placenta  fails,  as  a  rule,  to  reveal  the  presence  of  vessels 
which  are  likewise  absent  from  the  layer  of  "  epithelioid" 
cells  on  the  fetal  surface  of  the  chorion,  which  were  considered 
by  Winckler  and  others  as  decidual  in  origin.  Owing  to  the 
absence  of  vessels,  such  tissue  is  extremely  prone  to  degenera- 
tion, and  we  believe  that  the  initial  stage  in  certain  cases  of 
infarct  formation  is  afforded  by  their  degeneration. 

Eberhardt  has  adduced  a  very  plausible  objection  to  Stef- 
feck's  theorj'  that  in  manj^  cases  the  impetus  to  the  formation 
of  infarcts  is  first  given  by  the  blood  supply  of  a  decidual 
septum  being  interfered  with,  by  inquiring  why  that  should 
make  any  difference,  if  the  septa  be  of  maternal  origin,  so 
long  as  they  are  surrounded  by  the  maternal  blood  in  the 
intervillous  spaces,  and  pertinently  asks  why  they  should  not 
be  nourished  by  it  quite  as  well  as  by  maternal  blood  con- 
tained in  blood  vessels. 

We  are  inclined  to  accept  Eberhardt's  views,  and,  as  indi- 
cated above,  believe  that  the  great  majority  of  such  structures 
are  derived  from  the  fetal  ectoderm  and  have  nothing  to  do 
with  the  decidua. 

If  this  should  prove  to  be  the  case,  the  primary  change  in 
the  production  of  infarcts  would  accordingly  be  nearly  always 
found  in  fetal  tissues,  most  frequently  in  the  villi,  but  in  a 
certain  number  of  cases  in  the  above-mentioned  masses  of 
fetal  ectoderm  (decidual  islands  and  septa).  This  supposition 
appears  to  us  to  receive  additional  confirmation  when  we  con- 
sider that  the  most  frequent  situation  for  small  infarctions  is 
on  the  maternal  surface  of  the  chorionic  membrane,  as  we 
believe  that  the  epithelioid  cells  which  are  found  in  that  situa- 
tion present  only  a  superficial  resemblance  to  decidual  cells 
and  are  undoubtedly  of  fetal  origin. 

If  these  views  be  correct,  the  vast  majority  of  infarcts, 
wherever  situated,  are  fetal  in  origin,  and  their  only  maternal 
constituent  is  the  fibrin  which  has  resulted  from  the  coagula- 
tion of  the  blood  in  the  intervillous  spaces. 

While  we  believe  that  the  views  just  expressed  are  correct 
in  the  vast  majority  of  cases,  we  do  not  wish  to  be  understood 
as  absolutelj''  denying  the  possibility  of  the  process  originating 
in  some  cases  as  Steffeck  has  suggested,  but  we  do  not  con- 
sider that  the  evider'--^^  which  has  thus  far  been  adduced  in 
support  of  his  theory  is  satisfactory  or  convincing. 

Turning  to  the  consideration  of  red  infarcts,  we  shall  first 
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consider  the  structure  of  the  large  pink  infarctions,  and,  as  far 
as  our  experience  extends,  we  can  see  no  marked  microscopic 
difference  between  them  and  the  usual  white  infarcts,  except 
in  the  fact  that  the  blood  in  the  intervillous  spaces  has  not 
become  completely  converted  into  fibrin;  and  we  must,  there- 
fore, attribute  their  pink  color  to  the  presence  of  unchanged 
red  blood  cells  in  the  meshes  of  the  fibrin  network.  And  we 
believe  that  the  most  satisfactory  explanation  for  the  produc- 
tion of  such  structures  is  to  be  sought  in  .a  more  rapid  forma- 
tion of  the  infarct,  with  consequent  imperfect  coagulation  of 
the  blood  between  the  individual  villi  which  compose  it. 

We  have  not  had  an  opportunity  to  examine  a  sufficient 
number  of  the  round,  dark-red  infarcts,  the  so-called  apoplexy 
of  the  placenta,  to  justify  us  in  expressing  definite  views  con- 
cerning their  etiology.  Xumerous  theories  have  been  advanced 
to  explain  their  production,  but  none  of  them  appear  to  us  to 
be  entirely  satisfactory. 

Bustamente  suggested  that  they  were  probabl}^  due  to  the 
occurrence  of  hemorrhage  into  an  area  of  beginning  infarct 
formation,  so  that  the  effused  blood  was  poured  out  into  the 
spaces  bounded  by  degenerated  and  fused-together  villi  in- 
stead of  into  the  ordinary  intervillous  spaces.  This  view  was 
also  adopted  by  Charpentier  and  presents  a  certain  degree  of 
plausibility. 

We  cannot,  however,  speak  of  such  changes  as  hemorrhage 
into  the  placenta,  for  the  reason  that  the  intervillous  spaces 
are,  in  themselves,  blood  vessels;  and  we  are  hardly  justified 
in  speaking  of  hemorrhage  into  blood  vessels.  This  view  has 
been  especially  elaborated  by  Schilling,  who  believes  in  some 
cases  that  we  have  to  deal  with  a  thrombosis  which  originates 
in  the  maternal  vessels  of  the  decidua  and  then  gradually  spreads 
into  the  intervillous  spaces,  involving  a  larger  or  smaller  por- 
tion of  the  placenta. 

Concerning  the  non-fibrinous  infarcts,  to  which  we  have  al- 
ready alluded,  we  can  only  say  that  the  microscopic  pictures 
in  our  specimens  correspond  exactly  to  those  described  by 
Eden;  but,  while  we  can  suggest  no  more  satisfactory  expla- 
nation for  their  production  than  he  has  advanced,  we  are  not 
prepared  to  advocate  its  acceptance. 

From  the  time  of  Rokitansky  a  certain  number  of  observers 
have  considered  that  some  connection  existed  between  infarct 
formation  and  syphilis,  such  views  being  held  by  Zilles, 
Fuoss,  Prinzing,  Orth,  and  others.     We,  however,  have  not 
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found  that  infarct  formation  was  observed  more  frequently  in 
syphilitic  than  in  normal  placentie,  and  in  view  of  their 
marked  frequency  in  non-syphilitic  cases  we  believe  that  we 
are  justified  in  denying  the  existence  of  any  relation  between 
them. 

Several  observers,  notably  Favre,  Martin,  and  Delore,  have 
suggested  that  the  presence  of  bacteria  in  the  intervillous 
spaces  may  so  damage  the  villous  epithelium  as  to  lead  to  its 
death,  and  thus  afford  the  starting  point  for  infarct  forma- 
tion. None  of  them,  however,  have  advanced  satisfactory 
proof  of  their  presence,  and  Favre  is  the  only  investigator 
who  has  attempted  to  verify  his  theory  by  bacteriological  re- 
search. 

We  have  examined  some  twenty  placentae  bacteriologically, 
and  have  found,  when  cultures  were  taken  from  the  centre  of 
the  organ  with  proper  precautions,  that  they  were  always 
sterile.  As  the  vast  majority  of  these  placentae  contained  in- 
farctions, we  believe  that  we  are  perfectly  justified  in  denying 
their  bacterial  origin. 

The  part  played  by  albuminuria  in  the  production  of  infarc- 
tions, on  the  other  hand,  is  not  so  readily  disposed  of,  and, 
from  the  statements  of  the  various  authors  which  we  have 
adduced,  there  appears  to  be  but  little  doubt  that  albuminuria 
on  the  part  of  the  mother  leads  in  many  instances  to  a  marked 
increase  in  the  number  of  infarctions.  In  our  own  cases  we 
have  noticed  a  similar  relationship,  and  can  assert  that  the  in- 
farcts are  usually  larger  and  more  abundantly  scattered  through 
the  placenta  when  albuminuria  is  present,  and  are  more  fre- 
quently of  the  red  variety  than  under  other  circumstances. 

When  the  symptoms  were  so  grave  as  to  necessitate  the  in- 
duction of  premature  labor,  we  have  almost  universally  found 
the  placenta  studded  with  considerable  numbers  of  large  white 
or  pink  infarcts,  and  in  the  majority  of  such  cases  the  children 
have  either  been  born  dead  or  have  weighed  less  than  normal. 

An  interesting  fact  in  this  connection  is  that  we  have  been 
unable  to  ascertain  that  there  is  a  marked  increase  in  the 
number  and  size  of  infarctions  in  the  placentae  of  eclamptic 
women.  The  explanation  for  this  is  probably  to  be  found  in 
the  fact  that  eclampsia  is  usually  an  acute  affection,  while  the 
cases  of  albuminuria  have  lasted  for  a  longer  period. 

We  are  unable  to  state  why  the  number  of  infarctions  is 
increased  in  cases  of  albuminuria,  and  it  is  doubtful  whether 
the  deleterious  effects  upon  the  fetus  are  due  to  the  presence  of 
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the  infarctions  or  to  some  condition  of  the  maternal  blood.  It 
appears  to  us,  however,  that  the  fetal  changes  can  be  attributed 
to  the  presence  of  infarctions  only  when  they  are  so  large  or 
abundant  as  k)  occupy  so  great  a  portion  of  the  placenta  as  to 
materially  interfere  with  its  circulation. 

We  agree  with  Eden  that  the  presence  of  infarctions  of 
moderate  size  cannot  be  regarded  as  a  disease,  but  rather  as  a 
sign  of  senility  of  the  placenta,  analogous  to  the  changes 
which  are  observed  in  the  villi  of  the  chorion  leve  at  an  earlier 
period  of  pregnancy.  The  infarct  formation,  however,  which 
we  observe  in  cases  of  marked  albuminuria,  cannot  be  so  con- 
sidered, and  under  such  circumstances  we  believe  that  we  have 
to  deal  with  a  disease  which  may  exert  a  marked  influence  on 
the  well-being  of  the  fetus. 

It  is  not  infrequent  to  find  calcareous  deposits  occurring  in 
infarcts,  though  they  rarely  attain  a  large  size,  no  matter  how 
abundant  they  may  be. 

Nearly  all  the  observers  who  have  busied  themselves  with 
the  study  of  cysts  upon  the  fetal  surface  of  the  placenta  have 
pointed  out  that  infarcts  could  usually  be  found  at  some  point 
in  their  walls,  and  many  of  them  are  inclined  to  believe  that 
the  cystic  structures  resulted  in  some  way  from  their  degene- 
ration. These  views  are  well  reviewed  in  Ehrendorfer's  arti- 
cle upon  cysts  of  the  placenta,  to  which  we  would  refer  those 
who  are  especially  interested  in  the  subject. 

Very  recently  Peiser  has  written  upon  the  same  subject,  and 
demonstrated,  in  his  case  at  least,  that  the  placental  cyst  was 
the  result  of  the  degeneration  and  liquefaction  of  Zellschiclit 
cells  which  were  situated  in  the  fetal  portion  of  the  chorionic 
membrane,  and  is  inclined  to  consider  that  there  is  no  direct 
connection  between  the  cyst  formation  and  placental  infarcts, 
but  that  the  two  processes  merely  represent  the  two  extremes  of 
the  same  process;  and  we  feel  that  his  conclusions  are  probably 
correct,  especially  in  view  of  our  observations  upon  the  forma- 
tion of  cystic  structures  in  infarcts  which  contain  so-called  de- 
cidual elements. 

Conclusions: 

1.  Infarcts  measuring  at  least  one  centimetre  in  diameter  were 
observed  in  315  out  of  500  consecutive  placentae  (63  per  cent). 

2.  Smaller  infarcts,  many  just  visible  to  the  naked  eye,  were 
observed  in  the  great  majority  of  placentae,  while  microscopic 
examination  revealed  early  stages  of  infarct  formation  in  every 
full-term  placenta. 
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3.  The  primary  cause  of  infarct  formation  in  the  i^reat  ma- 
jority of  cases  is  to  be  found  in  an  endarteritis  of  the  vessels 
of  the  chorionic  villi. 

4.  The  primary  result  of  the  endarteritis  is  coagulation  ne- 
crosis of  the  portions  of  the  villi  just  beneath  the  syncytium, 
with  subsequent  formation  of  canalized  fibrin.  As  the  process 
becomes  more  marked  the  syncytium  likewise  degenerates  and 
is  also  converted  into  canalized  fibrin,  which  is  followed  by  the 
coagulation  of  the  blood  in  the  intervillous  spaces,  which  results 
in  the  matting  together  of  larger  or  smaller  groups  of  villi  by 
masses  of  fibrin.  Later  the  entire  stroma  of  the  villi  degen- 
erates, so  that  eventually  the  infarct  consists  entirely  of  a  net- 
work of  fibrin. 

5.  The  part  played  by  the  decidua  in  the  production  of  in- 
farcts has  been  greatly  over-estimated  by  many  observers.  It 
is  more  than  probable,  in  many  cases  at  least,  that  the  tissue 
which  they  designated  as  decidual  is  really  fetal  ectoderm. 

G.  Moderate  degrees  of  infarct  formation  possess  no  patho- 
logical significance  and  exert  no  influence  upon  the  mother  or 
fetus,  and  are  to  be  regarded  as  a  sign  of  senility  of  the  pla- 
centa, analogous  to  the  changes  which  take  place  in  the  villi  of 
the  chorion  leve  at  an  earlier  period. 

7.  Marked  infarct  formation  is  not  infrequently  observed, 
and  often  results  in  the  death  or  imperfect  development  of  the 
fetus.  It  is  usually  associated  with  albuminuria  on  the  part 
of  the  mother,  though  at  present  we  cannot  account  satisfac- 
torily for  the  relationship  between  them. 

8.  Infarct  formation  is  not  particularly  marked  in  cases  of 
acute  eclampsia,  being  usually  observed  only  in  those  cases 
which  were  preceded  by  marked  albuminuric  symptoms. 

9.  There  is  no  evidence  in  favor  of  the  bacterial  origin  of 
infarcts. 
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Labor  and  the  Puerperium. — Pelvic  diseases  resulting 
from  traumatism  and  infection  during  labor  or  the  puerperium 
were  observed  in  398  cases. 

History  of  the  Labors. — An  accurate  history  of  the  labors 
was  oftentimes  hard  to  obtain,  but  any  marked  departure  from 
the  normal  were  noted,  as  follows  :  52  were  instrumental ; 
24  were  given  as  hard,  but  were  completed  without  instrumen- 
tal or  manual  interference;  11  required  manual  interference, 
mostly  because  of  abnormal  presentations;  2  were  complicated 
because  of  pelvic  deformity. 

History  of  the  Childbeds. — Thirty-four  gave  a  history  of 
more  or  less  severe  puerperal  fever;  6  said  that  they  had  been 
confined  to  bed  at  least  three  months  after  delivery.  The 
majority  gave  no  history  of  marked  disturbance  during  their 
childbeds,  but  soon  after  getting  up  began  to  feel  badly  and 
had  continued  to  sufifer  since.  The  childbed  in  many  cases  was 
short  (less  than  a  week)  on  account  of  the  necessity  of  resum- 
ing their  work. 

Tae  cases  are  divided  for  the  purposes  of  description  into  two 
classes — traumatic  and  congestive  or  inflammatory. 

Traumatic  Cases. — There  are  classified  under  this  heading 
all  cases  in  which  injuries,  either  alone  or  associated  with  dis- 
placements and  congestions,  existed  to  such  a  degree  that 
operations  for  their  relief  were  deemed  necessary.  They  num- 
bered 194,  and  are  given  according  to  the  location  and  extent 
of  the  injury  and  the  associated  lesions,  as  follows: 

1.  Lacerations  of  the  Cervix. 

(a)  With  uterine  changes  alone ,.   . .    35 

(6)      "      more  or  less  general  parametritis  9 

(c)  "      parametritis  limited  to  utero-sacral  folds 3 

(d)  • '      salpingo-oOphoritis  6 

(e)  ' '      laceration  of  the  vaginal  vault    6 

59 

'  Continued  from  p.  660,  May  Journal. 
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2.  Lacerations  of  the  Cervix  and  Incomplete  Lacerations  of  the  Perineum. 

(a)  With  uterine  changes  alone 28 

{b)      ' '      more  or  less  general  parametritis 6 

(c)  "      cystocele 4 

(d)  ' '      cystocele  and  rectocele 3 

(e)  With  cystocele  and  rectocele  and  considerable  uterine  pro- 

lapse       4 

45 

3.  Incomplete  Lacerations  of  the  Perineum. 

(a)  Without  other  lesions  . .   31 

(6)  With  partial   prolapsus   uteri,  cystocele   and   rectocele  not 

marked 14 

(c)  With  partial  prolapsus  uteri,  cystocele  and  rectocele  marked.     6 

(d)  ' '    cystocele  alone 4 

(e)  ' '     rectocele  alone 1 

(/)     ' '     salpingo-oophoritis 3 

59 

4.  Complete  Lacerations  of  the  Perineum. 

{a)  Without  other  lesions 5 

(b)  With  cystocele  alone 3 

ic)       "      cystocele  and  rectocele  and  partial  prolapsus  uteri 1 

{d)      '  •      laceration  of  the  cervix  5 

(e)       "  "  "     "        "      and  parametritis 1 

(/)      "       pyosalpinx 1 

{g)      ' '      recto- vaginal  fistula 1 

(A)      "      urethro-vaginal  fistula  1 

18 

5.  Complete  Prolapse  of  the  Uterus 12 

6.  Complete  Prolapse  of  the  Vagina  {Uterus  in  Xormal  Position) 1 

Lacerations  of  the  Cervix. — Xo  attempt  has  been  made  to 
accurately  classify  the  locations  of  the  tears.  Bilateral  lacera- 
tion was  certainly  the  most  frequent  and  more  often  deeper 
upon  the  left  side.  The  pernicious  effect  of  this  lesion  upon 
the  uterus  is  shown  in  the  general  summary.  Twenty-two 
patients  had  been  operated  upon  before  coming  to  the  Clinic; 
in  IG  no  union,  or  very  fault}'  union,  had  resulted,  and  in  6, 
although  union  was  perfect,  there  were  evidences  of  inflam- 
matory deposits  in  the  appendages,  which,  from  the  histories 
that  were  given,  appeared  to  have  existed,  in  the  majority  of 
the  cases,  prior  to  the  time  of  the  operations.  Failure  to  recog- 
nize such  involvement,  and  poor  judgment  of  the  actual  condi- 
tion of  the  cervix,  seemed  to  be  the  cause  of  the  imperfect  re- 
sults. 

Lacerations  of  the  Perineum. — Incomplete.     Only  those 
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cases  have  been  noted  in  which  some  portions  of  the  levator 
ani  were  injured  sufficiently^  to  cause  relaxation  of  the  pelvic 
floor.  An  important  characteristic  of  these  lesions  was  the 
frequent  internal  and  lateral  location  of  the  tear,  while  the 
superficial  skin  perineum  appeared  externally  longer  than  in 
normal  cases.  The  two  external  signs  that  were  diagnostic  of 
this  internal  relaxation  were  the  flattening  of  the  anal  cleft  and 
the  dropping  of  the  anus.  The  frequent  failure  to  recognize 
the  importance  of  such  injuries  at  the  time  of  occurrence  is 
shown  by  the  fact  that  there  were  only  8  patients  upon  whom 
the  primary  operation  had  been  performed. 

Complete.  One-half  of  the  labors  in  which  this  accident 
happened  were  instrumental;  but  it  would  not  seem  to  any  one 
skilled  in  obstetrics  that  the  use  of  forceps  should  be  an  etio- 
logical factor.  The  absence  of  prolapse  of  the  uterus  in  all  of 
the  cases  except  one  attests  to  the  superficial  character  of  the 
injury,  so  far  as  the  structures  of  the  pelvic  floor  are  con- 
cerned. In  the  one  exception  a  deep  lateral  tear  ran  high  up 
into  the  left  lateral  sulcus  of  the  vagina,  which  might  have 
been  the  result  of  a  previous  labor.  Nature's  effort  to  repair 
the  injury  by  a  bridge  of  scar  tissue  across  the  apex  of  the  tear 
was  shown  in  all  except  2  cases;  4  had  already  been  operated 
upon,  2  with  no  union  at  all  as  a  result,  and  in  the  others  the 
entire  perineum,  excepting  the  ends  of  the  sphincter  ani 
muscle,  had  united. 

Complete  Prolapse  of  the  Uterus. — The  occurrence  of  this 
condition  is  shown  in  the  following  table: 


Age. 

Child. 

Miscarriage. 

Labors. 

48 

VII. 

1 

All  very  easy. 

60 

VI. 

0 

Normal. 

53 

VIII. 

1 

Normal. 

40 

V. 

0 

Normal. 

37 

V. 

0 

Instrumental,  first. 

82 

IV. 

1 

Normal. 

27 

I. 

1 

Normal. 

40 

I. 

0 

Normal. 

41 

VIL 

1 

Instrumental,  first. 

40 

II. 

1 

Normal. 

44 

VII. 

1 

Normal. 

23 

I. 

0 

Premature  at  eight  months. 

The  usual  conditions  associated  with  this  lesion — namely, 
appearance  in  the  latter  half  of  life,  and  frequent  child-bear- 
1  I.' — are  demonstrated.     Added  to  these  conditions  were  short 
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childbeds  in  8  and  hard  work  in  most  of  them.  It  was  pos- 
sible to  relieve  3  by  the  introduction  of  a  round  hard-rubber 
ring. 

Fist  like. — Vaginal  fistulse  were  present  in  2  cases — one, 
recto- vaginal;  the  other,  urethro-vaginal.  The  early  use  of 
the  forceps  probably  accounts  for  the  rarity  of  this  accident  at 
the  present  time,  as  continuous  pressure  of  the  head,  due  to  its 
failure  to  recede  between  the  pains,  is  generally  conceded  to  be 
the  chief  factor  in  the  causation  of  such  conditions. 

Congestive  or  Inflammatory  Cases. — There  are  included  in 
this  series  all  cases  whose  pelvic  organs  either  showed  no 
signs  of  the  injuries  that  frequently  occur  in  labor,  or,  if 
present,  were  so  slight  that  repair  of  them  by  operation  was 
deemed  unnecessary.  It  is  not  thus  intended  to  exclude  inju- 
ries entirely  as  etiological  factors.  Two  hundred  and  four 
such  patients  were  observed,  whose  pelvic  organs  presented 
the  following  lesions . 

1.  Subinvolution. — In  this  class  are  included  only  those 
cases  of  chronic  congestion  and  enlargement  of  the  uterus 
without  lesions  in  the  appendages,  and,  as  indicated,  excludes 
all  with  marked  injuries  to  the  cervix  or  pelvic  floor. 

There  were  76  lesions  of  this  kind,  in  41  of  which  the  uterus 
was  displaced  backward;  in  the  other  35  the  uterus,  although 
enlarged  and  partially  prolapsed,  was  markedly  ante  verted. 
The  majority  of  these  cases  had  been  of  comparatively  short 
duration,  and,  in  general,  represent  the  class  of  pelvic  disorders 
first  seen  and  treated  by  the  general  pra3titioner. 

No  more  important  type,  from  the  standpoint  of  ambulatory 
therapy,  can  be  considered.  They  offer  the  strongest  tempta- 
tion to  intrauterine  treatment  of  any  class,  because  instru- 
ments are  so  readily  introduced  through  the  usually  patulous 
internal  os.  When  a  physician  says  that  the  uterine  cavity 
measures  3i  or  4  inches,  it  may  very  properly  be  asked  under 
what  conditions  of  asepsis  he  obtained  this  information.  It  is 
highly  probable  that  many  of  the  parametritic  deposits  and 
tubal  inflammations  with  displaced  and  adherent  uteri  were 
caused  in  this  way  from  cases  of  simple  subinvolution. 

The  writer's  treatment  of  this  class  has  practically  excluded 
all  forms  of  intrauterine  examination  and  manipulation. 
Blood-letting  of  the  cervix,  the  use  of  tampons  and  hot  water, 
followed  in  a  few  weeks  or  months  by  the  introduction  of  an 
Albert  Smith  retroversion  pessary,  has  afforded  relief  in  most 
instances.     Those  cases  that  gave  the  symptoms  of  a  well- 
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marked  simple,  usually  hypertrophic  endometritis,  secondarj^to 
the  pelvic  cougestiou  and  displacements,  were  referred  to  the 
hospital  for  curettage  under  an  anesthetic  before  treatment  at 
the  Clinic  was  begun. 

'2.  Hyperinvoltifion. — Well-marked  examples  of  this  con- 
dition were  noted  infrequentl5\  Two  cases  gave  a  history  of 
syphilis:  5  had  suffered  from  extensive  lacerations  of  the  cer- 
vix and  vagina,  the  resulting  cicatrices  of  which  were  thought 
to  stand  in  some  causal  relation.  No  cause  could  be  found  in 
one  case,  and  the  symptoms,  scanty  and  painful  menstruation, 
were  not  relieved. 

3.  Pelvic  Cellulitis  or  Parametritis. — Thirty-seven  pa- 
tients were  noted  in  whom  parametritis  was  thought  to  be 
the  chief  lesion.  The  inflammation  was  mostly  located  in  the 
cellular  tissue  behind  and  to  the  sides  of  the  lower  uterine 
segment.  The  comparative  infrequency  of  marked  retrover- 
sions (occurring  in  only  4  cases)  ma}*  possibly  be  explained  by 
this  location  of  the  inflammatory  deposit,  the  subsequent  con- 
tractions of  which  pull  the  cervix  backward  and  the  fundus 
forward.  Well  defined  limitation  of  the  infiltration  to  the 
utero-sacral  folds,  with  marked  retrocession  and  anteflexion  of 
the  uterus  produced  by  contractions^  of  these  folds,  was  fre- 
quently noted.  A  very  marked  example  of  posterior  parame- 
tritis was  observed  in  a  woman  with  a  slightly  flattened  pelvis, 
all  of  whose  labors  had  been  hard  and  complicated.  A  large 
mass,  almost  as  hard  as  bone,  was  found  behind  the  uterus  and 
apparently  firmly  attached  to  the  sacrum:  a  diagnosis,  in 
fact,  of  sarcoma  of  the  sacrum  had  been  made  in  a  large  clinic 
a  few  weeks  previously.  Under  rest  and  local  treatment  the 
tumor  entirely  disappeared  in  the  course  of  three  months. 

The  chief  ph3"sical  signs  in  these  cases  of  parametritis  were 
hardness,  irregularity  of  outline,  proximity  and  adherence  to 
the  uterus. 

The  long  duration  of  many  of  the  cases  before  applying  for  re- 
lief added  greatly  to  the  diflBculties  of  treatment.  However,  the 
majority,  with  proper  advice  as  to  rest,  attention  to  the  bowels, 
and  local  treatment  consisting  of  counter-irritation  of  the  vaginal 
fornices  with  iodine,  the  use  of  tampons,  and  the  application 
of  heat  by  means  of  large  quantities  of  hot  water,  became  per- 
fectly well.  The  administration  of  the  iodides  seemed  to 
hasten  the  absorption  of  the  infiltrations  in  some  cases.  The 
most  perfect  lesions  were  those  that  were  closely  limited  to  the 
utero-sacral  folds,  but  the  chief  symptom,  pain  in  the  back, 
was  very  often,  temporarily  at  least,  relieved. 
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4.  SaJpingo- oopliovitis. — There  are  classed  under  this 
heading  all  cases  in  which  the  infection,  either  by  direct  con- 
tinuity of  mucous  membranes  or  through  the  lymphatics  and 
blood  vessels,  had  caused  inflammations  limited  to  the  tubes 
and  ovaries  and  surrounding  peritoneum,  but  with  no  tumor 
formation.  Seventy  such  cases,  in  29  of  which  the  uterus  was 
displaced  backward  and  adherent  to  the  diseased  tubes  and 
ovaries,  were  seen. 

The  physical  signs  differed  chiefly  from  those  present  in  the 
cases  of  cellular  invasion  by  the  more  definite  and  distinct 
isolation  of  the  thickenings  from  the  uterine  body. 

The  treatment,  although  not  productive  of  the  same  perfect 
results  as  in  parametritis,  was  in  general  successful  and  con- 
sisted of  the  same  local  measures  as  were  adopted  in  those 
cases, 

5,  Pelvic  Abscess. — Thirteen  cases  of  pelvic  abscess  result- 
ing from  puerperal  infection  were  noted,  all  of  which  were 
judged  to  be  either  cases  of  pyosalpinx  ortubo-ovarian  abscess. 
No  collections  of  pus  situated  extraperitoneally  between  the 
layers  of  the  broad  ligament  were  seen,  although  several  have 
been  observed  by  the  writer  outside  of  the  Clinic.  The  tumors 
formed  by  these  abscesses  were  situated  behind  the  uterus  in 
10  cases,  and  in  the  majority,  as  demonstrated  by  operations, 
both  appendages  were  involved. 

All  of  the  patients  except  one  had  been  sick  two  years;  in 
one  case  eleven  years  had  elapsed  since  the  beginning  of  the 
disease.  Three  cases  with  the  largest  collections  of  pus  had 
complained  of  symptoms  a  surprisingly  short  time,  although 
the  lesions  must  have  existed  for  a  long  period. 

Miscarriages. — There  were  123  patients  whose  symptoms 
began  at  the  time  of,  or  soon  after,  a  premature  interruption 
of  pregnancy.  It  does  not  appear,  however,  if  we  consider 
their  relative  frequency,  that  miscarriages  result  in  pelvic  dis- 
ease more  frequently  than  do  full-term  labors.  Among  l,22i 
married  women  3,227  pregnancies  occurred,  of  which  813,  or  a 
trifle  more  than  25  per  cent,  terminated  prematurelj';  716  oc- 
curred before  the  fourth  nionth. 

Causes  of  the  Miscarriages- — Thirty-six  of  the  patients 
admitted  that  they  had  been  induced:  6  were  undoubtedly  due 
to  syphilis:  endometritis,  it  was  thought,  caused  21;  injuries 
during  previous  labors  were  considered  to  be  etiological  factors 
in  33,  of  which  6  with  extensive  lacerations  of  the  cervix  may 
be  especially  mentioned:  a  fall  or  blow  seemed  to  have  brought 
on  4,  and  in  the  remaining  9  no  reason  could  be  assigned. 
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PatJiological  Besiilts. — The  lesions,  as  shown  by  bimanual 
examination,  were  of  the  same  general  character  as  those  ob- 
served after  full-term  labors,  except  that  in  most  instances 
they  were  not  so  marked,  because  they  had  not  existed  so  long. 

The  uterus  alone  seemed  to  be  the  seat  of  pathological 
change  in  48.  Retained  secundines,  or  subinvolution  with  or 
without  a  marked  endometritis,  represented  the  lesions. 

Parametritis  existed  in  21  cases,  in  7  of  which  it  was  limited 
to  the  utero-sacral  folds. 

Tubal  and  ovarian  inflammations  without  distinct  tumor 
formation  were  present  in  33,  many  of  which  subsided  under 
rest  and  treatment;  it  is  probable  that  others  developed  later 
in  pus  sacs. 

Twelve  were  noted  with  signs  of  pus  in  the  pelvis,  but,  as  in 
the  cases  following  full-term  labors^,  no  pus  was  judged  to  be 
located  in  the  extraperitoneal  cellular  tissue. 

Disturbances  during  Pregnancy. — There  were  133  preg- 
nant women,  66  of  whom  came  to  the  Clinic  because  they  were 
uncertain  as  to  the  cause  of  their  amenorrhea.  The  others 
presented  themselves  for  the  following  reasons:  excessive  leu- 
corrhea,  9;  pain,  31;  hemorrhage,  12;  obstinate  vomiting,  3; 
secondary  syphilis,  3;  cystitis,  1;  frequent  micturition,  8. 

Pain. — The  following  conditions  were  found  to  be  the  cause 
of  their  pains:  constipation,  9;  threatened  miscarriage,  5;  ex- 
trauterine pregnancy,  3;  posterior  parametritis,  2;  cyst-ade- 
noma ovarii,  1;  varicose  vulva,  1;  varicose  veins  of  leg,  1; 
endocervicitis,  4;  uterine  displacements,  2;  umbilical  hernia, 
1;  phlebitis,  1. 

Extrauterine  Pregnancy. — The  diagnosis  of  this  condition 
was  confirmed  by  operations  in  2  of  the  3  cases;  in  the  one 
without  operation,  the  rupture  had  occurred  into  the  broad 
ligament,  and  the  history  and  physical  signs  were  so  evident 
that  it  was  hardly  possible  to  mistake  it.  The  cases  upon 
which  operations  were  performed  showed  a  large  mass  of 
blood  clot  in  the  posterior  cul-de-sac,  the  result  in  one  case  of  a 
ruptured  tube,  and  in  the  other  of  a  tubal  abortion.  All  of  the 
cases  gave  a  history  of  previous  pelvic  disease;  one  had  had 
the  right  appendage  removed  two  years  previously  for  pyo- 
salpinx. 

Uterine  Hemorrhage  during  Pregnancy. — Of  the  12  cases 
in  which  hemorrhage  was  the  chief  symptom,  6  were  due  to 
threatened  abortions,  4  to  endocervicitis  with  laceration  of  the 
cervix  and  ectropion,  and  2  to  a  dead  fetus.     In  addition  to 
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these  cases  there  were  7  pregnant  women  who  gave  a  history 
of  regular  menstruation  during  the  first  three  months  of  their 
pregnancies.  It  appeared  from  their  histories  that  its  occur- 
rence was  favored  by  a  previous  unhealthy  condition  of  the 
endometrium. 

New  Growths. — There  were  88  cases  in  which  new 
growths  arising  from  the  pelvic  organs  were  present.  Their 
occurrence  and  nature  were  as  follows:  fibromyoma  of  the 
uterus,  6;^;  carcinoma  of  the  uterus,  10;  cyst-adenoma  of  the 
ovary,  7;  fibrosarcoma  of  the  ovary,  2;  dermoid  of  the  ovary, 
2;  papilloma  of  the  ovary,  1;  papilloma  of  the  vagina,  1; 
broad-ligament  cysts,  3;  total,  88. 

Fibromyoma  Uteri. — The  greater  frequency  of  uterine 
fibroids,  compared  with  other  pelvic  tumors,  is  well  shown  in 
these  cases.  Fifty-nine  of  the  women  were  married;  26  oc- 
curred in  colored  women.  The  relative  infrequency  of  their 
appearance,  to  an  appreciable  size  at  least,  in  early  life  is 
shown  by  the  following  table:  under  20  years,  1;  20  to  25 
years,  6;  25  to  30  years,  13;  35  to  40  years,  9;  40  to  50  years,  9; 
over  50  years,  9. 

Relation  of  Fibromyomata  to  Sterility. — The  etiological 
relation  of  fibroids  to  sterility  was  illustrated  by  the  59  mar- 
ried women  with  such  tumors;  28  were  absolutely  sterile;  3 
had  no  children  and  1  miscarriage;  17  had  1  child  and  no  mis- 
carriages; 8  only  had  more  than  2  children.  These  women  had 
a  total  of  95  pregnancies,  of  which  37  terminated  in  the  early 
months.  If  we  compare  these  figures  with  those  of  1,224  mar- 
ried women  who  came  to  the  Clinic  with  all  sorts  of  pelvic  dis- 
ease, we  find  that  the  women  with  fibroids  had  one-half  as 
many  children  and  one-third  more  miscarriages. 

Location  of  the  Tumors. — The  tumors  were  so  large  and 
numerous  in  27  cases  that  observations  of  their  particular 
locality  in  the  uterus  could  not  be  made;  in  the  others,  however, 
one  tumor  only  could  be  appreciated,  and  its  location  in  the 
uterine  wall  was  as  follows:  anterior  wall  6,  3  pedunculated; 
posterior  wall  10,  none  pedunculated;  lateral  wall  4,  3  on  left 
side;  fundus  14,  2  pedunculated;  submucous  1,  protruding 
from  the  cervix. 

Symptoms. — Menorrhagia,  either  alone  or  associated  with 
other  symptoms,  occurred  in  40.  Pain  of  varying  kind  and 
intensity,  usually  of  the  menstrual  type,  occurred  as  a  chief 
symptom  in  37.  Interference  with  the  function  of  the  bladder 
occurred  in  14,  with  the  rectum  in  9.     Increasing  size  of  the 
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abdomen  \vas  tlie  onl}'  sj-mptom  in  3;  uterine  discharge,  of 
leucorrheal  character,  in  3.  Two  patients  applied  for  exam- 
ination because  of  sterility. 

Eelation  to  ^fenopaHse. — Although  the  number  of  ob- 
servations has  been  comparatively  small,  it  is  a  growing 
belief  that  many  more  cases  than  are  generally  supposed  do 
not  stop  growing  at  this  period  of  life,  but,  on  the  contrary, 
grow  faster,  associated  in  some  instances  with  malignant 
changes,  especiall}^  sarcoma.  Two  such  cases  have  occurred 
within  a  year  in  the  practice  of  one  of  the  physicians  con- 
nected with  the  Clinic. 

Treatment. — Treatment  in  the  Clinic  was  limited,  of  course, 
to  the  few  cases  in  which  mild  pains  and  hemorrhages  oc- 
curred. The  combination  of  ergot  and  Hydrastis  canadensis 
did  considerable  good  in  many;  vaginal  tampons  and  proper 
regulation  of  the  bowels  helped  the  pains  of  others.  Radical 
operations  for  their  removal  were  advised  in  23  instances. 

Carcinoma  Uteri. — The  10  patients  in  whom  this  lesion 
appeared  ranged  in  their  ages  from  33  to  56.  All  except  one 
were  married  and  had  been  pregnant.  Six  had  had  five  or 
more  children.  The  cervix  was  first  involved  in  7,  and  in  3 
the  growth  had  begun  in  the  body.  It  is  the  opinion  of  the 
writer  that  cancer  of  the  body  is  relatively  more  frequent  than 
the  literature  would  lead  one  to  infer.  Systematic  microscop- 
ical examinations  of  curettings  will  probably  demonstrate  the 
truth  of  this  opinion. 

The  extent  to  which  the  new  growth  had  advanced  when 
the  patients  first  appeared  at  the  Clinic  was  the  most  important 
fact  demonstrated  by  these  cases.  Six  of  the  cervix  and  one  of 
the  body  were  judged  to  be  inoperable  because  of  the  fixity  of 
the  uterus  and  the  involvement  of  the  vaginal  walls.  Large, 
cauliflower  masses  represented  the  lesions  of  these  cases.  A 
hard  and  irregular  ulcer,  limited  to  the  posterior  lip,  was  the 
only  sign  of  the  growth  in  one  case,  which  was  promptly  re- 
ferred to  the  hospital  for  operation. 

Symptoms. — Hemorrhage,  discharge,  and  pain  were  the  es- 
sential symptoms.  Irregular  bleeding  was  the  first  symptom 
noted  by  8  of  the  patients,  an  offensive  watery  discharge  by 
1.  and  pain  by  1.  Four  had  previously  consulted  physicians, 
who  had  dismissed  them  without  an  examination. 

Ovarian  Tumors. — Tumors  arising  from  the  ovaries  were 
seen  in  15  cases,  as  follows:  cyst-adenomata,  7;  broad-liga- 
ment cysts,  3;  papillomata  of  the  ovary,  1;  fibrosa rcomata,  2; 
dermoids,  2. 


stone:  pelvic  diseases  at  vanderbilt  clinic.       811 

Diagnosis  of  Pelvic  Tumors. — The  following  physical 
signs  were  found  to  be  useful  in  diagnosticating  the  origin  and 
location  of  pelvic  tumors,  especially  of  those  which  were 
large  enough  to  be  appreciated  through  the  abdominal  wall: 

1.  The  inability,  if  it  were  of  pelvic  origin,  to  insert  the 
hands  into  the  pelvic  cavity  below  the  tumor  and  to  lift  it  up- 
ward into  the  abdominal  cavity. 

2.  Movement  of  a  tumor  by  the  abdominal  hand  also  moved 
the  cervix  if  it  were  of  uterine  or  ovarian  origin. 

3.  The  uterus  was  always  below  and  behind  the  tumor  if  it 
came  from  the  cortex  of  the  ovary. 

4.  Cystic  tumors  in  the  pelvis,  if  the  uterus  were  markedly 
in  front  and  to  one  side,  were  always  located  in  the  broad 
ligament;  a  double  pyosalpinx  and  hematoceles  offered  excep- 
tions to  this  rule. 

C ijst -adenomata  Ovarii. — All  of  these  tumors  occurred  in 
comparatively  young  women;  the  eldest  was  36. 

The  symptoms  were  few  and  of  recent  origin,  except  one  case 
in  which  enlargement  of  the  abdomen  had  been  noticed  for 
eight  years;  in  3  this  was  the  only  symptom  present.  Men- 
struation was  usually  scanty;  2  suffered  from  severe  dj^s- 
menorrhea,  and  none  of  them  had  menorrhagia.  The  uterus 
in  all  was  small  and  behind  the  tumor. 

There  is  included  in  this  list  of  tumors  one  case  which  dif- 
fered anatomically  from  the  others.  It  was  that  of  a  large 
cystic  tumor  occurring  in  a  single  woman,  25  years  of  age,  who 
had  been  suffering  for  five  months  from  metrorrhagia  and  en- 
largement of  the  abdomen.  Unusual  difficulties  in  diagnosis 
were  encountered,  as  the  tumor  seemed  so  ill-defined;  its 
origin  even  from  the  pelvis  was  uncertain.  It  was  found  at 
the  operation  to  be  a  large  tumor  of  the  left  ovary,  and  con- 
sisted of  a  multitude  of  small,  thin-walled  cysts;  no  common 
cyst  wall  existed,  but  they  were  loosely  joined  together  and 
resembled  a  large  bunch  of  grapes.  The  contents  of  the  cysts 
varied  from  thick  colloid  material  to  thin  straw-colored  serum. 
The  other  ovary  was  filled  with  calcified  tubercles.  The  case 
resembled  somewhat  two  cases  described  by  Olshausen,"  of 
which  he  said  he  could  only  find  one  case  recorded  in  the  lite- 
rature. A  histological  examination,  unfortunately,  was  not 
made.  The  patient  was  seen  recently,  three  years  after  the 
operation,  and  has  remained  perfectly  well. 

Broad-ligament  Cysts. — Those  cases  in  which  the  tumors 
were  situated  between  the  layers  of  the  broad  ligaments  pre- 
sented no  special  features  outside  of  those  generally  character- 


81*2         STONE:    PELVIC   DISEASES    AT   VANDERBILT   CLINIC. 

istic  of  tumors  in  that  position.  The  uterus  was  invariably 
pushed  up  in  front  of  the  tumor  and  to  one  side.  The  symp- 
toms were  mostly  the  result  of  pressure,  especially  upon  the 
bladder  and  rectum.  One  case  came  to  the  Clinic  because  of 
retention  of  urine;  the  other  case  occurred  in  a  woman  who 
had  had  both  tubes  and  ovaries  removed  three  years  previously 
for  double  pyosalpinx. 

PapiUotnata  of  the  Ovary. — One  example  of  this  condition 
was  diagnosticated  in  a  patient,  54  years  of  age,  who  had  had 
a  laparatomy  performed  two  years  previously,  presumably  for 
the  same  condition  as  now  exists.  A  large  ventral  hernia 
existed,  through  which  a  mass  of  papillomata  could  be  dis- 
tinctly felt,  choking  the  entire  pelvis.  She  had  lost  flesh  and 
strength,  and  was  so  cachectic  that  it  was  evidently  malignant 
and  too  far  advanced  for  further  operative  procedures. 

Solid  Tumors  of  the  Ovary. — Both  cases  of  this  kind  showed 
the  same  histological  structures  of  the  tumors,  fibrosarcoma; 
in  both  the  disease  was  limited  to  one  ovary;  they  were  both  of 
about  the  size  of  a  large  orange;  in  neither  case  was  there  any 
ascitic  fluid;  but  the  ages  of  the  patients  in  whom  they  occurred 
were  very  different.  One  appeared  in  a  married  woman,  23 
years  of  age,  who  had  only  menstruated  once,  with  extreme 
pain,  about  two  months  before  she  came  to  the  Clinic;  she 
came,  in  fact,  because  of  the  amenorrhea.  The  other  patient 
was  G2  years  old  and  had  always  been  healthy  until  shortly 
after  the  menopause,  which  occurred  ten  years  before.  Since 
then  she  had  suffered  from  bearing-down  pains  in  the  abdomen, 
especially  in  the  left  iliac  region.  Partial  prolapse  of  the  uterus 
existed,  and  a  solid  tumor,  freely  movable,  could  be  felt  to  the 
left  and  distinctly  isolated  from  the  uterus.  She  was  kept 
under  observation  for  two  years.  Although  the  tumor  did  not 
increase  perceptibly  in  size,  it  frequently  became  jammed  in 
the  pelvis  and  caused  severe  pain.  A  slight  discharge  of  blood 
from  the  uterus  occurred  flnally,  and  the  uterus  and  tumor 
were  removed.  The  uterine  cavity  was  slightly  enlarged  and 
the  mucosa  very  much  thickened.  Histologically  it  presented 
the  most  marked  example  of  adenomatous  hyperplasia  that  the 
writer  has  ever  seen;  it  almost  corresponded  to  the  condition 
that  has  been  termed  malignant  adenoma.  Coincident  with 
this  case  the  writer  had  an  opportunity  to  examine  a  uterus 
which  had  been  removed  from  a  patient  with  a  carcinoma  of 
the  left  ovary.  An  identical  histological  structure  of  the  mu- 
cosa was  found. 
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Dermoids  of  the  Ovary. — Two  cases,  in  both  of  which  the 
diagQosis  was  confirmed  by  operation,  were  seen. 

Their  respective  ages  were  35  and  43.  The  situation  of  the 
tumor  was  the  same  in  both  instances — namely,  low  down  in 
Douglas'  cul-de-sac.  The  diagnoses  were  made  on  the  marked 
irregularity  in  the  consistence  of  the  different  portions  of  the 
tumors,  upon  their  extreme  sensitiveness,  upon  their  fixity  in 
the  pelvis,  and  upon  the  histories  of  attacks  of  pelvic  peritoni- 
tis and  the  absence  of  any  infection  to  cause  such  attacks. 

Papilloma  of  the  Vagina. — The  isolated  example  of  this 
condition  was  found  in  a  woman,  60  years  of  age,  who  had  worn 
a  round  hard-rubber  pessary  without  removal  for  several  years. 
The  pessary,  which  was  present  at  the  time  of  the  examina- 
tion, had  to  be  excised  from  the  vagina.  The  tumor  was 
situated  in  the  posterior  vaginal  wall  near  the  vault  and  was 
not  continuous  with  the  cervix.  It  was  thought  to  be  an  epi- 
thelioma of  the  vaginal  wall,  but  after  removal  a  histological 
examination  showed  it  to  be  a  simple  papilloma. 

Tuberculosis. — Observations  of  genito-urinary  tuberculosis 
were  very  few.  Amenorrhea  associated  with  pulmonary  tu- 
berculosis has  been  mentioned  in  the  review  of  the  causes  of 
amenorrhea  in  young  women.  Six  patients  who  were  suf- 
fering from  pulmonary  tuberculosis  had  symptoms  of  endome- 
tritis, which  it  was  reasonable  to  suppose,  by  exclusion  of 
other  causes,  were  due  to  a  secondary  tuberculous  infection. 
Examinations,  however,  for  the  presence  of  tubercle  bacilli 
were  not  made. 

One  case — not  among  the  writer's  own  patients,  however — 
a  young  colored  woman,  was  seen  who  had  an  ulceration  of 
the  cervix,  which  proved  to  be  tuberculous  and  represented, 
apparently,  the  primary  lesion  of  the  disease.  A  tuberculous 
salpingitis  was  also  found  at  the  operation. 

Tuberculous  cystitis  occurred  in  2  cases.  One  patient,  sin- 
gle, 25  years  of  age,  had  had  a  tuberculous  disease  of  the  spine 
for  several  years.  Symptoms  of  cystitis  had  recently  ap- 
peared, and  examination  of  the  urine  revealed  the  presence  of 
tubercle  bacilli.  The  patient  disappeared  from  observation 
after  the  first  examination. 

The  second  case  occurred  in  a  young  Cuban  woman.  The 
bladder  could  be  distinctly  palpated  because  of  the  marked 
thickening  of  its  walls.  Irrigation  of  the  bladder  and  injections 
of  iodoform  and  glycerin  distinctly  improved  the  symptoms, 
but  were  not  continued  sufficiently  long  to  accomplish  a  per- 
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manent  effect,  as  the  patient  failed  to  return  for  treatment. 
One  year  afterward  the  patient  returned,  four  months  advanced 
in  pregnanc5\  She  said  that  she  had  remained  fairly  well 
until  prei^nancy  occurred;  since  then  the  bladder  symptoms 
had  been  much  worse,  and  in  addition  cough  with  considerable 
loss  of  flesh  occurred.  Examination  showed  both  lungs  to  be 
involved  and  her  general  condition  much  worse  than  when  first 
seen  one  year  previousl}". 

Post-operative  Cases. — There  are  included  under  this 
heading  patients  upon  whom  operations  had  been  previously 
performed,  but  who  appeared  for  treatment  on  account  of  the 
persistence  of  symptoms.  Seventy-three  such  cases  presented 
themselves,  which  may  be  classified  according  to  the  nature  of 
the  operation,  as  follows:  laparatomy  for  pelvic  inflamma- 
tions and  new  growths;  operations  for  uterine  displacements; 
trachelorrhaphy;  curettage;  perineorrhaphy;  dilatation  of  the 
cervix;  removal  of  submucous  fibromyomata. 

Laparatomy  for  Pelvic  Inflammations  and  New  Growths. 
— The  lesions  that  existed  after  such  operations  were  the  fol- 
lowing: 0  cases  of  ventral  hernia  which  had  appeared  from 
four  months  to  two  years  after  the  operations;  2  cases  of  pyo- 
salpinx  which  had  been  previously  operated  upon  for  the 
same  condition  of  the  other  side;  3  cases  of  pelvic  cellulitis 
about  the  stumps  which  had  been  left  after  double  salpingo- 
oophorectomy;  1  case  of  tubal  gestation  from  which  the  right 
tube  and  ovary  had  been  removed  for  abscess;  3  cases  of  endo- 
metritis; 1  recurrent  papillomatous  growth;  1  case  of  extreme 
atrophy  of  the  vagina  and  external  genitals  following  a  double 
oophorectomy;  1  broad-ligament  cyst  in  a  case  from  which 
both  tubes  and  ovaries  had  been  removed  two  years  previously 
for  double  pyosalpinx;  9  cases  of  neuroses  of  various  kinds 
following  the  removal  of  both  tubes  and  ovaries. 

Improvement  in  surgical  technique,  especially  in  the  more 
accurate  apposition  of  the  abdominal  wall,  and  possibly  in  the 
more  frequent  removal  of  the  uterus  in  cases  of  suppurative 
inflammations  of  the  uterine  appendages,  may  account  for  the 
fact  that  fewer  sequelae  of  abdominal  operations  are  seen  each 
year  at  the  Clinic. 

Trachelorrhaphy. — The  following  lesions  were  found  in  the 
16  patients  who  had  undergone  this  operation:  complete  failure 
in  5;  severe  dysmenorrhea  since  the  operation  in  4;  salpingitis 
in  3;  parametritis  in  4;  pregnancy  in  1  patient  who  had  not 
menstruated  since  the  operation,  and  whose  cervix  appeared 


stone:  pelvic  diseases  at  yaxderbilt  clinic.       815 

to  be  normal.  Some  of  these  lesions  were  probably  present  at 
the  time  of  the  operations,  and  in  themselves  should  have  been 
contraindications  to  their  performance. 

Operations  for  Uterine  Displacement. — There  were  4 
cases  of  complete  procidentia  upon  which  plastic  operations 
had  been  unsuccessfully  performed;  in  1  case,  although  the 
uterus  had  been  also  removed,  there  was  still  complete  prolapse 
of  the  vaginal  walls. 

Alexander's  Operation. — The  results  of  this  operation  were 
seen  in  5  cases,  as  follows:  (1)  uterus  partially  prolapsed; 
(2)  (3)  (4)  uterus  markedly  anteverted  and  fixed  by  a  posterior 
parametritis;  (5)  uterus  in  normal  position  and  movable,  but 
patient  complained  of  pain  in  both  scars  and  frequent  micturi- 
tion. 

Anterior  Vaginal  Fixation. — In  the  only  case  following 
this  operation  the  uterus  was  sharply  retroflexed. 

Ventral  Fixation. — Two  cases,  after  this  operation,  pre- 
sented good  anatomical  results,  but  the  symptoms  continued. 

Perineorrhaphy. — The  operation,  excluding  primary  sutur- 
ing, had  been  performed  in  12  cases  with  poor  results;  in  3 
complete  lacerations  existed,  in  1  of  which  two  operations  had 
been  tried.  The  cause  of  the  failure  seemed  in  most  cases  to 
be  a  failure  to  recognize  the  exact  location  of  the  tears,  which 
were  usually  in  the  lateral  sulci. 

Curettage. — Nineteen  patients  had  been  either  simply  di- 
lated or  dilated  and  curetted.  The  following  lesions  were 
found:  parametritis  in  2;  salpingitis  in  3;  retroversion  in  1; 
persistent  menorrhagia  and  discharge  in  3;  profuse  bleeding 
four  days  after  operation;  tubal  pregnancy.  Simple  dilatation 
for  sterility  had  been  successful  in  2  cases.  It  seems  certain 
that  many  of  these  cases  had  been  done  without  proper  prepa- 
ration, as  most  of  them  had  been  done  at  their  homes  and 
without  the  aid  of  an  anesthetic. 

Amputation  of  the  Cervix. — Three  cases  following  this 
operation  presented  the  following  conditions:  posterior  para- 
metritis; severe  dysmenorrhea  since  operation;  recurrence  of  a 
cancer  performed  four  months  previously. 

Removal  of  Submucous  Fibromyomata. — Of  the  3  patients 
who  had  this  operation  performed,  2  had  other  fibroids  that 
were  giving  symptoms;  1  was  suffering  from  a  well-marked 
posterior  parametritis. 

Syphilitic  and  Chancroidal  Lesions.— Syphilitic  le- 
sions of  the  genitals   were  observed    in    47   patients:   16  of 
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these  represented  primary  lesions,  l-i  of  which  appeared  as 
simple  abrasions,  without  induration,  near  the  posterior 
fourchette.  The  diagnosis  was  made  only  upon  the  ap- 
pearance of  a  subsequent  general  eruption.  Both  of  the 
hard  and  typical  chancres  were  differently  located — one  upon 
the  right  labium  majus,  the  other  upon  the  cervix.  The  latter 
lesion  was  thought  to  be  a  cancer,  but  secondary  symptoms  fol- 
lowed and  the  lesion  disappeared  with  syphilitic  treatment. 

Broad  condylomata  were  seen  in  7  cases  of  old  syphilis. 
Mucous  patches  in  26  cases  represented  the  most  frequent  lesion. 
The  frequency  of  these  lesions  may  possibly  be  due  to  the 
frequent  presence  of  irritating  vaginal  discharges. 

Chancroid. — Chancroid  was  a  comparatively  frequent  le- 
sion, but  the  records  of  such  cases  were  very  incomplete.  They 
most  often  appeared  as  a  double  row  of  ulcerations  along  the 
mucous  edges  of  the  vulva,  each  ulcer  having  a  correspond- 
ing one  upon  the  other  side.  Typical  phagedenic  chancroid 
was  observed  in  one  case.  Its  location  was  at  the  upper 
part  of  the  right  labium  minus,  and  the  destruction  of  tis- 
sue was  already  well  marked  at  the  time  of  the  first  exam- 
ination. 

Miscellaneous  Cases. — Serious  pelvic  diseases  due  to 
causes  other  than  infection,  traumatism  during  labor,  errors 
of  development,  and  new  growths,  were  rarely  observed. 
Many  cases  of  such  origin,  however,  were  frequently  inju- 
riously affected  by  other  conditions,  as  constipation,  over- 
exercise,  and  injuries,  especially  those  caused  by  unclean  and 
awkwardly  used  instruments. 

Exposure  to  Cold. — Catching  cold,  chiefly  at  menstrual 
periods,  was  frequently  offered  by  the  patients  as  the  beginning 
of  their  symptoms.  Many  such  cases  were  found  to  be  preg- 
nant, but  there  were  5  in  which  uterine  or  ovarian  congestions 
existed  and  which  were  undoubtedly  due  to  this  cause.  They 
were  mostly  transitory  and  the  symptoms  soon  disappeared. 
There  was  one  case,  however,  of  purulent  salpingitis  in  which 
no  other  cause  but  exposure  during  a  menstrual  period  could 
possibly  be  assigned.  It  occurred  in  a  young  woman,  whose 
tubes  were  enlarged  and  filled  with  pus.  It  was  thought  at 
the  operation  that  they  were  tuberculous,  but  a  microscopical 
examination  of  many  sections  of  both  the  tubes  and  the 
ovaries  showed  only  the  changes  of  a  chronic  inflammation, 
and  no  tubercle  bacilli  could  be  demonstrated. 

Constipation. — Although  constipation  was  rarely  absent 
in  all   varieties  of  pelvic   disease,  it  was  considered   as  the 
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essential  cause  in  many  cases,  especially  of  uterine  and 
ovarian  congestion.  Thirteen  such  cases  were  specially  ob- 
served, in  which  relief  from  the  constipation  caused  a  prompt 
disappearance  of  the  pelvic  symptoms. 

Hard  Work  and  Over-exercise. — Such  conditions,  too, 
were  a  frequent  cause,  if  the  patient's  own  deductions  were 
accepted,  but  they  were  deemed  to  be  the  essential  cause  in 
comparatively  few  instances. 

Two  cases  of  complete  prolapse  of  the  uterus  were  observed 
in  women  who  had  never  been  pregnant.  One  occurred  in  an 
old  woman  who  had  been  obliged  to  work  excessively  hard 
all  of  her  life.  The  other  was  present  in  a  young  woman  who 
had  been  accustomed  to  carry  heavy  pails  of  water.  She  had 
a  justo-major  pelvis  and  appeared  to  be  unusually  strong  and 
robust. 

Uterine  displacements,  with  prolapse  of  one  or  both  ovaries, 

were  observed  in  7  cases  in  which  severe  exertion  immediately 

preceded  their  symptoms. 

1730  Broadway. 
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AN  IMPROVED  VESICAL  SPECULUM. 


HOWARD  A.  KELLY,  M.D., 
Baltimore,  Md. 


(With  five  illustrations.) 


I  HAVE  recently  modified  and  improved  the  vesical  specula 
which  I  first  described  in  the  Johns  Hopkins  Hospital  Bul- 
letin for  December,  1893,  and  in  The  American  Journal  of 
Obstetrics  in  January,  1894,  and  again  in  The  American 
Journal  of  Obstetrics,  July,  1894,  page  85. 

From  a  practical  standpoint  the  speculum  consists  of  two 
parts:  a  handle,  and  a  tube  constituting  the  cystoscope  proper. 
The  handle,  as  I  have  pointed  out,  should  be  made  large  enough 
to  afford  a  convenient  grasp  for  the  whole  hand,  and  to  this 
end  should  not  be  less  than  11  centimetres  long  by  2.5  centime- 
tres in  width,  and  1.5  centimetres  in  thickness — that  is  to  say, 
considerably  larger  even  than  the  enlarged  handle  figured  in 
the  last  reference. 

The  open  tube,  the  essential  part  of  the  speculum,  consists 
topographically  of  two  parts,  a  urethral  segment  and  a  vulvar 
segment.  The  urethral  portion,  which  lies  within  the  urethra 
and  the  bladder,  must  be  at  least  5  centimetres  long,  so  as  to  al- 
low about  2  centimetres  for  the  vesical  portion,  which  projects 
into  the  bladder  just  far  enough  to  facilitate  the  utmost  free- 
dom of  manipulation  in  turning  the  speculum  from  side  to  side 
in  inspecting  the  bladder  walls.  If  the  vesical  portion  is  too 
short,  the  end  of  the  speculum  is  apt  to  slip  out  a  little,  or  the 
edge  of  the  urethra  catches  over  the  end  when  the  speculum 
is  turned  to  an  extreme  degree  up  or  down  or  to  one  side  in 
viewing  the  circumurethral  (especially  retrosymphyseal)  area. 

While  the  speculum  must  be  made  longer  than  the  urethra, 
in  order  that  it  may  project  well  into  the  bladder,  on  the  other 
hand,  owing  to  the  projection  of  the  vulva  and  the  buttocks 
beyond  the  "urethra  on  the  outside,  from  3  to  5  centimetres  more 
must  be  added  to  the  length  for  the  vulvar  portion,  in  order  to 
prevent  the  tissues  lying  laterally  from  projecting  over  the 
orifice  and  narrowing  the  field  of  vision. 
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The  calibre  of  the  vesical  portion  of  the  speculum  is  deter- 
mined by  the  urethra,  through  which  it  must  pass  in  order  to  en- 
ter the  bladder.  The  calibre  of  the  urethral  portion  depends 
upon  the  size  of  the  external  urethral  orifice  in  the  individual,  as 
well  as  upon  the  degree  of  safe  or  expedient  dilatability  of  the 
orifice,  which  varies  from  about  6  millimetres  as  a  minimum  all 
the  way  to  30  millimetres  as  a  maximum.'  The  commonest  size 
employed  is  from  9  to  12  millimetres  in  diameter. 

The  size  of  the  vulvar  portion  may  vary  from  a  tube  equal 
in  diameter  to  the  urethral  portion  to  a  funnel  with  its  sides 
at  an  angle  of  45  degrees  or  more  to  the  long  axis  of  the  specu- 
lum.    The  question  then  arises  whether  there  are  any  impor- 
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Fig.  1  shows  the  simplest  possible  form  of  a  vesical  speculum,  a  cylindrical  tube  with  a  handle  attached 
at  one  ead.  The  tube,  not  less  than  ten  centimetres  long,  is  divided  into  two  parts,  a  urethral  and  a 
vulvar  portion.  The  urethral  portion  is  divided  into  two  parts,  one  of  which  occupies  the  urethra  while 
the  other  projects  into  the  air-disteaded  bladder.  The  vulvar  portion  is  necessary  in  order  to  project  the 
tube  bsyoud  the  vulvar  tissues  which  tend  to  fall  over  the  orifice,  as  well  as  to  afford  an  attachment 
to  the  handle. 

tant  advantages  to  be  gained  by  expanding  the  outer  end  of  the 
speculum  at  all. 

A  glance  at  a  diagram  of  a  speculum  constructed  with  a 
large  conical  opening  at  once  reveals  certain  material  advan- 
tages to  be  gained  over  an  ordinary  straight  speculum  of  equal 
calibre  from  end  to  end. 

In  the  first  place,  by  means  of  the  vulvar  cone  the  field  of 
vision  is  increased  from  a  circle  of  about  20  milimetres  in 
diameter  to  one  of  30  millimetres,  in  viewing  the  posterior 
hemisphere  through  a  ISTo.  10  speculum  at  a  distance  of  5.7 
centimetres  from  the  end  of  the  speculum  (see  Fig.  2). 

'  Gustav  Simon  established  the  safe  limit  of  dilatability  at  a  little  over 
29  millimetres,  provided  the  proper  precautions  were  used.  I  believe,  how- 
ever, that  few  urethrse  will  stand  this  degree  of  distension  without  perma- 
nent incontinence. 
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In  the  second  place,  just  as  the  visual  field  is  enlarged,  in  like 
degree  is  the  scope  for  instrumentation  in  the  bladder  increased; 
in  other  words,  a  pair  of  scissors  or  forceps,  for  example,  in 
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which  the  handles  have  to  be  separated  for  use,  can  scarcely  be 
opened  through  a  No.  '10  speculum  made  with  a  long  tube, 
but  in  the  shortened  speculum  with  the  enlarged  vulvar  end 
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the  degree  of  separation  of  the  blades  is  ample,  making  a  dif- 
ference between  the  practicable  and  the  impracticable.  These 
points  will  be  clearly  appreciated  upon  consulting  the  diagram 
(Figs.  3  and  3),  which  shows  a  No.  10  speculum  (10  millimetres 
diameter),  10  centimetres  in  length,  pointing  toward  the  pos- 
terior bladder  wall,  5.7  centimetres  distant  from  the  end  of  the 
speculum,  on  which  are  marked  out  the  fields  visible  through 
a  short  and  a  long  speculum,  respectively,  of  equal  calibre;  the 
innermost  lines  intersecting  the  bladder  wall  represent  the 
field  of  the  long  speculum,  while  the  outer  lines  represent  the 
diameter  of  the  circle  seen  through  the  short  tube.  At  the  op- 
posite end  of  the  diagram  are  figured  the  extreme  positions  the 
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Fig  4  shows  the  specula  tilted  to  right  and  to  left  to  demonstrate  an  important  princi- 
ple in  the  monocular  examination  of  any  surface  through  an  open  tube  ;  that  is  to  say,  a 
person  looking  through  the  speculum  at  A  and  B  (Fig.  2)  distinguishes  the  illumination  of 
the  whole  of  the  circle  A'  and  B',  but  cannot  distinguish  details  around  the  outer  margin 
of  this  circle.  There  is  an  area,  about  two  millimetres  in  diameter,  which  may  be  called  the 
area  of  penumbra  wliere  details  cannot  be  observed.  This  is  due  to  the  fact  that  the  slit 
through  which  the  eye  looks  must  be  at  least  two  millimetres  in  diameter.  The  eye  cannot 
simply  follow  a  single  pencil  of  light  and  study  the  spot  it  illuminates,  without  having  in 
viey  at  the  same  time  some  part  of  the  neighboring  tissues  by  way  of  contrast. 

eye  at  E  and  F  takes  on  looking  through  the  long  speculum, 
and  at  C  and  D  on  looking  through  the  short  one;  the  differ- 
ence between  the  fields  of  vision  is  shown  in  the  small  circle 
included  in  the  larger  one  and  in  Fig.  3. 

The  diagram  not  only  demonstrates  the  advantage  of  en- 
larging the  extra-urethral  portion  of  the  speculum,  but  shows 
as  well  the  size  and  form  of  the  vulvar  portion,  which  must  be 
conical,  not  less  than  the  lines  subtending  the  largest  circle 
lest  important  advantage  should  be  lost,  nor  much  greater  as 
no  further  advantage  can  be  gained  in  the  way  of  inspection 
or  instrumentation. 
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Fio.  5  shows  a  series  of  specula  (half  natural 
size)  coDstructed  with  tubes  varying  from  9  up  to 
15  millimetres  in  diameter,  withjthe  conical  vulvar 
ends  increasing  in  like  ratio  in  accordance  with 
the  angle  made  by  two  lines  intersecting  in  the 
centre  of  the  tube.  Thene  angles  are  respec- 
tively 21'',  22°,  25°,  27.5°,  29°,  31.5°,  33°.  The  cone 
is  made  two  millimetres  wider  than  the  prolon- 
gation of  the  intersecting  lines  ;  that  is  to  say, 
the  orifices  are  respectively  21,  24,  26,28,  30,  82, 
34  millimetres  in  width. 


All  future  vesical  spec- 
ula for  open  aeroscopic 
inspection  should  therefore 
be  made  on  these  lines. 

Several  interesting  prac- 
tical questions  now  arise. 
Shall  we  have  entirely 
separate  specula  nesting 
one  within  the  other  with 
a  detachable  handle,  or 
shall  we  have  one  or  two 
arge  funnels  with  the 
lower  urethral  ends  to 
screw  into  the  funnel  for 
convenience  in  carrying 
about  and  packing  away? 

Further,  would  the  fun- 
nel best  be  blackened,  or 
does  a  polished  surface 
aid  in  illuminating  the 
bladder  by  reflecting  the 
light  within  it? 

I  shall  leave  some  of 
these  questions  to  be  deter- 
mined after  more  expe- 
rience and  experiments, 
and  content  myself  for  the 
present  with  adopting 
these  specula,  of  which  I 
here  give  the  measure- 
ments. 

The  length  of  the  ure- 
thral end  varies  from  5  to 
7  centimetres,  while  the 
length  of  the  funnel  is  5 
centimetres;  the  measure- 
ments apply  to  the  diam- 
eter of  the  tubular  part 
of  the  speculum,  the  width 
at  the  outer  orifice  of  the 
funnel,  and  the  angle  be- 
tween the  sides  of  the  fun- 
el. 
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I  have  had  a  detachable  spring  handle  made  for  some  of  my 
specula,  in  accordance  with  the  suggestion  of  Mr.  H.  Becker; 
the  spring  works  from  side  to  side,  instead  of  up  and  down  as 
shown  in  Fig.  5,  speculum  No.  9. 


THE  TREATMENT  OF  PERSISTENT  FECAL  FISTULA. 


BY 

I.  S.  STONE.  M.D., 
Washington,  D.  C. 


One  of  the  most  distressing  and  annoying  of  post-operative 
sequelae  is  fecal  fistula.  As  all  surgeons  know,  the  greater 
number  of  these  close  spontaneously,  yet  we  occasionally  find 
it  necessary  to  resort  to  some  form  of  surgical  relief.  Persis- 
tent fistulsB  always  have  some  definite  cause  which  serves  to 
prevent  closure,  such  as  extensive  peritoneal  adhesions  between 
bowel  surfaces.  Small  fistulae  in  healthy  bowel  heal  readily, 
while  those  in  unhealthy  bowel,  as  in  tubercular  disease,  may 
persist  indefinitely.  Perhaps  the  larger  number  of  cases  follow 
in  the  wake  of  appendical  abscess,  although  we  not  infrequent- 
ly see  even  these  close  spontaneously.  The  causes  of  perma- 
nent fistulse  must  be  removed  before  closure  will  take  place,  as 
may  be  seen  in  certain  cases  where  peristalsis  is  either  reversed 
or  interfered  with  by  adhesions.  Thus  we  occasionally  see 
reports  of  cases  requiring  extensive  surgery,  including  anasto- 
mosis, before  a  cure  can  be  made.  It  may  safely  be  said  that 
there  is  no  routine  treatment  of  fecal  fistulse.  No  one  plan 
will  suit  all  cases,  and  we  now  wish  to  mention  certain  meth- 
ods which  we  believe  to  be  followed  by  the  best  results. 

The  first  is  the  method  of  Greig  Smith,  to  cut  down  upon 
each  side  of  the  fistula  (3'et  not  through  it)  to  the  peritoneum 
without  opening  it;  dissect  about  two  inches  of  this  away  from 
the  abdominal  wall  on  each  side  or  around  the  fistula  as  a  cen- 
tre, then  withdraw  the  peritoneum,  with  attached  and  adherent 
bowel,  far  enough  to  easily  close  the  fistula.  It  is  due  this  great 
surgeon  to  give  his  reasons  for  suggesting  this  procedure,  which 
he  claims  is  always  successful.  He  takes  the  position  that  peri- 
toneal surfaces  do  not  unite  as  firmly  as  denuded  surfaces,  and 
claims  that  these  openings  in  the  gut  are  closed  safely  and  speed- 
ily by  rough  cicatricial  coaptation. '     Surely  such  a  plan  may  be 

'  Read  before  the  American  Gynecological   Society,    at    Washington, 
D.  C,  May,  1900. 
'  See  Greig  Smith's  work  on  "  Abdominal  Surgery,"  ed.  5,  vol.  ii.,  p.  728 
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tried,  as  it  is  far  easier  and  safer  than  any  other  method  worthy 
of  cousideratiou,  but  obviously  it  can  onl}'  be  used  in  superficial 
fistula.  We  need  scarcely  refer  to  the  methods  of  closure 
practised  by  all  surgeons  in  appropriate  cases,  such  as  cutting 
down  upon  the  gut,  excising  the  fistula  and  closing  with  Lem- 
bert  sutures,  or  the  excision  of  a  loop  of  diseased  bowel  and 
end-to-end  anastomosis.  These  methods,  as  well  as  lateral 
anastomosis,  may  often  be  used  with  advantage,  but  are  so  well 
known  and  universally  used  as  to  require  no  mention  here. 

A  permanent  fistula  following  an  operation  upon  an  appendi- 
cal  abscess  may  require  anastomosis  by  exclusion.  This  ope- 
ration, which  has  apparently  been  the  result  of  Dr.  Senn's 
experimental  work  upon  animals,  will  occasionally  be  required 
before  we  can  close  certain  fistulas,  especially  those  with  a  tor- 
tuous sinus,  not  connecting  with  intestine  immediately  under 
the  external  wound.  When  the  cecum  and  ascending  colon 
are  greatly  thickened  and  bound  firmly  by  adhesions,  a  condi- 
tion is  present  which  constitutes  a  partial  obstruction  to  the 
passage  of  intestinal  contents  and  renders  almost  any  opera- 
tion upon  the  bowel  entirely  useless.  In  such  cases  the  sur- 
geon may  take  a  section  of  ileum  as  near  the  caput  coli  as 
convenient,  and  transplant,  or  make  end-to-side  anastomosis  to 
the  transverse  colon.' 

Kammerer,  in  a  valuable  paper  on  intestinal  anastomosis, 
establishes  the  fact  claimed  by  Senn,  that  fecal  accumulation 
in  the  excluded  portion  of  gut  really  causes  little  if  any  incon- 
venience or  danger.  The  excluded  portion  rapidly  atrophies. 
As  all  well  know,  the  Murphy  button  may  be  very  convenient 
in  such  end-to-side  anastomoses.  Kammerer  claims  his  as  the 
first  successful  case  recorded."  His  method  is  briefly  as  fol- 
lows: Supposing  we  have  a  permanent  fistula  in  the  region  of 
the  appendix,  a  result  of  gangrenous  appendicitis,  leaving  a 
large  opening  which  is  really  an  artificial  anus.  Kammerer 
opens  the  abdomen,  divides  the  ileum  some  inches  away  from 
the  head  of  the  cecum,  closes  the  distal  portion,  and  unites  the 
proximal  end;  as  above  stated,  to  the  transverse  colon.     It  is 

'  Maisonneuve  was  among  the  first  to  suggest  lateral  anastomosis  for 
cure  of  fistula,  and  made  numerous  experiments  upon  animals.  Billroth 
in  1881  performed  such  an  operation,  but  lost  his  patient.  Von  Hecker 
was  next  to  try  this  expedient  (Wien.  med.  Woch.,  1888,  No.  17;  1892,  No.  1). 
Elliott,  Porter,  and  Kammerer  were,  in  this  country  (Boston  Medical  and 
Surgical  Journal,  vol.  cxxxix.,  51:^),  foremost  among  those  who  essayed  to 
overcome  these  troublesome  lesions  by  some  form  of  surgical  handicraft. 

5  Medical  Record,  February  20.  1897. 
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evident  that  fecal  discharge  through  the  fistula  must  cease  at 
once,  and,  if  the  patient  recovers  from  the  major  operation,  a 
curetting  will  aid  in  the  closure  of  the  sinus.  Some  authors, 
having  tried  lateral  anastomosis  for  similar  reasons,  occasion- 
ally find  the  fistula  refuses  to  heal,  because  all  fecal  circulation 
through  that  portion  of  gut  in  which  the  fistula  is  situated  is 
not  prevented. 

The  pelvic  surgeon  frequently  has  to  fear  fistula  resulting 
from  injured  bowel  which  he  encounters  during  the  enuclea- 
tion of  pus  sacs,  etc.  The  sigmoid  and  upper  rectum  usually 
suffer  here,  and  their  fistulse  are  most  difficult  of  closure  owing 
to  their  situation,  which  is  deep  in  the  pelvis  and  covered  with 
coils  of  superimposed  bowel.  Besides  the  situation,  which  ren- 
ders access  difficult,  the  function  of  the  rectum  serves  to  per- 
petuate these  fistulse,  because  it  is  a  receptacle  or  reservoir  for 
gases  and  fecal  matter. 

The  writer's  successful  experience  with  two  cases  of  recto- 
abdominal  fecal  fistula  of  long  standing  appears  to  justify  brief 
mention  of  the  method  used. 

Mrs.  W.  was  operated  upon  in  Columbia  Hospital  November 
21,  1896,  by  celiotomy,  for  enucleation  of  large  tubo-ovarian 
abscesses.  Fecal  fistula  resulted,  which  resisted  vaginal  hys- 
terectomy one  month  later.  When  hysterectomy  was  done  we 
hoped,  by  a  liberation  of  adherent  bowel  in  this  as  in  other 
cases,  to  secure  closure. 

During  the  four  years  succeeding  operation  the  patient  be- 
came enormously  fat,  with  a  very  thick  abdominal  wall,  and 
furthermore  refused  abdominal  section.  Therefore  we  made 
use  of  the  following  method:  In  January,  1900,  the  patient 
was  placed  in  the  lithotomy  position  and  the  vagina  in- 
cised over  the  cicatrix,  much  as  in  beginning  vaginal  hyster- 
ectomy. Coming  upon  dense  adhesions,  these  were  forcibly 
separated  by  finger  and  forceps  until  the  fistula  was  reached 
where  it  joined  the  rectum  and  was  recognized  by  a  sound 
introduced  through  the  fistula  by  way  of  the  abdominal  open- 
ing. A  sound  in  the  rectum  also  aided  in  finding  the  point 
where  the  fistula  communicated  with  the  gut.  After  opening 
the  fistula  track  a  long  forceps  was  introduced,  which  carried 
a  rubber  tube  through  the  vaginal  opening  into  the  rectum, 
through  the  fistula,  and  this  was  secured  in  position  by  sutures 
to  the  wound.  The  tube  allowed  the  escape  of  all  the  gases 
from  the  rectum  and  also  some  thin  fecal  matter  during  the 
two  weeks  it  was  kept  in  position.  It  was  thought  possible 
that  the  sinus  would  heal  if  we  could  in  any  manner  divert  the 
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fecal  current.  In  this  we  were  not  disappointed,  for  we  failed 
to  force  colored  water  through  the  fistula  after  the  tuhe  was 
removed  from  the  recto- vaginal  opening. 

The  tube  was  allowed  to  remain  in  the  rectum  for  two  weeks, 
after  which  time  the  abdominal  sinus  was  washed  out  daily 
with  a  weak  solution  of  formalin,  and  the  track  closed  perma- 
nently about  one  month  afterward.  The  recto- vaginal  opening 
also  closed  promptly.  The  result  was  peculiarly  gratifying 
because  the  patient,  a  most  excellent  lady,  dreaded  any  opera- 
tion through  the  abdomen,  and  quite  naturally  so,  on  account 
of  the  great  danger  to  which  she  was  exposed  at  the  time  of  her 
first  section.  I  had  concluded  to  suggest  in  this  case,  as  an 
ultimate  resort,  the  creation  of  an  artificial  anus  by  colotomy, 
hoping  to  divert  the  discharges  away  from  the  sigmoid  and 
rectum  temporarily,  in  order  to  insure  a  clean  bowel,  and  to 
facilitate  excision  of  the  fistula  and  insertion  of  a  Murphy 
button  at  some  future  date.  In  appropriate  cases  we  suggest 
celiotomy,  separation  of  adhesions,  excision  of  the  diseased 
structures,  including  the  fistula,  and  end-to-end  anastomosis 
by  the  Murphy  button.  It  must  be  remembered,  however,  that 
even  in  cases  operated  upon  by  ourselves  we  seldom  know 
what  difficulties  may  be  encountered.  How  much  more  diffi- 
cult, then,  must  it  be  to  undertake  the  cure  of  a  patient  the 
nature  and  extent  of  whose  infirmities  we  can  only  guess  from 
the  presence  of  an  external  fistulous  communication  with  her 
intestines!  In  one  unfortunate  woman  who  had  a  fecal  fistula 
of  five  years'  standing,  I  found,  besides  the  recto-abdominal 
opening,  two  loops  of  ileum  discharging  into  this  fistula,  also 
two  artificial  anastomoses  between  coils  of  small  intestines  and 
descending  colon,  one  near  the  splenic  flexure,  another  at  the 
junction  of  colon  and  sigmoid.  The  patient  was  too  weak  to 
undergo  such  radical  surgery  and  died  of  shock. 

In  conclusion  I  would  suggest: 

1.  That  in  all  persistent  fistulas  we  must,  for  obvious  reasons, 
first  remove  any  foreign  body,  such  as  silk  or  other  ligatures. 

2.  That  attempts  at  skin  closure  or  by  cauterization  or  curette- 
ment  of  persistent  fecal  fistulas  are  generally  unsuccessful. 

3.  In  all  cases  where  a  fistula  connects  with  a  superficial 
coil  of  intestine,  the  method  of  Greig  Smith  should  be  tried 
before  resorting  to  more  radical  operations. 

4.  In  deep-seated  fistulas  requiring  abdominal  section  we 
must  choose  between  excision  and  some  form  of  anastomosis, 
for  we  will  rarely  find  the  case  so  simple  as  to  permit  inversion 
of  the  fistulous  portion  and  direct  suture. 
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5.  In  operating  for  deep-seated  fistulse  we  must  not  fail  to 
liberate  imprisoned  bowel,  so  as  to  restore  the  normal  peristal- 
sis, permit  free  motion  of  intestinal  coils,  and  direct  the  fecal 
current  in  its  proper  course. 

6.  In  recto-abdominal  fistula  we  should,  if  possible,  convert 
the  lower  portion  into  a  recto-vaginal  fistula  and  secure  heal- 
ing of  the  old  track  before  the  temporary  vaginal  opening  is 
allowed  to  close. 
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PRESIDENTELECT    OF    THE    INTERNATIONAL    CONGRESS    OF 
GYNECOLOGY   AND   OBSTETRICS. 


To  THE  Editor  of  The  American  Journal  of  Obstetrics,  etc. 


Dear  Sir: — I  beg  to  forward  to  you  a  copy  of  a  letter  to 
Professor  Simpson,  of  Edinburgh,  drafted  at  a  meeting  of  the 
past  and  present  teac  hers  of  gynecology  and  obstetrics  in  the 
metropolitan  medical  schools  now  practising  in  London,  which 
was  held  at  my  house  on  Tuesday  last.  You  will  observe  that 
it  is  signed  by  every  one  who  co  mes  under  that  description, 
without,  I  believe,  a  single  exception. 

I  need  only  add  that  our  objection  to  the  election  of  a  presi- 
dent is  in  no  way  personal  to  the  distinguished  obstetrician  to 
whom  the  enclosed  letter  is  addressed.  To  many  of  us,  cer- 
tainly to  myself  individually,  since  he  is  one  of  my  oldest  and 
most  valued  friends,  he  would  have  been  a  persona  gratissi- 
ma  for  the  post.  Oar  objection  is  not  to  the  man,  but  to  the 
manner  in  which  he  was  elected. 

I  am,  sir, 

Yours  obediently, 

W.  S.  Playfair. 
38  Grosvenor  street,  W., 
May  7,  1900. 

38  Grosvenor  street,  London,  W., 
May  1,  1900. 
To  Prof.  R.  A.  Simpson.  M.D.,  President-elect  of  the  In- 
ternational Congress  of  Gynecology  and  Obstetrics. 
Dear  Sir: — We  learn,  from  a  circular  dated  "37  Queen 
Anne  street,  April,  1900,"  that  it  has  been  decided  to  "  hold 
the  Fourth  International  Congress  of  Gynecology  and  Obstet- 
rics in  London  in  1902  "  under  your  presidency. 

As  past  and  present  lecturers  and  teachers  of  obstetrics  and 
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gynecology  in  the  London  medical  schools,  we  wish  to  explain 
to  yoii,  and  especially  to  such  of  our  foreign  colleagues  as 
nnght  contemplate  attending  such  Congress,  that  those  who 
have  issued  this  invitation  have  assumed  a  representative 
position  to  which  they  are,  in  our  opinion,  not  entitled  and 
which  we  find  ourselves  unahle  to  recognize. 

We  cannot,  therefore,  take  any  share  in  promoting  or  join- 
ing in  such  Congress,  but  trust  that  you  will  accept  our 
assurance  that  our  decision  has  been  arrived  at  with  regret  and 
with  no  intention  of  discourtesy  to  yourself  or  other  visitors, 
either  British  or  foreign. 

We  are,  dear  sir, 

Very  faithfully  yours, 
(Signed) 


J.  Watt  Black, 

W.  R.  Dakin, 

Amand  Routh, 

A.    F.  Stabb, 

T.  W.  Eden, 

St.  George's  Hospital, 

Charing  Cross  Hospital, 

M.  Handfield- Jones, 

A.  L    Galabin, 

W.  J.  Gow, 

P.    HORROCKS, 

St.  3Iary's  Hospital, 

J.  H.  Targett, 

C.  J   Cullingworth, 

Guy's  Hospital, 

W.  W.  H.  Tate. 

W.  S.  Playfair, 

St.  Thomas'  Hospital , 

T.  C.  Hayes, 

J.  Williams, 

J.  Phillips, 

H.  R.  Spencer, 

King's  College  Hospital, 

G.  F.  Blacker 

G.  E.  Herman, 

University  College  Hospital, 

A.  H.  N.  Lewers. 

J.  B.  Potter, 

London  Hospital, 

W.  R.  Pollock, 

"W.  Duncan, 

Westminster  Hospital, 

R.    BOXALL, 

Mary  Scharlieb, 

Middlesex  Hospital, 

London  School  of  Medi- 

F. H.  Champneys, 

cine  for  Women. 

W.  S.  A.  Griffith, 

St  Bartholomew'' s  Hospital, 

TRANSACTIONS    OF    THE    AMERICAN 
GYNECOLOGICAL    SOCIETY. 


Twenty-fifth    Annual    Meeting,  held   at   Washington,  D.  C, 
May  1,  2,   3,   1900. 


The  President,  George  J.  Engelmann,  M.D.,  of  Boston,  in 

the  Chair. 

The  address  of  welcome  was  given  by  Dr.  Joseph  Taber 
Johnson,  of  Washington,  D.  C. 

Dr.    William    R.    Pryor,   of    New  York,    read  a  paper 
entitled 
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CARCINOMA  OP  THE  RECTO- VAGINAL  SEPTUM.' 

Dr.  Paul  F.  Munde. — I  consider  it  fortunate  that  these 
cases  are  rare.  I  have  seen  but  two  cases  of  primary  cancer 
of  the  vagina;  in  these  I  have  curetted  and  cauterized.  I  do 
not  consider  that  radical  work  repays  for  the  slight  benefit 
received. 

Dr.  R.  S.  Sutton,  of  Pittsburg. — I  have  seen  but  one  case 
in  thirty-four  years,  and  I  do  not  favor  radical  operation.  I 
think  the  pathology  of  cancer  should  engage  our  attention, 
instead  of  a  new  method  for  removal. 

Dr.  E.  Van  de  Warker,  of  Syracuse. — I  feel  that  nothing 
has  been  gained  by  operations  such  as  this  for  cancer. 

Dr.  E.  E,  Montgomery,  of  Philadelphia. — I  believe  that 
the  great  frequency  of  recurrence  of  malignant  disease,  where 
it  involves  the  vagina,  the  parametrial  tissue,  and  the  broad 
ligament,  makes  questionable  the  operative  treatment.  I  have 
seen  patients  in  whom  I  felt  that  an  operative  procedure 
would  result  favorably,  but  in  whom  there  was  an  early  re- 
turn of  the  disease.  In  other  cases  of  extensive  destruction 
of  the  cervix  the  patient  lived  several  years  without  recur- 
rence. 

Dr.  a.  Lapthorn  Smith,  of  Montreal.— I  have  had  but 
little  experience  with  cancer  of  the  vagina,  but  considerable 
with  cancer  of  the  rectum.  By  removing  the  lower  half  of 
the  rectum,  and  all  the  glands  that  could  be  felt  from  below,  I 
have  thought  I  had  removed  all  of  the  disease,  but  the  longest 
period  that  the  patient  lived  was  one  year.  Though  in  many 
cases  little  is  gained,  I  think  the  uselessness  of  the  operation 
ought  to  be  considered,  in  view  of  the  number  of  women,  who 
could  be  possibly  cured,  refusing  operation  on  account  of  ad- 
verse reports. 

Dr.  John  Byrne,  of  Brooklyn. — I  have  had  no  experience 
with  isolated  cancer  of  the  vagina.  I  have  for  years  regarded 
the  operation  as  useless. 

Dr.  T.  a.  Reamy,  of  Cincinnati. — I  have  known  a  half- 
dozen  women  who  lived  from  six  to  ten  years  after  having  the 
cervix  removed.  The  condition  was  proved  to  be  cancer  from 
the  examination  by  the  ablest  pathologists  and  microscopists 
whom  I  could  secure. 

Dr.  George  J.  Engelmann,  of  Boston. — I  grant  that  in  a 
large  percentage  the  disease  cannot  be  stayed.  I  do,  however, 
know  of  cases  in  which,  if  the  operation  is  done  in  time,  the 
result  is  satisfactory. 

Dr.  Pryor  (in  closing). — Possibly  the  next  copy  of  the 
Centralhlatt  filr  Gyndkologie  will  tell  us  how  to  detect  the 
cancer  bacillus  and  point  us  to  some  antiseptic  to  apply  to  it; 
but,  up  to  that  time,  we  must  be  surgical. 

Cancer  of  the  vagina  and  rectum  must  be  viewed,  not  as 
cancer  of  the  vagina  or  of  the  rectum,  but  in  the  light  of  its 

'  See  original  article,  p.  731. 
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coiuplicatious.  If  3'ou  can  operate  for  the  cancer  and  do  a 
colostomy  low  down  in  the  body,  it  provides  a  cloaca  for 
retained  feces,  and  so  seems  to  me  to  be  the  operation  of 
choice. 

As  to  the  advisability  of  an  operation  apparently  so  severe 
as  this,  I  take  issue  with  Dr.  Lapthorn  Smith,  and  will  not 
sacrifice  the  life  of  a  woman  with  so  grave  a  disease,  if  my 
conscience  indicates  that  she  should  be  operated  on,  for  fear 
some  remote  patient  in  the  mountains  might  decline  operation 
should  the  result  be  fatal.  The  operation  is  for  cancer  of  the 
rectum  and  of  the  vagina,  and  is  applicable  to  the  graver 
forms  of  cancer  in  which  the  uterus  maj^  be  involved. 

Dr.  I.  S.  Stone,  of  Washington,  D.'C,  read  an  essay  on 

FECAL  FISTULiE.' 

Dr.  Currier. — I  have  seen  but  one  case  of  fistula  of  the 
small  intestine.  That  remained  obstinately  open,  and  the 
patient  continued  to  lose  ground.  The  case  was  cured  by  re- 
section of  the  small  intestine. 

Dr.  a.  W.  Johnstone. — As  a  matter  of  justice  to  two  dead 
men,  I  would  state  that  the  method  outlined  by  Dr.  Stone  was 
taught  by  Lawson  Tait  to  Greig  Smith.  I  assisted  Mr.  Tait 
the  first  time  he  closed  a  fistula  in  that  way,  which  was  his 
seventeenth  operation.  Ever  since  1886  I  have  used  that 
method  in  closing  fistulce  of  every  description,  and  succeeded 
on  the  third  operation  of  closing  ureteral  fistula.  I  always 
use  it  on  a  vesico- vaginal  fistula,  splitting  the  viscus  and  turn- 
ing part  of  it  in  and  part  out.  In  ureteral  fistulse  none  but  the 
very  finest  instruments  can  be  used. 

Dr.  C  p.  Noble. — I  have  seen  a  goodly  number  of  fecal 
fistulse,  and  all  have  closed  spontaneously  except  four.  Three 
remain  obstinately  open;  one  recovered  after  operation. 

When  the  fistula  is  in  the  larger  bowel  and  the  case  is  not 
tubercular,  it  is  my  experience  that  the  prognosis  is  most  ex- 
cellent. In  tubercular  cases  the  prognosis  is  very  bad  whether 
or  not  operation  is  done.  In  one  such  case  operated  on  the 
result  was  a  failure,  and  in  quite  a  number  the  patients  have 
died  or  the  results  have  been  unsatisfactory. 

Dr.  Dudley. — In  operating  for  cancer  and  in  breaking  up 
the  adhesions  I  broke  the  small  intestine  in  two.  I  put  in  a 
Murphy  button.  I  could  not  remove  the  uterus,  and  found 
that  the  structures  were  so  thoroughly  involved,  including  the 
rectum,  that  I  put  the  patient  to  bed,  expecting  she  would  die. 
The  Murphy  button  was  recovered,  having  worked  down  to 
the  rectum  and  out  through  the  fistula  behind  the  uterus. 
The  fistula  healed  and  the  woman  recovered. 

Dr.  Munde. — I  have  been  told  that  prevention  of  fistula 

could  be  attained  by  clean  surgery.     I  think  my  friend  Dr. 

Noble  stated  that  fistula  was  always  the  result  of  unclean 

surgery.     I  think  he  is  right,  but  still  sometimes  fecal  fistulse 

*  See  original  article,  p.  823, 
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do  occar  where  the  surgery  has  been  perfectly  clean.  I  have 
within  a  year  had  three  cases  of  fistula  resulting  from  inten- 
tional opening  of  the  intestines  to  relieve  obstruction  to  the 
bowels  tending  to  general  peritonitis,  following  some  abdominal 
operation.  In  the  first  case  a  Murphy-button  operation  was 
performed,  as  the  fistula  refused  to  close  spontaneously.  The 
patient  did  not  survive  the  second  operation.  The  second  case 
recovered.  The  woman  had  fecal  fistula  through  the  vagina 
after  hysterectomy  for  double  intraligamentous  abscesses. 
This  fecal  fistula  in  the  vagina  closed  spontaneously,  but  the 
abdominal  fistula  was  so  large  that,  after  two  attempts  to  close 
it  by  freshening  the  intestinal  edges  through  the  wound,  it  was 
resected  and  the  Murphy  button  applied. 

In  one  case  of  fistula  above  the  sigmoid,  in  which  the  gut 
was  adherent,  the  layer  operation  gave  a  cure.  In  another 
Szymanowski's  operation  was  performed,  which  consists  in 
paring  the  one  side  of  the  skin  and  sliding  it  under  the  other 
lifted-up  side.     This  gave  complete  closure  of  the  open  gut. 

Dr.  Mann. — Fistula  of  the  large  intestine  is  apt  to  heal  of 
itself,  and  I  would  be  very  conservative  in  my  management, 
giving  it  a  long  time  to  heal.  With  the  small  intestine  the 
condition  is  somewhat  different;  the  opening  will  not  heal  as 
well  as  the  larger.  The  further  up  the  lesion  is  in  the  small 
intestine  the  less  likelihood  is  there  of  healing.  The  nearer  to 
the  stomach  the  harder  is  it  for  healing  to  occur;  the  gastric 
juices  seem  to  interfere  with  the  reparatory  process.  I  believe, 
therefore,  that  we  are  almost  always  obliged  to  open  the  abdo- 
men in  these  fistulae  of  the  small  intestine. 

Further  treatment  must  depend  upon  the  size  of  the  opening; 
if  close  to  the  mesentery  it  will  be  dangerous  to  sew  it.  If  the 
opening  be  large  we  cannot  sew  it  for  fear  of  stricture;  in 
these  cases  we  are  obliged  to  resect.  I  have  seen  a  number  of 
these  cases  and  have  had  satisfactory  results.  In  one  or  two 
the  result  has  been  satisfactory  by  a  plastic  operation  on  the 
abdomen  without  opening  the  abdomen  and  cutting  down 
upon  the  intestines. 

Dr.  Reuben  Peterson. — In  a  case  of  double  pyosalpinx  I 
operated  through  the  abdomen,  and,  in  freeing  the  pus  sac, 
opened  into  the  rectum.  I  packed  with  gauze,  and  following 
that  there  was  a  fecal  fistula  which  did  not  close,  and  the  con- 
dition went  on  for  a  year.  At  that  time  I  removed  the  uterus 
and  hoped  to  close  it  from  below.  This  also  failed.  Under 
these  conditions  it  seems  to  me  that  it  is  very  dangerous  to  ad- 
vise patients  to  undergo  abdominal  operations  when  the  fistula 
is  low  down. 

One  peculiarity  of  the  case  which  retains  the  rectal  fistula  is 
that  the  patient  refuses  to  have  anything  done,  although  twice 
in  twenty-four  hours  it  is  necessary  to  pack  gauze  into  the  ab- 
dominal opening. 

Dr.  I.  S.  Stone. — I  think  almost  to  a  unit  the  Society  is 
agreed  on  the  danger  of  opening  the  abdomen  in  conditions  of 
this  sort,  and  that  this  should  only  be  done  after  every  super- 
ficial method  has  been  employed. 
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The  deeper  fistuUx)  along  the  sigmoid  and  the  rectum  are 
those  which  give  us  the  most  trouble. 

In  regard  to  the  claim  of  priorit}"  made  for  Lawsoii  Tait  and 
Greig  Smith  in  the  method  I  have  pursued,  I  had  no  idea  that 
Mr.  Tait  claimed  this  procedure.  I  do  not  see  how  the  method 
is  a  typical  tiange  suture,  and  I  think  I  may  therefore  be  ex- 
cused from  the  criticism  of  Dr.  Johnstone. 

I  think  Dr.  Munde's  method  is  applicable  to  a  large  number 
of  fistula?  where  the  sinus  is  uncontaminated  with  fecal  matter. 
In  the  presence  of  fecal  discharge  my  own  method  has  Ihe  ad- 
vantage of  dividing  oflP  the  fecal  fascia  and  leaving  an  opening 
entirel}'  clean.  I  think  this  is  certainly  very  clear,  and  I  am 
sure  it  has  been  successful  in  two  cases. 

(To  be  continued.) 
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Diseases  of  Women.     A  Treatise  on  the  Principles  and  Prac- 
tice of  Gjmecology  for  Students  and  Practitioners.     By  E. 
C.  Dudley,  A.M.,  M.D..  Professor  of  Gynecology,  North- 
western  University   Medical   School;    Gynecologist  1o  St. 
Luke's  Hospital,  Chicago,  etc.     Second  edition,  revised  and 
enlarged.     Four  hundred  and  fifty-three  illustrations,  47  in 
colors,  and  8  plates  in  colors  and  monochrome.     Pp.  716. 
Philadelphia  and  New  York:  Lea  Brothers  &  Co. 
Dr.   Dudley  is  to  be   congratulated   in   that  the  practical, 
straightforward  clearness  which  marked  the  first  edition  of  his 
work  has  so  appealed  to  the  profession  as  to  make  a  second 
edition  necessary  within  the  short  time  of  a  year  and  a  half. 
The  present  volume,  while  retaining  the  same  general  group- 
ing of  subjects  according  to  their  pathological  and  etiological 
sequence — an  arrangement  which  has  been   most  generally 
approved — and  most  of  the  subject  matter  of  the  first  edition, 
has  been  most  carefully  revised.     The  functional  disorders  of 
menstruation  have  for  convenience  been  brought  together  in 
new  chapters.     The  sections  on  diagnosis  and  on  bladder  af- 
fections contain   much  new  material.     Clearness  and  force 
have  been  added  to  the  text  by  numerous  changes  in  words 
and  phrasing.     Six  full-page  plates,  thirty-one  illustrations, 
and  seventy-eight  pages  of  reading  matter  have  been  added. 
As  the  first  edition  was  good,  so  this  second  edition  is  better. 

Twentieth  Century  Practice.  An  International  Ency- 
clopedia of  Modern  Medical  Science.  By  leading  authorities 
of  Europe  and  America.  Edited  by  Thomas  L.  Stedman, 
M. D .,  New  York  City.  In  20  volumes.  Vol.  XIX. ,  pp.  828. 
New  York:  William  Wood  &  Co.,  1900. 
Five  hundred  and  twenty-two  pages  of  this  volume  are 
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devoted  to  an  absorbingly  interesting  and  important  work  by 
Marchiafava  and  Bignami,  of  Rome,  on  the  subject  of  malaria. 
In  the  course  of  little  more  than  six  months  our  knowledge  of 
the  biology  of  the  malarial  parasites  outside  the  human  body 
has  so  wonderfully  increased  that  it  is  now  as  well  known,  in 
certain  parts  at  least,  as  is  the  natural  history  of  the  same 
parasites  in  the  blood.  A  question  of  such  great  practical  im- 
portance for  the  physician  as  the  mode  of  entrance  of  the  para- 
sites into  man  has  been  determined  experimentally,  and  where 
only  a  few  months  ago  doubt  was  reasonable,  now  there  is 
certainty.  This  increase  of  our  knowledge  of  the  life  history 
of  the  parasites  has  naturally  modified  our  views  regarding  the 
epidemiology  of  malaria,  has  pointed  out  a  new  and  certain 
method  of  prophylaxis,  and  has  swept  away  forever  much 
traditional  rubbish  that  only  served  to  obscure  our  clear  con- 
ception of  the  disease.  Medicine  is  to  be  congratulated  in  that 
she  has  in  this  demonstration  fairly  rivalled  some  of  the  great 
triumphs  of  surgery. 

The  balance  of  the  volume,  286  pages,  is  taken  up  by  an 
article  by  Simon  Flexner,  of  the  University  of  Philadelphia,  on 
micro-organisms,  and  one  by  Eugene  L.  Opie,  of  the  Johns 
Hopkins,  on  the  parasitic  protozoa. 

The  Medical  Diseases  of  Childhood.     By  ISTathan  Op- 
PENHEIM,  A.B.,  M.D.,  author  of  "  The  Development  of  the 
Child,"'  Attending  Physician  to  the  Children's  Department  of 
Mt.  Sinai  Hospital  Dispensary.     With  101  original  illustra- 
tions in  half-tone  and  19  charts.     New  York:  The  Macmillan 
Co.;  London:  Macmillan  &  Co.,  Ltd.,  1900. 
This  book — which,  by  the  way,  is  a  beautiful  example  of  the 
printer's  art — contains  653  pages.     In    point  of  size  it  must 
therefore  be  classified  as  holding  a  middle  position  between  the 
student's  compends  and   the   exhaustive  text  books.     Holt's 
book,  for  instance,  contains  over  eleven  hundred  pages  and  is 
more  closely  printed. 

Dr.  Oppenheim  has  a  good  style.  His  sentences  are  clear 
and  terse,  and  he  is  manifestly  an  enthusiast  on  embryology 
and  pathology.  There  are  many  good  things  in  the  book,  and 
the  medical  man  who  is  already  the  possessor  of  a  more  de- 
tailed work  will  find  it  a  valuable  and  pleasing  addition  to  his 
library.  He  will,  however,  find  that  it  does  not  contain  those 
details  of  symptomatology  and  of  technical  procedures  which 
brought  to  the  larger  work  above  referred  to  such  immediate 
and  widespread  popularity.  Active  practitioners  refer  to  text 
books  to  refresh  their  memories  often  on  most  trivial  subjects 
— how  hot  should  a  bath  be  to  fulfil  certain  indications,  hosv 
high  should  a  douche  bag  be  held  under  certain  circumstances, 
etc.,  etc.,  ad  infinitum.  The  most  generally  useful  text  book 
is  the  one  which  takes  the  least  for  granted  and  presumes 
complete  mental  vacuity  on  the  part  of  its  readers.  The  illus- 
trations in  Dr.  Oppenheim's  book  demand  a  word  of  mention. 
They  are  without  exception  photomicrographs  of  pathological 
o3 
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or  physiological  sections,  and  in  his  preface  the  author  states 
his  belief  that  these  will  prove  of  greater  value  than  the  cus- 
tomary plates  of  patients,  instruments,  etc.  We  cannot  agree 
to  this.  Photomierogi-aphs  of  stained  sections  are  almost  inva- 
riably extremely  disappointing  practically,  and  those  of  Dr. 
Oppenheim  are  no  exception  to  this  rule.  On  the  other  hand, 
clinical  photographs  are  often  of  great  value,  and  it  certainly 
is  not  unusual  for  a  correct  diagnosis  to  be  arrived  at  largely 
through  the  resemblance  of  the  case  in  hand  to  some  text  book 
plate,  fortified  by  the  descriptions  and  explanations  in  the 
text.  w.  L.  B. 

The  Care  of  the  Child  in  Health.  By  Nathan  Oppen- 
heim, A.M.,  M.D.,  Attending  Physician  to  the  Children's 
Department  of  Mount  Sinai  Hospital  Dispensary.  Pp.  300. 
New  York:   The  Macmillan  Co.,  1900. 

This  is  a  dainty  little  book  which  appeals  to  you  through  its 
simple  red  binding,  its  fine  paper,  uncut  edges,  and  clear  type. 
You  read  the  first  page,  the  first  chapter,  and  on  to  the  end 
with  an  increasing  feeling  of  pleasure  in  its  charming  literary 
style,  an  increasing  feeling  of  respect  for  the  high  ideal  of  its 
author  and  the  thoughtful  manner  of  his  expression.  The 
value  of  the  work  lies  not  so  much  in  the  routine  chapters  on 
feeding,  bathing,  sleep,  and  exercise — though  these  are  all 
excellent — as  it  does  in  the  manner  in  which  it  develops 
the  high  obligations  and  rewards  of  maternity,  the  relation  of 
parents  to  children,  and  the  importance  of  right  principles  in 
the  formation  of  early  habits  and  in  the  early  education  of  the 
child.  No  one  can  read  its  lines  without  a  feeling  of  benefits 
received.  You  are  impressed  that  the  book  is  because  its 
writer  had  what  is  of  value  to  say,  and  that  he  has  said  it  well. 

Venereal  Diseases,  their  Complications  and  Sequels. 
By  Edward  L.  Keyes,  A.M.,  M.D.,  late  Professor  of 
Dermatology  and  Genito-urinary  Surgery  in  the  Bellevue 
Hospital  Medical  College,  Consulting  Surgeon  to  Bellevue 
Hospital,  etc.;  and  Charles  H.  Chetwood,  M.D,,  Profes- 
sor of  Genito-urinary  Surgery  in  the  New  York  Polyclinic 
College  and  Hospital,  etc.  Pp.  350.  Illustrated  by  8  full- 
page  plates  in  black  and  colors  and  107  engravings.  New 
York:  William  Wood  &  Co.,  1900. 

Twenty  years  ago,  principally  to  disseminate  his  teachings 
on  the  treatment  of  syphilis  and  to  combat  the  furor  then  rag- 
ing for  anterior  urethrotomy,  Dr.  Keyes,  the  senior  author  of 
this  volume,  issued  a  work  of  identical  title.  The  tonic  treat- 
ment of  lues  by  the  prolonged  mild  use  of  mercury,  in  such  a 
way  as  to  do  the  patient  no  harm  while  his  malady  is  being 
mastered,  is  to-day  so  widely  spread,  understood,  and  accepted 
that  no  radical  change  is  required  in  the  presentation  of  the 
subject,  and  we  find  none  in  the  present  volume.  In  the  sec- 
tion dealing  with  diseases  of  the  urethra,  however,  time  and 
experience,  bacteriology  and  therapeutics,  have  revolutionized 
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the  ideas  of  only  a  few  years  ago,  until  now  an  entirely  new 
presentation  of  the  subject  has  become  necessary,  and  Dr. 
Chetwood,  the  junior  author,  has  entirely  remodelled  and 
rewritten  this  portion  of  the  book,  so  that  it  becomes  of  the 
first  importance  and  expresses  clearly  and  practically  the  most 
approved  and  modern  teaching.  Especial  care  is  taken  in  the 
description  of  the  treatment  by  irrigation,  and  the  chapter  on 
chancroids  has  been  recast.  A  valuable  chapter  on  syphilis 
of  the  nervous  system  is  contributed  by  Dr.  Pierce  Bailey,  con- 
sulting neurologist  to  St.  Luke's  Hospital,  New  York. 

The  Irrigation  Treatment  of  Gonorrhea,    its  Local 
Complications  and  Sequelae.    By  Ferd.  C  Valentine, 
M.D.,    Professor  of  Genito-urinary    Diseases,    New  York 
School  of  Clinical  Medicine;  Genito-urinary  Surgeon  to  the 
West  Side   German  Dispensary,  etc.     Pp.   212,  57  illustra- 
tions.    New  York:  William  Wood  &  Co.,  1900. 
The  modern  treatment  of  gonorrhea  by  irrigation  has  given 
results  so  positive  and  certain  that  the  older  therapeusis  has 
been  outclassed  and  distanced  in  the  race.     Dr.  Valentine's 
work,  in  a  minute  and  careful  exposition  of  the  subject,  places 
before  the  physician  who  may  not  be  already  familiar  with  its 
details  the  rationale  and  technique  of  irrigation  in  acute  gon- 
orrhea, the  advantages  of  dilatations  and  irrigations  in  chronic 
gonorrhea,  the  dangers  of  uncured  gonorrhea  and  the  means 
of  locating  the  foci  of  the  disease  after  its  external  manifesta- 
tions have  subsided,  and  finally  urges  physicians  to  use  their 
influence  for  the  dissemination  of  a  better  understanding  of 
the  disease. 

The  International  Medical  Annual  and  Practitioner's 

Index.     A  Work  of  Reference  for  Medical  Practitioners. 

Pp.  748.     Illustrated.    Published  by  E.  B.  Treat  &  Co.,  New 

York  and  Chicago,  1900. 
The  American  Year  Book  of  Medicine  and  Surgery. 

Edited  by  George  M.  Gould,   M.D.     Two  vols.,  pp.  1120. 

Illustrated.     Philadelphia:  W.  B.  Saunders,  1900. 
Progressive  Medicine.     A  Quarterly  Digest  of  Advances, 

Discoveries,  and  Improvements  in  the  Medical  and  Surgical 

Sciences.     Edited   by   Hob  art  Amory   Hare,   M.D.,   and 

Charles  Adams    Holder,   M.D.     Vol.   I.,   March,   1900. 

Pp.  428.     Philadelphia  and  New  York:  Lea  Brothers  &  Co., 

1900. 

While  these  three  works  are  essentially  similar  in  their  gen- 
eral plan,  they  differ  much  in  scope  and  detail.  The  Annual, 
now  in  its  eighteenth  year,  is  the  smallest,  cheapest,  and  most 
condensed.  It  is  the  work  of  some  forty  contributors  selected 
from  the  profession  of  America  and  England,  and  covers  every 
department  of  medicine  and  surgery.  The  Year-Book,  in  two 
volumes,  Medicine  and  Surgery,  is  a  more  ambitious  work,  is 
larger,  printed  in  clearer  type  on  better  paper,  is  well  edited 
and  carefully  written.     Its    contributors    are    all  from    the 
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United  States  and  mostl}'  from  Philadelphia.  Progressive 
Medicine,  in  four  volumes,  has  the  space  to  treat  its  subjects 
still  more  in  detail,  and  its  various  chapters  are  more  academic 
in  style.  Its  writers  are  from  both  England  and  America. 
It  is  well  printed  from  clear  type  on  good  paper. 

Atti  della  Societa  Italiana  di  Ostetricia  e  Ginecolo- 
GiA.     Reported   by   Cesare  Micheli.      Vol.  V.,  pp.   681. 
Rome:  Tipografia  delT  Unione  Co-operativa  Editrice,  1898. 
Seventy-three  articles  on  obstetrical  and  gynecological  sub- 
jects, together  with  the  discussions  thereof,  are  given  in  this 
volume  and  constitute  a  most  valuable  resume  of  the  work 
done  in  this  field  in  1898.     Where  all  is  of  such  interest  it 
would  be  invidious  to  single  out  special  articles  for  analysis. 
The  subjects  range  from  the  treatment  of  uterine  prolapse  and 
lacerations  of  the  cervix,  through  various  diseases  of  the  ute- 
rus and  appendages,  complications  of  pregnancy  and  labor,  up 
to  Cesarean  section  and  other  major  operations.     The  illustra- 
tions are  many  and  good.     The  book  is  well  printed  and  a 
credit  to  both  author  and  publisher. 

An  Introduction  to  Dermatology.  By  Norman  Wal- 
ker, M.D.,  Assistant  Physician  for  Diseases  of  the  Skin  to 
the  Royal  Edinburgh  Infirmary.  Pp.  246,  with  30  plates 
and  34  illustrations  in  the  text.  New  York:  William  Wood 
&  Co.,  1899. 

There  is  more  in  this  small  volume  than  its  modest  title 
would  seem  to  imply.  It  contains  short,  practical,  and  very 
clear  descriptions  of  all  the  lesions  of  the  skin  which  the  ordi- 
nary practitioner  is  liable  to  meet,  and  is  illustrated  by  a 
number  of  very  instructive  and  typical  plates. 
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OBSTETRICS. 

Indications  for  Operation  for  Uterine  Fibroids  complicat- 
ing Pregnancy. — H.  Delageniere'  believes  that  induced  abor- 
tion for  this  condition  should  be  absolutely  discarded,  on 
account  of  the  high  mortality  which  has  resulted.  If  preg- 
nancy has  been  normal  in  its  course;  if  the  fibroids  are  small, 
or  if  larger  are  situated  in  the  fundus,  no  intervention  should 
be  attempted.  If  pains  are  caused  by  compression  of  pelvic 
organs  by  the  tumor,  especially  when  the  tumor  is  incarcerated 
in  the  pelvic  cavity,  intervention  is  necessary.  Absolute  indi- 
cations for  operation  include  compression  of  the  ureters  and 
bladder  and  of  the  rectum,  hemorrhage  from  placenta  previa, 
and  placental  hemorrhages  leading  to  death  of  the  fetus.  All 
fibroids  of  the  cervix  protruding  into  the  vagina  may  be  re- 
moved without  danger  to  mother  or  fetus,  and  this  should  be 
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done  in  all  cases.  Myomectomy  is  indicated  for  fibroids  of 
abdominal  evolution  when  single  and  pedunculated  or  included 
in  the  broad  ligament.  The  uterus  must  also  be  removed  when 
filled  with  fibroids  whose  growth  has  already  interfered  with 
pregnancy;  when  the  fetus  is  dead  or  in  danger  of  death, 
especially  when  the  tumor  is  in  the  lower  segment  of  the 
uterus  and  would  oppose  the  expulsion  of  the  dead  fetus;  when 
the  child  is  viable;  in  cases  of  malignant  tumors.  For  re- 
moval of  the  uterus  Delageniere  prefers  total  hysterectomy 
or  supravaginal  hysterectomy,  giving  the  choice  to  the  latter 
when  the  vault  of  the  vagina  can  be  left  without  causing 
trouble.     He  cites  a  number  of  illustrative  cases. 

Porro  Operation  for  Cancer  of  Gravid  Uterus. — Draghies- 
co  and  Christian  '  relate  the  clinical  history  of  a  case  of  carci- 
noma of  the  cervix  in  a  woman  who  was  seen  when  in  the 
ninth  month  of  pregnancy.  Labor  began  normally  and  the 
membranes  ruptured,  but  rigidity  of  the  cervix  caused  by  the 
neoplasm  prevented  its  dilatation.  By  a  Porro  operation  the 
child  was  saved  and  the  life  of  the  mother  prolonged.  One 
month  after  the  operation  the  discharge  had  ceased  and  the 
patient  was  able  to  walk;  two  months  after,  phlegmasia  alba 
dolens  of  the  left  and  then  of  the  right  lower  extremity  super- 
vened, and  later  pulmonary  embolism,  the  symptoms  of  which 
disappeared  within  a  few  days.  The  writers  believe  that  in 
such  cases  as  this  the  life  of  the  child  is  of  the  greater  import- 
ance, and  so  prefer  the  treatment  they  adopted  to  induction  of 
premature  labor,  total  hysterectomy  before  the  child  is  viable, 
or  ligation  of  the  blood  vessels  supplying  the  uterus. 

Kctopic  Gestation. — An  interesting  case  of  this  affection  is 
described  by  Severeano.^  The  patient,  32  years  old,  had  an 
occlusion  of  the  nasopharynx  by  adhesion  of  the  soft  palate 
to  the  posterior  pharyngeal  wall,  due  to  persistent  ulceration 
of  this  region  at  the  age  of  12.  Menstruation  at  14,  painless, 
irregular,  profuse;  married  at  20;  one  child  at  term,  which 
died  later  of  convulsions.  Ten  years  ago,  after  exertion,  had  a 
sharp  pain  in  the  right  iliac  fossa  and  temporary  amenorrhea. 
Eighteen  months  ago  menstruation  ceased  and  the  abdomen 
gradually  enlarged,  but  without  pain  until  two  months  before 
operation.  A  semi-solid,  slightly  fluctuating  tumor  to  the 
right  of  the  median  line,  extending  from  the  iliac  fossa  to  the 
umbilicus,  and  fluctuation  in  the  right  cul-de-sac,  were  found 
upon  examination.  Operation  revealed  a  tumor  the  size  of  an 
adult  head,  adherent  to  neighboring  organs,  containing  a 
sero-purulent  fluid  and  a  dead  and  macerated  fetus,  cord  and 
placenta.  The  cyst  was  enucleated  and  the  abdomen  irrigated 
and  drained.     Death. 

E.  R.  Smith  *  reports  a  case  in  which  two  tubal  pregnancies 
occurred  in  a  patient  in  one  year.  Both  tubal  pregnancies 
ruptured  and  required  abdominal  section  and  the  removal  of 
a  tube.  The  second  pregnancy  occurred  ten  months  after  the 
first  operation. 

Prolapse   of  the  Gravid  Uterus. — L.  Hirigoyen"*  has  re- 
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centh'  observed  a  case  of  incomplete  prolapse  of  the  uterus  at 
the  sixth  month  of  pregnancy,  the  cervix  protruding  about  one 
and  a  half  inches  from  the  vulva.  The  uterus  was  replaced 
and  held  in  position  by  tampons.  The  patient  was  kept  in  the 
recumbent  position,  and  at  the  time  of  reporting  the  case,  one 
month  after  the  accident,  the  pregnancy  was  continuing  nor- 
mally. 

A  Breast  Binder  for  Postpartum  Use. — J.  B.  Cooke  °  ad- 
vises the  use  of  a  bandage  made  similar  to  the  illustration  given 
below.  After  the  shoulder  straps  are  adjusted  and  pinned,  the 
ends  are  to  be  drawn  well  together  and  pinned  in  the  median 
line  over  the  sternum.  According  to  the  tension  employed, 
the  binder  will  merely  support  the  breasts  or  actually  com- 
press them.  The  binder  is  cut  out  of  moderately  heavy  un- 
bleached muslin;  edges  should  be  "  overcast  "  to  prevent  fray- 
ing. By  enlarging  the  diagram  to  19x36  inches,  and  tracing 
out  the  figure  on  the  squares,  the  pattern  may  be  obtained. 
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Cooke's  breast  binder. 

Sectio  Cesarea  in  Moribunda. — Prokess'  reports  a  case 
of  Cesarean  section  in  a  primipara  25  years  old,  who  arrived 
at  the  hospital  moribund  and  in  an  unconscious  condition.  A 
premature  child  was  obtained,  which  continued  to  live  and 
left  the  hospital  in  good  health.  The  woman  died  eight  hours 
post  partum.  Postmortem  showed  thrombosis  of  the  lateral 
sinuses  and  pulmonary  edema. 

Cesarean  Section. — Gerboud"  discusses  the  various  inci- 
sions which  have  been  employed  in  opening  the  uterus.  Of 
these  he  favors  one  which  is  longitudinal  and  extends  along 
the  anterior  surface  of  the  uterus  from  the  ring  of  Bandl  as  far 
as  the  fundus,  if  necessary.  The  transverse  incision  of  the 
fundus  may  be  employed  in  some  cases. 

The  Cure  and  Prevention  of  Uterine  Retrodisplace- 
ments  during  the  Puerperium. — In  cases  of  retroflexion  pre- 
dating pregnancy,  Rissmann  *  advises  the  introduction  of  a 
large  pessary  about  the  fifth  or  sixth  day  post  partum.  He 
selects  the  fifth  day  because  at  that  period  coils  of  intestines 
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descend  between  the  uterus  and  abdominal  wall.  Besides  the 
pessary,  the  patient  is  urged  to  assume  periodically  the  genu- 
pectoral  position.  The  author  warns  against  keeping  the 
patient  in  the  continuous  recumbent  position;  puerperse  should 
assume  by  preference  the  lateral  position. 

Dermoid  Cysts. — Eischer'  removed  a  large  ovarian  tumor, 
the  size  of  a  child's  head  and  obstructing  the  pelvic  outlet, 
from  a  multipara  eight  months  pregnant.  The  tumor,  located 
in  Douglas'  cul-de-sac,  was  a  dermoid  cyst;  it  was  removed 
through  an  opening  in  the  posterior  fornix.  Slight  labor  pains 
appeared  after  the  operation;  the  woman,  however,  went  to 
full  term,  when  she  was  delivered  of  a  living  child  without 
any  difficulty. 

Tetanus  Puerperalis. — Kentmann  '°  publishes  a  graphic 
description  of  a  fatal  case  of  puerperal  tetanus.  The  woman, 
a  Illpara,  29  years,  perfectly  healthy,  experienced  a  severe  fall 
and  in  consequence  aborted  when  about  three  months  preg- 
nant. The  attending  midwife  stated  that  no  vaginal  exami- 
nation was  made.  She  administered,  however,  a  vaginal 
douche  with  patient's  own  syringe.  About  six  days  post 
abortum  the  first  symptoms  of  tetanus  were  noticed,  consisting 
of  stiffness  of  the^  neck  and  difficulty  in  deglutition.  These 
were  soon  followed  by  all  the  characteristic  symptoms,  and  in 
spite  of  antitoxin  injections  and  all  other  approved  methods  of 
treatment,  patient  perished  two  days  later.  The  author  has 
collected  44  cases  besides  his  own.  and  discusses  the  etiology 
of  this  rare  but  terrible  sequel  of  the  puerperium. 

Pregnancy  and  Normal  Delivery  One  and  a  Half  Years 
after  Removal  of  Both  Ovaries.— Kossmann"  reports  the  fol- 
lowing unique  case:  On  November  12,  1895,  he  extirpated  both 
ovaries  in  a  woman  who  suffered  from  oophoritis.  The  tubes 
were  not  removed.  Vaginofixation  completed  the  operation. 
Aljout  one  and  a  half  years  later  the  husband  reported  his  wife 
pregnant,  which  was^  verified  at  a  subsequent  examination. 
December  2  Kossmann  was  summoned  to  patient,  but  upon 
arrival  (two  and  a  half  hours  after  beginning  of  labor)  found 
her  delivered  of  a  Kving  child.  It  must  be  surmised  that 
particles  of  ovarian  tissue  were  left  behind,  which  remained 
active.     At  the  time  of  this  report  patient  is  again  pregnant. 

Puerperal  Mastitis. — Brouha'"  reports  such  a  case  on  ac- 
count of  its  occurrence  at  a  period  soon  after  labor.  The  first 
symptoms  were  noticed  within  twelve  hours  after  delivery  and 
before  the  child  had  been  nursed.  No  causative  lesion  of  the 
breast  could  be  found  and  no  infection  of  the  genital  tract  was 
present.  The  writer  attributes  the  mastitis  to  the  efforts  be- 
fore labor  to  obtain  perfect  cleanHness  of  the  nipples,  during 
which  the  germs  may  have  entered  the  breast  through  some 
slight  solution  of  continuity  of  its  surface. 

Vegetations  of  the  Vulva  in  Pregnant  Women.— A. 
Lefer  ''  holds  that  during  pregnancy,  as  well  as  at  other  times, 
the  existence  of  vegetations  upon  the  vulva  is  due  simply  to 
irritating  discharges   from  the  vagina  or  urethra.     Lack  of 
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cleanliness  is  a  rery  important  cause;  diabetes  and  anemia 
often  predispose.  Vegetations  usually  diminish  after  preg- 
nancy ends,  but  generally  do  not  completely  disappear.  They 
have  been  treated  by  various  caustics,  but  are  preferably  re- 
moved with  scissors,  with  subsequent  cauterization  with  silver 
nitrate. 

Hysterectomy  for  Puerperal  Infection. — R.  Bonamy " 
gives  as  indications  for  this  operation:  failure  of  other  treat- 
ment, especially  curettage;  increase  of  constitutional  symp- 
toms; the  cause  of  infection,  such  as  retained  placenta;  general 
peritonitis;  puerperal  infection  in  a  case  requiring  Cesarean 
section.  He  calls  attention  to  the  necessity  of  absolute  diag- 
nosis of  the  cause  of  infection,  and  states  that  acute  septicemia 
and  general  weakness,  without  streptococci  in  the  blood,  are 
absolute  contraindications  for  operation. 

Dystocia  due  to  Bandl's  Ring.— C.  Hahl "  relates  the  fol- 
lowing history:  Patient  24  years  old;  always  well  except  for 
one  miscarriage;  had  never  received  gynecological  treatment. 
Labor  at  term  began  the  day  before  admission  to  the  Helsing- 
fors  Maternity  Hospital.  Cervix  admitted  three  fingers;  fun- 
dus contracted.  Ten  centimetres  above  the  cervical  opening 
was  a  stenosis,  two  centimetres  in  diameter,  with  rigid  margin; 
above  this  the  fetal  head.  The  child  being  dead,  the  stenosis 
was  forcibly  dilated,  the  cranioclast  and  basiotribe  applied  in- 
effectually, and  finally  a  knee  was  drawn  down  and  delivery 
completed.  At  the  time  of  discharge  from  the  hospital  the 
uterine  sound  met  the  annular  obstruction  6.5  centimetres  from 
the  external  os. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Hysteromyomectomy. — Otto  G.  Ramsey'"  describes  an  un- 
usual method  of  performing  this  operation.  The  incision  was 
made  in  the  median  line  rather  high  up  to  avoid  an  elevated 
bladder.  On  examination  it  was  found  that  the  tumor  mass 
could  not  be  delivered  through  the  incision  usually  made  in  a 
hysteromyomectomy,  and  on  further  examination  the  reason 
for  this  was  discovered  to  be  the  extension  of  the  growth  into 
the  cul-de-sac.  The  tubes,  with  the  broad  ligaments  and 
ovaries,  were  found  raised  up,  but  lying  somewhat  anterior  to 
the  main  mass  of  tumor,  and  on  tracing  them  to  their  origin 
the  tumor  was  found  to  have  arisen  entirely  from  the  fundus 
and  posterior  surface  of  the  uterus,  and  the  cervix  and  lower 
portion  of  the  body  of  the  uterus  could  be  recognized  lying, 
covered  by  the  bladder,  on  the  anterior  surface  of  the  tumor 
proper. 

In  the  first  place,  the  vesical  peritoneal  reflexion  on  to  the 
uterus,  which  was  much  higher  than  usual,  was  definitely 
recognized  and  the  peritoneum  at  this  point  incised.  The  blad- 
der was  then  pushed  down  for  a  distance  of  five  or  six  centi- 
metres, exposing  the  lower  portion  of  the  body  of  the  uterus 
and  the  cervix.     When  this  had  been  accomplished,  the  uterine 
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vessels  on  each  side  could  be  felt  pulsating  distinctly  where 
they  passed  to  the  cervix.  The  plan  of  the  operation  which  it 
was  then  determined  to  follow  was  to  tie  the  uterine  vessels  on 
both  sides,  then  to  cut  across  the  cervix,  and  after  that  to 
deliver  the  tumor  from  the  cul-de-sac,  thus  reversing  the  usual 
steps  in  the  operation.  The  ovaries  were  freed  from  the  tumor 
by  a  series  of  ligatures  near  the  uterine  cornu,  as  it  was  the 
intention  not  to  remove  them;  this  was  easily  accomplished, 
as  their  relations  were  not  much  distorted  from  the  normal. 
The  uterine  arteries  were  tied  just  at  the  point  where  they 
curve  up  to  reach  the  cervix.  Then,  as  previously  determined, 
the  uterus  was  cut  across  from  side  to  side,  thus  loosening  the 
tumor  entirely  from  its  cervical  and  broad-ligament  attach- 
ments. The  tumor  was  then  fixed  in  the  abdominal  cavity 
only  by  its  extension  into  the  cul-de-sac;  on  attempting  to 
raise  it  from  this  position  it  was  found  densely  adherent  to  the 
whole  cul-de-sac  and  to  the  rectum  posteriorly.  These  adhe- 
sions were  carefully  separated  by  raising  the  tumor  slowly 
and  dividing  them  with  the  finger  as  they  came  into  view. 
The  densest  adhesions  were  found  between  the  rectum  and  the 
tumor,  and  here  some  difficulty  was  experienced  in  the  detach- 
ment, though  a  slow  removal  prevented  any  injury  to  the 
rectal  coats.  After  removal  of  the  tumor  the  remamder  of  the 
operation  was  carried  out  in  the  usual  manner,  the  amputated 
cervix  was  closed  in  with  catgut  sutures,  and  the  bare  area  on 
the  floor  of  the  pelvis  covered  by  drawing  the  anterior  and  the 
posterior  layers  of  the  peritoneum  together  with  catgut  sutures. 
The  large,  over-distended  bladder  was  left  puckered  over  the 
cervix,  and  the  wound  appeared  as  usual  after  a  normal  hys- 
teromyomectomy.  Several  oozing  points  on  the  rectum  were 
checked  by  fine  catgut  sutures,  the  peritoneal  cavity  was 
cleansed,  and  the  abdominal  incision  closed  in  the  usual 
manner. 

The  convalescence  was  normal,  save  for  a  slight  collection  of 
blood  above  the  stump  of  the  cervix  between  it  and  the  blad- 
der, which  was  easily  evacuated  by  dilating  the  cervical  canal; 
otherwise  the  patient  recovered  in  a  perfectly  satisfactory 
manner. 

Extra-abdominal  Shortening  of  the  Round  Ligaments. — 
A.  H.  Goelet '°  makes  an  inch-long  incision  over  the  internal 
ring  parallel  with  Poupart's  ligament.  This  incision  extends 
through  the  skin,  underlying  fat  and  fascia,  down  to  the  exter- 
nal oblique  muscle,  taking  care  not  to  divide  any  of  the  vessels 
encountered,  which  is  accomplished  by  pulling  them  aside  by 
means  of  blunt  hooks.  Retractors  are  inserted,  including  all 
the  structures  separated  down  to  the  external  oblique  muscle, 
and  with  these  the  margins  of  the  wound  are  drawn  apart  so 
as  to  enlarge  the  field  of  operation.  Poupart's  ligament,  which 
serves  as  a  landmark,  is  exposed  by  retracting  the  lower  mar- 
gin of  the  wound  while  traction  upon  the  upper  margin  is 
relaxed.  A  point  about  two  lines  above  Poupart's,  midway 
between  the  angles  of  the  incision,  is  selected,  and  with  a  seal- 
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pel  the  aponeurosis  of  the  external  oblique  musole  is  divided  for 
a  distance  of  a  quarter  of  an  inch  only  in  the  direction  of  the  fibres 
of  the  muscle.  The  two  blunt  hooks  are  then  inserted  into  this 
incision,  and  the  fibres  of  the  muscle  are  separated  down  to  the 
inguinal  canal.  Through  this  opening  in  the  roof  of  the  canal 
a  little  below  the  internal  ring  the  round  ligament  is  sought. 
With  one  blunt  hook  the  roof  of  the  canal  constituting  the  up- 
per margin  of  the  incision  is  lifted  up,  and  with  anotber  blunt 
hook,  inserted  sideways  and  directed  upward,  the  ligament  is 
caught  and  drawn  out.  To  avoid  handling  the  ligament  a 
thread  of  stout  silk  is  passed  through  the  loop  as  soon  as  it  is 
drawn  up  through  the  incision,  and  the  two  ends  are  caught 
with  a  hemostatic  clamp  close  to  the  ligament.  Traction  is 
then  made  on  the  ligament  until  all  the  slack  is  drawn  out. 
The  peritoneal  covering  that  draws  out  with  the  ligament  is 
either  stripped  back  or  is  incised  all  around  so  the  ligament 
will  play  easily  through  the  ring.  The  ligaments  should  be 
drawn  out  sufficiently  to  bring  the  fundus  well  forward  against 
the  anterior  abdominal  wall.  Usually  the  redundant  ligament 
drawn  out  will  measure  from  five  to  seven  inches. 

At  this  stage  the  first  sustaining  suture  is  introduced.  The 
suture  material  used  is  silkworm  gut.  It  is  threaded  directly 
into  a  large  quarter-curved  needle.  This  suture  serves  the 
double  purpose  of  securing  the  ligament  as  it  emerges  through 
the  incision  in  the  roof  of  the  canal,  preventing  it  from  retract- 
ing into  the  abdomen,  and  also  aids  in  closing  the  wound  in  the 
integument.  It  is  passed  from  above  downward,  being  made 
to  enter  the  integument  a  quarter  of  an  inch  from  the  upper 
margin  of  the  incision,  penetrates  the  underlying  fat  and  fascia, 
then  the  margins  of  the  incision  in  the  roof  of  the  canal  and 
the  thick  part  of  the  round  ligament  as  it  emerges  through  this 
incision,  and  is  brought  out  on  the  integument  below  at  a  point 
opposite  its  insertion  above.  This  suture  is  not  tied  until  the 
second  has  been  introduced,  but  the  ends  are  grasped  with  a 
hemostatic  clamp  so  as  to  prevent  it  being  inadvertently  pulled 
out.  The  redundant  loop  of  round  ligament  is  secured  by 
being  woven  under  the  fibres  of  the  external  oblique  muscle 
above  the  canal,  and  the  remaining  loop  end  is  folded  down 
across  the  bottom  of  the  wound  on  the  surface  of  the  muscle. 
The  second  suture,  which  also  serves  a  double  purpose  by  aid- 
ing in  securing  the  ligament  and  closing  the  wound,  is  inserted 
through  the  integument  above,  penetrates  the  thick  portion  of 
the  round-ligament  loop  as  it  emerges  from  under  the  oblique 
muscle,  then  penetrates  the  muscle  below  to  hold  the  ligament 
flat  against  its  surface,  then  penetrates  the  extreme  end  of  the 
loop  of  ligament  and  is  brought  out  upon  the  surface  below  at 
a  point  opposite  its  insertion  above.  The  ends  of  this  suture 
are  also  caught  with  a  hemostatic  forceps.  The  wound  is  now 
flushed  with  warm  normal  salt  solution,  and  is  closed  by  tying 
the  upper  suture  first  and  the  lower  one  afterward.  They  are 
drawn  tight  enough  to  approximate  the  margins  of  the  wound 
perfectly.     Out  of  160  cases  operated  on  by  the  above-described 
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operation,  there  have  been  no  failures  and  no  recurrence  of  the 
displacement,  though  in  two  pregnancy  occurred  shortly  after 
and  full-term  children  were  born  within  a  year  after  the 
operation. 

Sterilization  of  Catgut. — Charles  A.  Elsberg  "  uses  the 
following  method:  1.  Catgut,  freed  from  fat,  is  tightly  wound 
in  single  layers  on  suitable  spools.  2.  The  spools  are  boiled 
for  from  ten  to  thirty  minutes  in  a  hot  saturated  solution  of 
ammonium  sulphate  in  water,  made  by  adding  chemically 
pure  ammonium  sulphate  to  boiling  water  until  no  more  will 
dissolve.  3.  Two  per  cent  carbolic-acid  solution  may  be  sub- 
stituted for  the  water  if  a  quicker  sterilization  (three  to  ten 
minutes)  is  desired,  or  1  :  1000  chromic  acid  solution  if  the  cat- 
gut is  to  be  chromicized.  4.  The  spools  are  thoroughly  washed 
by  agitation  for  from  one  to  two  minutes  in  cold  or,  better, 
warm  sterile  water,  carbolic  acid,  or  bichloride  solution  of  any 
strength.  5.  The  catgut  spools  are  preserved  in  strong  alco- 
hol. 6.  For  resterilization  the  catgut  spools  are  boiled  for 
from  five  to  fifteen  minutes  in  any  of  the  solutions,  and  washed 
in  the  same  manner  as  described  under  4. 

Cysts  of  the  Breast. — Thomas  Brj-anf  draws  the  follow- 
ing conclusions  from  his  experience  with  cysts  of  the  breast: 
(1)  That  simple  cysts  of  the  breast  are  far  more  common  than 
they  are  generally  believed  to  be;  (2)  that  they  are  chiefly 
found  in  women  during  the  same  period  of  life  as  that  in 
which  cancer  is  met  with;  (3)  that  they  are  mostly  quite 
amenable  to  local  treatment  without  the  sacrifice  of  the  breast 
gland  in  which  they  are  situated;  and  (4)  that  there  is  no 
reason  to  believe  that  women  who  have  these  cj'sts  are  more 
prone  to  cancer  than  those  who  have  them  not. 

Of  230  cases  of  breast  disease  there  were  163  of  diagnosed 
cancer  or  sarcomatous  disease  and  67  of  diagnosed  cystic  dis- 
ease, the  cystic  disease  bearing  to  the  former,  or  cancerous  dis- 
ease, the  relative  proportion  of  29.1  to  70.9  per  cent. 

To  prove  his  second  conclusion  he  gives  the  following 
figures:  Of  44  cases  of  cysts  of  the  breast  in  which  the  diagno- 
sis was  confirmed  by  operation,  11  occurred  in  women  under 
40  years  of  age  and  33  in  women  over  40  years.  Out  of  23 
cases  diagnosed  but  not  proved  to  be  examples  of  the  same  af- 
fection, 4  were  under  and  19  were  over  40  years  of  age,  the  con- 
clusion being  that  52  of  the  whole  number  of  67  cases,  or  77.5 
per  cent,  took  place  in  women  over  40  years  of  age.  To  help 
the  diagnosis  a  careful  local  examination  should  be  made,  with 
the  patient  placed  flat  upon  a  couch  and  the  breast  gland  made 
to  rest  upon  the  ribs,  when,  should  the  surgeon's  sense  of  touch 
be  keen  enough  to  detect  an  elasticity  in  the  swelling,  or  even 
fluctuation,  the  diagnosis  of  a  cyst  may  reasonably  be  haz- 
arded, although  what  the  nature  of  the  contents  of  the  cyst 
may  be  cannot  be  otherwise  than  obscure.  If  a  clear  serous 
fluid  can  be  made  to  flow  from  the  nipple  by  manipulation  of 
or  pressure  upon  the  tumor,  the  probabilities  of  the  cyst  being 
a   simple   serous   cyst  are  much  enhanced.     If  the  fluid  be 
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brown  or  blood-stained  the  existence  of  an  intracystic  growth 
of  some  kind  may  be  suspected,  and  if  the  discharge  be  more 
like  pure  blood  the  presence  of  a  soft,  solid  growth,  sarcoma- 
tous or  carcinomatous,  should  be  feared.  When,  however, 
there  is  no  nipple  discharge,  as  is  often  the  case,  and  the  other 
conditions  are  the  same,  the  chances  against  the  swelling  being 
caused  hj  a  cyst  are  not  lessened,  although  the  view  of  the 
supposed  cystic  enlargement  of  the  breast  being  due  to  the 
presence  of  some  soft  cancerous  growth  would  be  encouraged. 

To  make  the  diagnosis  certain  an  exploratory  incision  should 
be  undertaken,  when,  if  the  lump  be  due  to  a  cyst,  it  should 
be  dealt  with  as  already  described;  and  should  the  tumor  be 
due  to  a  cancerous  infiltration  or  sarcomatous  disease,  the 
breast  gland  should  be  removed,  the  operation  being  in  these 
circumstances  undertaken  at  the  period  of  the  tumor's  growth 
after  which  the  most  favorable  result  may  fairly  be  expected. 
To  allow  a  cyst  to  enlarge  and  persist  for  months,  in  order  to 
make  its  diagnosis  more  certain,  is  a  timid  and  dangerous 
practice;  and  to  allow  a  tumor  which  may  be  cancerous  to 
drift  until  collateral  symptoms  have  made  their  appearance,  so 
as  to  make  its  diagnosis  certain,  is  neglectful  and  culpable; 
for  to  the  patient  delay  in  removing  the  local  disease,  whether 
cystic  or  solid,  is  fraught  with  danger,  whereas  by  early  inter- 
ference nothing  but  good  can  be  achieved. 

Antistreptococcic  Serum. — J.  W.  Washbourn  '°  adminis- 
ters the  serum  in  exactly  the  same  way  as  diphtheria  serum, 
careful  aseptic  precautions  being  observed.  The  dose  is  10  to 
30  cubic  centimetres,  which  may  be  given  two  or  three  times 
a  day  in  acute  cases  and  once  a  day  in  chronic  cases.  If  pos- 
sible it  should  be  injected  near  the  site  of  infection,  for  it  has 
been  experimentally  shown  to  be  more  efficacious  when  admin- 
istered in  this  way.  The  treatment  should  be  commenced  as 
early  as  possible;  nevertheless,  in  many  of  the  successful  cases, 
the  treatment  was  begun  late.  If  the  serum  appears  to  have 
no  effect,  it  is  well  to  try  a  fresh  sample  obtained  from  another 
source.  A  polyvalent  serum,  as  suggested  by  Van  de  Velde, 
may  prove  to  be  more  universally  useful  than  that  at  present 
supplied. 

The  therapeutic  effects  observed  in  successful  cases  are  a 
lowering  of  temperature,  a  subsidence  of  inflammation,  and  a 
general  improvement  in  patient's  condition.  After-effects 
similar  to  those  following  the  use  of  diphtheria  serum  may 
occur.  These  effects  are  due  to  some  constituent  of  the  serum 
other  than  the  protective  substance. 

Uncontaminated  Urine. — H.  A.  Kelly  '^  for  some  years 
has  used  a  glass  catheter.  Each  patient  has  her  own  catheter 
for  her  exclusive  use  as  long  as  she  needs  one.  It  is  sterilized 
by  boiling  five  minutes  in  a  soda  solution,  and  then  placed  in 
an  open-mouthed  bottle  filled  with  a  five  per  cent  carbolic  solu- 
tion or  1:1000  bichloride  of  mercury,  with  some  cotton  on  the 
bottom  to  protect  the  end  of  the  catheter.  Just  before  using 
it  may  be  boiled  again  in  soda  solution .     The  nurse  then  scrubs 
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her  hands  carefully  and  places  the  patient  on  the  bed-pan,  and 
exposes  the  vulva  and  separates  the  labia  so  as  to  expose  the 
urethral  orifice.  She  now  takes  a  pledget  of  cotton,  saturated 
with  a  boric  acid  solution,  in  the  grasp  of  a  forceps,  and  with 
this  thoroughly  cleanses  the  urethral  orifice.  She  now  draws 
two  sterile  finger-cots  over  her  thumb  and  finger  of  the  right 
hand,  and,  thus  well  protected,  grasps  the  catheter  by  its  outer 
end  and  removes  it  from  the  receptacle,  rinses  it  ofi:  in  sterile 
water,  and  gently  introduces  it  into  the  urethra,  allowing  it  to 
take  its  own  way  into  the  bladder,  and  never  under  any  cir- 
cumstances using  force. 

Kelly  points  out  the  fact  that  the  catheter  never  completely 
empties  the  bladder  when  the  patient  is  lying  down,  and  if 
there  is  any  cystitis  it  is  best  to  wash  it  out,  using  a  large 
catheter  with  a  strong  curve  at  its  vesical  end.  After  the 
irrigation  the  curved  end  is  turned  downward  toward  the 
base  of  the  bladder. 

When  he  desires  urine  for  bacteriological  study  he  obtains 
it  in  the  following  manner:  The  catheter  is  sterilized  with  a 
piece  of  rubber  tubing  covering  an  inch  or  more  of  its  outer 
end  and  projecting  about  two  inches  beyond  it.  It  is  then  in- 
troduced, preferably  by  the  physician,  with  the  precautions 
described,  and  the  urine  allowed  to  escape  for  a  few  seconds, 
then  the  rubber  sleeve  is  removed  and  the  urine  collected  in  a 
test  tube.  In  20  cases  sterile  urine  was  taken  as  a  control  ex- 
periment and  in  every  instance  it  remained  sterile. 

In  securing  uncontaminated  urine  from  the  bladder  he  pro- 
ceeds in  a  similar  manner.  The  bladder  is  washed  out  and 
emptied.  The  patient  is  placed  in  the  knee- chest  posture  and 
the  urethral  orifice  exposed,  cleaned,  and  the  catheter  passed. 
The  catheter  is  sterilized  with  a  rubber  sleeve  protecting  and 
projecting  beyond  the  end.  The  operator  draws  on  the  hand 
which  grasps  the  catheter  a  sterilized  half -glove,  and  grasping 
the  catheter,  protected  also  if  needed  by  a  sterile  towel  on  his 
shoulder,  he  introduces  the  end  into  the  ureter  and  pushes  it 
on  up  into  the  kidney.  The  patient  is  then  allowed  to  lie  down 
on  her  side  or  back,  the  sleeve  is  pulled  off,  and  the  sterile  end 
is  placed  in  a  sterile  test  tube  held  in  place  by  a  cotton  plug. 

Treatment  of  Fibromyoma  of  the  Uterus. — T.  B.  Grims- 
dale  "*  puts  among  the  absolute  indications  for  operation  the 
jamming  down  of  the  tumor  by  a  fetal  head,  the  torsion  of  the 
pedicle,  inflammation  and  suppuration  of  the  tumor,  and  he 
has  come  across  cases  where  the  absolute  indication  was 
chronic  peritonitis.  The  relative  indications  for  operation  can 
be  divided  into  (1)  vaginal  and  (2)  abdominal  indications. 
The  relative  indications  are  as  follows:  Rapid  growth  of  tu- 
mor, pain,  size  and  weight,  pressure  symptoms,  bleeding,  fetid 
vaginal  discharge. 

Speaking  generally,  one  might  say  that  vaginal  symptoms 
indicate  the  vaginal  route,  while  abdominal  symptoms  indicate 
the  abdominal  route.  The  chief  advantages  claimed  by  the 
vaginal  route  are  (1)  safety;  this  advantage,  as  far  as  infection 
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from  without  is  concerned,  is  no  safer  than  the  abdominal 
route:  as  regards  accidents,  Grimsdale  does  not  think  the  ad- 
vantage Hes  with  the  vaginal  route.  (2)  Avoidance  of  hernia; 
this  advantage  is  losing  weight  with  the  later  methods  of 
treating  the  abdominal  wound.  (3)  The  third  advantage  is 
the  absence  of  a  visible  scar;  this  is  the  only  advantage 
Grimsdale  gives  against  the  abdominal  route  in  a  comparison 
of  the  two  routes. 

The  disadvantages  of  the  vaginal  operation  are:  First,  we 
must  all  admit  the  possibility  of  making  mistakes  in  the  diag- 
nosis. Slight  mistakes  in  diagnosis  are  of  less  importance 
when  operating  through  the  abdomen.  Next,  there  is  the  diffi- 
culty and  tediousness  of  removing  a  large  fibroid  and  the 
necessity  of  having  to  cut  it  to  pieces  in  order  to  deliver  it. 
We  may  find  out  during  the  operation  that  it  is  possible  to 
save  the  uterus  and  enucleate  the  tumor.  If  we  are  operating 
through  the  abdomen  we  find  this  out  early.  If  we  are  operat- 
ing through  the  vagina  we  probably  find  it  out  too  late  to  save 
the  uterus. 

In  the  treatment  of  the  pedicle  he  prefers  Baer's  method, 
with  the  modification  that  he  leaves  the  ovaries.  He  does  not 
use  drainage. 

Small  tumors,  even  if  they  are  numerous,  may  be  removed 
by  myomectomy  by  either  route.  Distortion  of  the  uterus  ap- 
pears to  Grimsdale  to  be  the  point  of  importance  in  deciding 
whether  myomectomy  is  applicable  to  any  particular  case. 

The  value  of  oophorectomy  and  ligature  of  arteries  is  very 
variable.  He  does  not  think  oophorectomy  a  good  method  of 
attacking  uterine  fibroids.  He  always  leaves  the  ovaries  in 
place,  unless  there  is  some  ver}-  cogent  reason  for  their  re- 
moval. 

Alcohol  Therapy. — Seitz^'  reports  a  series  of  cases  from 
Winckel's  clinic  in  which  alcohol  was  employed  in  the  form  of 
abdominal  compresses  and  vaginal  tampons.  According  to 
Buchner,  alcohol,  if  applied  to  the  body  surface,  produces 
arterial  hyperemia.  Seitz  presumed  that,  owing  to  the  bac- 
tericidal and  resorptive  faculties  of  the  arterial  blood,  this 
active  hyperemia  might  accomplish  some  curative  effects. 
Alcohol  was  used  in  the  form  of  abdominal  compresses  satu- 
rated with  96  per  cent  alcohol  and  covered  with  gutta-percha 
tissue.  The  first  effect  of  such  compresses  is  a  sensation  of 
warmth,  succeeded  by  that  of  cold  owing  to  the  rapid  evapo- 
ration of  the  alcohol.  Except  a  slight  itching  and  maceration 
of  the  skin,  this  treatment  produced  no  bad  effects,  but  a  study 
of  the  cases  must  also  convince  one  to  the  belief  that  curative 
effects  were  also  wanting.  Another  mode  of  applying  alcohol 
consists  in  the  introduction  of  vaginal  tampons  saturated  with 
a  35  per  cent  dilution  of  alcohol.  The  cases  thus  treated  com- 
prised chronic  metritis,  gonorrheal  infections,  and  uterine 
displacements.  The  only  benefit  obtained  consisted  in  a 
diminution  of  vaginal  secretions  in  cases  of  purulent  vaginitis, 
and  even  here  of  only  temporary  effects. 
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Prolapse  of  the  Urethral  Mucosa.— This  prolapse  is,  ac- 
cording to  J.  Voillemin,"  rare  in  women  from  20  to  35  years 
old,  and  occurs  most  frequently  between  the  ages  of  2  and  15 
and  between  40  and  75.  It  is  always  due  to  some  strain,  such 
as  coughing,  constipation,  etc.  If  slight  it  may  be  reduced 
and  kept  in  place  by  pressure  and  rest;  astringent  washes  and 
cauterization  with  silver  nitrate  may  be  employed.  If  larger, 
removal  by  the  thermocautery  is  feasible. 

Effects  of  Hysterectomy. — R.  Abrant"  states  that  when 
both  uterus  and  ovaries  are  removed  symptoms  occur  which 
resemble  those  following  oophorectomy.  Removal  of  the  ute- 
rus alone  generally  causes  a  diminution  or  abolition  of  sexual 
desire  and  sensation. 

Uterine  Fibroids. — Heinricius  **  gives  the  history  of  a 
woman  31  years  of  age  who  gave  birth  to  twins,  the  first  small 
and  still-born,  the  other  delivered  after  craniotomy  on  account 
of  a  tumor  interfering  with  labor.  When  operated  upon,  a 
myoma  the  size  of  an  ostrich  egg  was  found  lying  free  in 
Douglas^  cul-de-sac.  On  the  posterior  surface  of  the  uterus 
near  the  fundus  was  a  cicatrix  which  pointed  to  this  as  the 
origin  of  the  myoma,  whose  pedicle  had  apparently  atrophied. 

Salpingo-oophoritis. — F.  Jayle"  advocates  the  conserva- 
tion of  part  or  the  whole  of  an  ovary,  when  this  is  healthy,  in 
operations  for  salpingo-oophoritis.  He  wishes  to  secure  the 
effects  of  the  ovary  as  a  gland  of  internal  secretion,  as  well  as 
to  allow  the  continuation  of  ovulation  and  menstruation  for 
moral  effect. 

Cancer  of  the  Uterus. — T.  Jonnesco'  reports  an  inoperable 
case  of  cancer  of  the  uterus  and  vagina  with  a  discharge  of 
blood  and  ichorous  pus  in  which  he  ligated,  through  a  supra- 
pubic incision,  the  hypogastric,  uterine,  and  utero-ovarian 
arteries  and  those  of  the  round  ligaments.  At  the  time  of 
reporting  the  case  the  discharge  and  bleeding  had  ceased  and 
the  patient's  general  condition  had  improved.  Jonnesco  insists 
upon  the  importance  of  ligating  the  uterine  arteries  as  far  from 
the  uterus  as  possible,  before  it  gives  off  branches. 

Torsion  of  Pedicle  of  Ovarian  Cyst. — Vitrac  '  presents 
the  history  of  a  case  of  torsion  of  the  pedicle  of  an  ovarian 
cyst  which  simulated  appendicitis  so  closely  that  it  was  ope- 
rated upon  as  appendicitis  and  the  supposed  appendix  re- 
moved. 

REFERENCES. 

'  Soc.  d'Obst. ,  de  Gyn.  et  de  Ped.  de  Paris,  Jan.  18.  *  Ann.  of  Gyn  and 
Ped.,  April.  3  Bull  et  Mem.  de  la  Soc.  de  Bucarest,  t.  ii.,  No  2.  •*  South. 
Cal.  Pract..  April  ^  Rev.  mens,  de  Gyn..  Ob.st  et  Ped.  de  Bordeaux.  Dec. 
and  Jan.  «  Phil.  Med.  Jour. .  March  10.  •>  Cent,  fiir  Gyn..  No  9.  *  Munch, 
med.  Woch  ,  No.  10.  »  Orvosi  Hetilap.  1899.  ^o  Monatschr.  fiir  Geb  und 
Gyn..  Bd.  xi..  H.  2.  "Brit.  Gvn  Jour,  No  60.  '^x^'Obst..  Jan.  15. 
'3  Thesis,  Paris.  1899  '*  Finsk.  Lakaresallsk.  Handl.,  Jan.  '^  Bull.  J.  H. 
Hosp.,  April.  J«  Phil.  Med.  Jour,  April  28.  '"  Med.  Rec,  Mav  5.  "Lan- 
cet, April  28.  'sClevel.  Jour.  Med.,  May  2.  ^o  Trans  North  of  England 
Obst.  and  Gyn  Soc,  March,  ^i  Munch,  med.  Woch,,  No.  12.  «  La  Clm., 
Feb.     "  Presse  med.,  March  17. 


S48  BKIEF   OF   CURRENT   LITERATURE. 

DISEASES  OF  CHILDREN. 

Appendicitis  with  an  Abnormal  Onset. — M.  Breton'  re- 
ports a  case  of  a  young  girl  of  13  who  for  several  years  had 
been  treated  for  mnco-membranous  enteritis  and  suffered 
from  chronic  constipation  witli  occasional  attacks  of  diarrhea. 
November  IG  the  patient  awoke  feeling  generally  uncomfort- 
able, went  to  school  as  usual,  and  ate  her  lunch  at  noon.  At 
2  o'clock" she  had  an  attack  of  vomiting,  went  home,  and  was 
put  to  bed  complaining  of  chilliness.  Vomiting  reappeared. 
There  was  headache,  but  no  abdominal  pain.  No  meteorism, 
abdomen  absolutely  flaccid.  No  painful  point  to  be  found. 
Temperature  37.5°  (09.6°  F.),  pulse  78.  Face  drawn  and  eyes 
hollow.  The  next  day  the  symptoms  were  all  improved  ;  on 
the  iSth  the  temperature  was  37.5°,  but  the  pulse  108.  There 
was  slight  sensitiveness  to  pressure  in  the  pubic  region.  That 
evening  pulse  132°,  temperature  39°  (102.2  F.),  slight  meteor- 
ism, appendicitis  evident.  Operation  performed  on  the  J  9th, 
but  the  child  died  of  septicemia  on  the  25th.  The  question  as 
to  the  onset  of  the  appendicitis  is  difficult  to  solve.  Vomiting 
and  a  drawn  expression  of  face  would  not  justify  operation, 
and  yet  in  this  case  an  earlier  operation  might  have  saved  life. 

Bacilli,  Acid-loving,  in  Nurslings'  Stools.— Finkelstein ' 
has  found  that  on  acid  media  it  is  possible  to  cultivate  a  pecu- 
liarly branched  and  thread-forming  micro-organism  from  the 
stools  of  healthy  breast-  and  bottle-fed  infants,  and  this  bacte- 
rium is  probably  identical  with  Moro's  bacillus  acidophilus. 
Other  bacteria  are  found,  though  they  are  not  constant,  and 
thus  the  number  of  acid-loving  bacilli  in  the  healthy  intestine 
are  at  least  two,  if  not  three  or  four,  in  number.  In  some  path- 
ological states  the  number  of  acid  bacteria  increase  so  much 
that  they  are  present  almost  in  pure  culture.  Sometimes  these 
are  identical  with  the  organisms  present  in  the  healthy  intes- 
tines, sometimes  they  show  some  cultural  differences  suffi- 
cientlj^  pronounced  to  justify  their  separation  into  other  species. 
In  form  the  bacteria  are  either  threads,  often  breaking  up  into 
forms  like  streptococci,  or  slender,  curved  rods  growing  into 
short  threads  only.  The  diseases  from  which  the  last-named 
forms  have  been  isolated  are  characterized  by  infectiousness, 
severe  nervous  symptoms,  and  resistance  to  dietary  therapy. 
It  is  not  as  yet  possible  to  decide  whether  the  increase  of  the 
acid  bacilli  are  an  etiological  or  a  symptomatological  factor  in 
the  disease.  With  the  ordinary  laboratory  animals  it  has  not 
been  possible  to  prove  these  organisms  pathogenic.  Young  goats 
were  found  to  be  suitable  for  experiments  with  these  bacteria. 
"While  feeding  with  healthy  stools  causes  only  a  passing  illness, 
feeding  with  stools  from  very  sick  children  and  with  pure  cul- 
tures in  milk  causes  death  of  the  animal  in  three  weeks  with 
symptoms  of  extreme  emaciation  and  subnormal  temperature. 

Cardiac  Murmurs,  the  Question  of  Functional. — Swar- 
sensky  ^  observed  a  17-month-old  child  with  congenital  syphi- 
lis, marked   atrophy,  enlarged  liver  and  spleen,   pneumonia. 
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and  apparent  congenital  heart  disease,  indicated  by  a  soft, 
systolic  apex  mannar,  heard  over  the  pulmonary  artery,  but 
not  over  the  aorta  nor  at  the  back.  Two  days  before  death 
the  murmur  could  not  be  heard.  At  the  autopsy  the  heart 
valves  were  found  to  be  normal;  the  muscle  was  anemic  and 
the  right  ventricle  slightly  dilated;  there  was  no  congenital 
lesion,  and  the  murmur  must  have  been  a  functional  one.  The 
dilatation  of  the  right  ventricle  was  so  slight  that  the  tricus- 
pid valves  were  perfectly  sufficient.  There  was  a  very  small 
oblique  opening  of  the  foramen  ovale,  but  this  was  not  sufficient 
to  cause  any  murmur. 

Chorea. — John  Lindsay  Steven*  presents  an  analytical 
study  of  11"2  consecutive  cases  of  chorea  minor  seen  by  him  in 
dispensar}'  and  hospital  practice  in  Glasgow.  He  divides  the 
cases  into  those  observed  in  the  out-patient  room  and  those  ob- 
served in  the  wards. 

In  the  Out-patiext  Department  there  were  87.  As  to  sex, 
23  were  males  and  G4  females.  Age. — The  greatest  number  oc- 
curred between  5  and  15.  Number  of  attacks. — In  31  per  cent 
of  the  cases  more  than  one  attack  was  recorded.  Duration  of 
attacks. — More  than  half  of  the  cases  lasted  under  two 
months,  and  15  of  them  under  three  months.  The  cause  of 
attack. — Apart  from  rheumatism,  the  author  has  endeavored 
to  ascertain  the  emotional  factors  in  St.  Vitus'  dance.  In  only 
30  out  of  the  87  cases  could  definite  statements  be  obtained. 
In  at  least  26  the  exciting  cause  was  emotional;  fright,  14 
cases;  overwork,  2;  mental  excitement  or  distress,  3;  grief,  1; 
worry  over  school  examinations,  3;  punishment  at  school,  2; 
scolding,  1.  Family  history. — In  only  56  cases  was  informa- 
tion obtained.  In  30  of  these  family  history  negative.  In  18 
rheumatism  had  attacked  other  members  of  the  family;  in  11 
chorea  had  occurred ;  in  5  some  other  form  of  nervous  affection. 
Association  ivith  rheumatism  and  other  morbid  states. — No 
history  of  rheumatism  in  55  out  of  81  cases.  The  author  believes 
the  relationship  much  closer  than  these  figures  indicate.  In  9 
cases  there  were  bronchitis,  diseased  bone,  convulsions,  adeni- 
tis, idiocy,  headaches,  or  psoriasis.  Condition  of  the  heart. — 
In  39  per  cent  of  the  cases  examined  the  cardiac  condition  was 
abnormal.  Condition  of  the  urine. — In  chorea  there  is  on 
the  whole  little  tendency  to  derangement  of  the  renal  function. 
Distribution  and  severity  of  the  movements. — The  tables 
show  that  cases  of  moderate  severity  predominated,  and  this  is 
probably  the  usual  rule.  Time  under  observation. — Thirty- 
one  cases  were  seen  only  once;  56  made  several  visits,  many  of 
them  having  been  under  treatment  for  a  month  or  more. 

Cases  observed  in  the  Wards.  Sex. — One  male  to  every  4 
females.  Age. — As  in  the  former  table,  the  greatest  number  of 
casesoccur  between  the  ages  of  5  and  15.  Number  of  attacks. — 
In  56  per  cent  of  the  cases  more  than  one  attack  of  the  disease 
had  occurred.  Duration  of  attacks. — A  considerably  larger 
number  of  the  ward  cases  lasted  more  than  two  months,  as  com- 
pared with  those  seen  in  the  dispensary,  which  probably  means 
54 
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that  the  cases  admitted  to  hospital  were  on  the  whole  more 
severe.  Causes  of  attack. — No  cause  could  be  assigned  in 
1(3  cases;  fright,  7;  punishment  at  school,  1  ;  pregnancy,  1. 
Emotional  causes  are  shown  b}-  both  series  of  cases  to  be  less 
frequent  than  one  would  expect  in  chorea.  Family  liistory. — 
In  about  50  per  cent  of  the  cases  a  distinct  tendency  to  rheu- 
matism in  the  family  can  be  made  out  in  chorea.  Associa- 
tion with  rheumatism  and  other  morbid  states. — About  50 
per  cent  had  a  definite  rheumatic  history  ;  bronchitis,  1  case  ; 
albuminuric,  1;  scarlet  fever,  3.  Condition  of  the  heart. — In 
60  per  cent  of  the  cases  there  was  unmistakable  valvular  affec- 
tion of  the  heart.  Condition  of  the  urine. — Normal  in  20 
cases,  abnormal  in  1.  Distribution  and  severity  of  the 
movements. — As  compared  with  the  dispensary  series,  the 
cases  admitted  into  the  wards  are  altogether  of  a  more  severe 
type.  Time  under  observation. — One  month  and  under, 
9  cases;  two  months  and  under,  11;  three,  3;  four,  2.  The 
author  leaves  the  question  of  treatment  for  a  future  article. 

Dermoid  Cyst  of  the  Ovary  in  a  Child  of  Seven  Years. — 
James  Herbert  McKee '  reports  the  case  of  a  child  seen  in  Sep- 
tember, 1898.  Her  previous  history,  barring  an  attack  of 
furunculosis,  was  devoid  of  interest.  The  history  of  the  pres- 
ent trouble  dated  back  a  year,  the  patient  having  during  that 
time  suffered  three  or  four  times  with  severe  paroxysmal  pain 
referred  to  the  right  half  of  the  abdomen.  Upon  inspection  the 
abdomen  was  seen  to  be  asymmetrically  enlarged,  the  protru- 
sion being  bean-shaped  in  outline.  By  exclusion  a  diagnosis 
of  probable  sarcoma  of  the  left  kidney  was  made,  supported  by 
these  positive  points:  1.  The  history  of  rapid  enlargement  of 
the  abdomen.  2.  The  shape  and  position  of  the  tumor  and  its 
smooth,  firm  outline.  3.  The  fact  that  the  tumor  could  be 
raised  from  the  left  renal  region,  and  that  in  the  knee-chest 
position  the  normal  kidney  dulness  apparently  disappeared. 
•4.  Supporting  the  other  evidence  was  the  fact  that  renal  sar- 
coma is  the  most  common  of  large  tumors  found  in  the 
abdomen  of  the  child.  Operation  was  performed  and  a  large 
cystic  tumor  of  the  ovarj^  was  found,  consisting  of  two  major 
compartments  or  sub-cysts  united  by  an  isthmus  of  apparently 
solid  material.  Fibrous  trabeculse  traversed  the  cavities  at 
various  points.  Each  compartment  contained  smaller  cysts; 
hair  was  found  in  abundance  in  the  larger  cysts,  in  one  place 
being  two  inches  long.  Under  microscopic  examination  the 
specimen  was  found  to  contain  skin,  hair  follicles  and  hair, 
sebaceous  glands,  fat,  elastic  tissue,  muscle  fibres,  blood  vessels, 
cartilage  and  bone.  Dermoid  cysts  of  the  ovary  are  rare  in 
childhood,  and  medical  literature  contains  but  few  references 
to  them.  Kelly,  however,  in  the  supplement  to  Keating's 
"  Cyclopedia,"  mentions  47  cases;  5  more  reported  cases,  in- 
cluding the  one  described  in  this  article,  bring  the  number  of 
known  cases  up  to  52.  In  one  case,  not  reported,  an  almost 
perfect  skull  was  removed  from  a  dermoid  cyst  in  a  child  of  7 
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years.     In  conclusion,  the  author  lays  stress  on  the  following 
points  : 

1.  In  attempting  to  make  a  diagnosis  of  an  abdominal  tumor 
in  a  female  infant  or  child,  one  should  bear  in  mind  that 
ovarian  tumors  must  be  considered  as  possibilities.  2.  As  aids 
to  diagnosis,  rectal  examination  under  anesthesia,  as  recom- 
mended by  Carpenter  or  Kelly,  should  be  performed  as  a 
routine  measure;  and  whenever  possible  the  services  of  the 
X-ray  should  be  enlisted.  3.  An  exploratory  incision  is  not 
only  a  justifiable  procedure,  but  it  is  to  be  advised  whenever  a 
large  tumor  of  the  abdomen  is  found  in  a  child.  4.  The  cyst 
removed  in  the  case  under  discussion  is  interesting  histologi- 
cally, and  the  finds  represent  additional  evidence  in  support  of 
Wilm's  theory  (quoted  in  the  ' '  American  Year  Book  of  Medi- 
cine and  Surgery,"'  Gould,  1887,  page  705). 

Direct  Examination  of  the  Larynx  in  Children. — Max 
Thorner  ^  states  that  the  difficulties  encountered  in  examining 
the  larynx  in  children  may  be  divided  into  two  classes:  First;, 
those  which  are  due  to  subjective  causes,  as  it  were,  on  account 
of  the  age  of  the  patient.  Second,  those  that  are  due  to  ana- 
tomical conditions  in  the  young  child  different  from  those  of 
the  adult.  In  the  first  place,  children  are  afraid  of  any  manip- 
ulation about  the  mouth  and  throat,  and  cannot  be  expected 
to  aid  in  the  procedure.  They  fight  against  the  introduction 
of  the  mirror,  will  not  intonate,  etc.,  and  during  these  maneu- 
vres  the  pharynx  and  entrance  of  the  larynx  are  more  or  less 
violently  contracted  and  the  lower  pharynx  is  filled  with  mucus 
and  saliva — all  obstacles  which  in  themselves  would  be  suffi- 
cient to  prevent  any  satisfactory  examination.  In  the  second 
place,  the  anatomic  conditions  in  young  children  are  very 
unfavorable  to  making  an  inspection  of  the  interior  of  the  lar- 
ynx in  the  usual  manner.  The  frenulum  of  the  tongue  is  often 
so  short  that  it  is  almost  impossible  to  get  hold  of  the  tongue. 
The  height  of  the  mouth  is  comparatively  small,  and  the 
uvula  depends  deeply  into  the  lower  pharynx.  The  larynx 
itself  differs  from  that  of  a  later  age  in  many  respects:  the 
epiglottis  is  curved  on  the  flat  and  forms  a  narrow  longitudinal 
groove;  the  hyoid  bone  lies  during  the  first  few  years  overlap- 
ping the  margin  of  the  thyroid  cartilage  and  entirely  covers 
its  highest  point  anteriorly.  By  this  arrangement  the  base  of 
the  tongue  depresses  directly  the  epiglottis,  which,  having  its 
lateral  margins  curved,  decreases  the  entrance  to  the  larynx 
considerably.  This  narrowing  is  enhanced  through  the  undue 
projection  of  the  cornicula  and  cuneiform  cartilages  and  the 
narrow  and  short  aryepiglottic  folds.  Moreover,  the  axis  of 
the  larynx  is  tilted  slightly  backward  toward  the  vertebral 
column  on  a  level  with  the  cricoid  cartilage.  In  view  of  all 
these  obstacles  to  laryngoscopic  examination,  it  is  no  wonder 
that  Kirstein's  method  of  direct  examination  of  the  larynx,  or 
examination  without  a  mirror,  was  welcomed  as  rendering  the 
examination  of  the  larynx  in  children  feasible.     Its  underlying 
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principle  rests  upon  the  possibility  of  bringing  the  imaginary- 
axis  of  the  laryugo-tracheal  tube  and  of  the  buccal  cavitj^, 
which  are  joined  at  an  obtuse  angle,  into  a  straight  line.  This 
is  effected  by  placing  a  specially  constructed  tongue  spatula 
well  back  upon  the  tongue,  so  that  its  distal  end  rests  upon  the 
base  of  the  tongue  and  the  notched  tip  receives  the  median 
glosso-epiglottic  ligament,  and  then  by  pushing  the  tongue, 
through  firm  forward  and  downward  pressure,  out  of  the  way. 
In  doing  this  the  epiglottis  is  elevated  through  the  pressure 
upon  the  median  glosso-epiglottic  ligament,  and  thus  it  is  pos- 
sible to  get  a  direct  view  of  the  lar3'nx,  well  illuminated  by  a 
reflector  or  any  of  the  electric  forehead  lamps,  during  which 
manipulation  the  head  of  the  patient  should  preferablj^  be 
slightly  stretched  forward,  while  the  examiner  stands  in  front 
of  the  patient,  so  that  he  looks  from  above  downward  into  the 
bucco-laryngeal  cavity.  The  author  finds  that  by  this  method 
of  Kirstein  one  obtains  an  excellent  view  of  the  lower 
pharynx,  of  the  epiglottis  and  part  of  the  vestibule,  in  many 
cases  of  the  arytenoid  cartilages  also.  To  see  the  ventricular 
bands  he  has  found  impossible,  and  only  in  extremely  rare 
cases  could  he  succeed  in  seeing  the  glottis.  Escat's  spat- 
ula has  been  used  in  some  cases,  giving  a  more  or  less  perfect 
view  of  the  vestibule  of  the  larynx,  but  rarely  of  the  glottis. 
These  methods,  although  imperfect,  he  says  are  a  step  forward 
and  a  distinct  advantage  over  our  former  helpless  inactiv- 
ity, when  in  most  cases  we  were  only  too  often  compelled  to 
base  our  diagnostic  and  therapeutic  actions  entirely  upon  the 
urgency  of  the  symptoms. 

Eczema,  Treatment  of,  in  Childhood. — Rille'  finds  that  a 
salve  of  salicylic-lanolin  (one-half  to  one  per  cent)  gives  excel- 
lent results  in  the  treatment  of  eczema  in  children.  As  a 
prophylactic  measure  it  were  best  to  omit  vaccination  in 
children  suffering  from  eczema,  especially  of  the  face,  as  dis- 
figuring marks,  resulting  from  general  vaccinia,  have  been 
noted  in  such  cases. 

Elimination  by  the  Urine  of  Sug^ars  introduced  by  the 
Digestive  Tract  or  Subcutaneously  in  Children. — As  a  re- 
sult of  many  experiments,  P.  Nobecourt  *  concludes  that  the 
intestinal  mucous  membrane  is  endowed  with  marked  diver- 
tive  power  toward  lactose.  This  property  would  appear  to 
be  more  marked  in  young  children  than  in  adults,  but  there 
are  exceptions.  The  same  property  exists  in  regard  to  saccha- 
rose. With  lactose  and  saccharose  no  glycosuria  has  been 
observed  in  normal  children.  In  childhood  there  appears  to 
be  more  marked  action  upon  glucose  than  in  the  adult. 

Empyema  of  the  Mastoid  Antrum  with  Necrosis  of  the 
Antrum  Wall. — Neubauer^  reports  the  case  of  a  2-year  old 
rachitic  boy  who  had  a  left  otitis  media  purulenta  dating 
from  the  fifth  month  of  his  life.  During  an  attack  of  measles 
and  broncho-pneumonia  the  ear  discharge  became  more  pro- 
fuse, then  much  diminished,  and  the  post-auricular  region 
began  to   swell.     The   upper  wall  of  the  external  auditory 
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meatus  bulged  into  the  lumen,  and  the  removal  of  a  polyp 
from  the  meatus  gave  exit  to  much  fetid  pus.  The  tympanic 
membrane  could  not  be  seen.  Operation  was  done  under  nar- 
cosis, when  it  was  found  that  the  upper  external  wall  of  the 
mastoid  antrum  had  been  entirely  destroyed  by  the  suppurative 
process,  making  a  wide  opening  between  the  mastoid  and 
tympanic  cavities.  On  the  day  following  the  operation  the 
child  was  free  from  fever. 

Hypertrophic  Pyloric  Stenosis  in  Infancy. — Eric  Pritch- 
ard  '"  gives  a  complete  list  of  all  the  published  cases  occurring 
in  infancy,  to  the  number  of  23,  appending  a  case  of  his  own. 
His  conclusions  are:  1.  That  the  hypertrophy  is  secondary  to 
over-action  of  the  sphincter,  and  the  stenosis  chiefly  due  to 
spasm.  2.  That  the  stenosis  as  measured  post  mortem  is  but 
an  accurate  gauge  of  its  organic  degree  during  life.  3.  That 
over-action  and  inco  ordinated  contractions  of  the  sphincter 
may  be  due  to  some  fault  in  the  nervous  mechanism.  4.  That 
injudicious  feeding,  either  quantitatively  or  qualitatively,  may 
be  a  contributory  factor  of  the  nervous  inco-ordination.  A 
postscript  to  the  article  states  that  several  other  cases  have  re- 
cently been  reported. 

Inaccuracies  of  Home  Modification  of  Cow's  Milk. — 
Charles  E.  Woodruff  "  writes  of  the  extreme  difficulty  of  modi- 
fying milk  accurately  at  home  in  accordance  with  modern 
formulae.  He  speaks  of  the  various  errors  that  are  liable  to 
occur.  In  the  case  of  healthy  infants  absolute  accuracy  in  the 
composition  of  the  milk  preparation  is  not  specially  necessary. 
Mother's  milk  varies  greatly,  according  to  food,  exercise,  men- 
tal state,  etc.,  and,  as  such  variation  has  been  going  on  for  un- 
told thou-ands  of  years,  it  must  be  normal  for  babies  to  tole- 
rate slight  changes  in  food.  When  the  digestion  is  feeble  or 
the  child  is  sick,  of  course  greater  accuracy  is  necessary. 
Careful  directions  may  be  given,  but  are  not  always  carefully 
carried  out.  Infants  also  vary  so  greatly  that  it  is  difficult  to 
estimate  beforehand  what  one  will  take.  Specialists  are  not 
at  all  agreed  as  to  the  exact  proportion  of  proteids,  fats,  and 
sugars  to  use,  and,  though  they  all  recommend  essentially  the 
same  things,  the  variations  are  great  enough  to  show  us  that 
extreme  exactness  is  not  necessary.  To  summarize,  the  ave- 
rage of  the  recommendations  of  specialists  is:  1.  That  diluted 
cream  be  used,  beginning  with  about  13^  per  cent  of  fat  and 
gradually  reaching  pure  cow's  milk  in  fourteen  months.  2.  That 
the  dilution  of  this  cream  is  the  important  process  to  get  the 
proteids  low,  and  that  in  the  beginning  there  should  be  5i  parts 
of  diluent  to  one  of  cream,  the  proportion  of  water  rapidly 
diminishing  for  two  months,  and  more  gradually  thereafter. 
3.  The  ratio  of  the  proteids  desired  to  that  in  the  cream  (4)  is 
the  ratio  of  the  ounces  of  cream  to  the  total  ounces.  Thus,  if 
1^  per  cent  of  proteid  is  required,  we  must  have  1^  parts  of 
cream  to  4  of  the  daily  feeding,  or  13  ounces  of  cream  and  21 
of  water,  making  a  total  of  34.  4.  Beginning  with  three  level 
tablespoonfuls  of  milk  sugar  a  day,  this  is  rapidly  increased 
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until  the  third  month,  when  six  are  added,  and  beginning  in 
the  ninth  month  the  sugar  is  graduallj'  diminished  until  at 
fifteen  months  none  is  added. 

Intubation  and  Tracheotomy  in  Cases  of  Croup  Sec- 
ondary to  Measles. — M.  Netter  "  from  bis  hospital  experi- 
ence is  decidedh'  of  the  opinion  that  tracheotomy  gives  better 
results  than  intubation,  the  latter  almost  invariably  leading 
to  ulcerations  and  predisposing  to  broncho-pneumonia.  It  is 
not.  however,  to  be  altogether  abandoned,  but  may  often  be 
used  to  advantage  in  the  pre  eruptive  stage  of  measles,  at 
which  time  the  accidents  are  usually  spasmodic  and  do  not 
involve  the  mucous  membrane.  In  tardy  croup,  when  the 
measles  ma}'-  be  considered  as  quite  cured,  it  is  also  fre- 
quently valuable.  But  when  grave  laryngeal  accidents  occur 
after  the  appearance  and  during  the  first  two  weeks  necessitate 
intervention,  this  should  be  tracheotomy. 

Kering's  Sign  in  Infants. — Without  wishing  to  belittle 
the  value  of  Kering's  sign  in  meningitis  in  the  adult  and  in 
older  children,  Frederick  A.  Packard'"  calls  attention  to  the 
possible  error  that  might  arise  from  attaching  too  much  im- 
portance to  it  in  the  case  of  infants.  In  3  cases  of  meningitis 
seen  by  the  author,  the  patients  being  16  months,  4  months, 
and  IG  months  old  respectivel}^,  this  sigii  (the  impossibility  of 
complete  extension  of  the  leg  on  the  thigh  in  the  sitting 
posture  on  the  edge  of  the  bed)  was  absent,  but  after  death 
the  autopsy  proved  that  there  had  been  meningitis. 

Laryngeal  Papillomata  in  Children. — Maurice  Boulay  " 
draws  the  following  conclusions  from  his  study  of  cases  and 
from  the  literature  of  the  subject:  Extraction  through  the 
natural  passages  must  first  be  attempted.  Should  this  not  be 
possible,  one  of  two  conditions  will  be  present:  1.  The  child 
will  have  trouble  in  phonation,  but  no  respiratory  trouble. 
Try  expectant  treatment  for  a  while.  Keep  on  the  watch  for 
one  of  two  results — either  the  papillomata  will  disappear 
spontaneously,  or  the  child  will  become  old  enough  to  be  so 
reasonable  and  docile  that  the  growth  may  be  operated  upon 
through  the  natural  passages.  2.  The  child  will  have 
dyspnea.  Perform  tracheotomy,  leave  the  canula  in  place, 
and  watch  for  results,  (a)  The  papillomata  disappear:  re- 
move the  canula  as  soon  as  it  is  certain  that  no  trace  of  the 
neoplasm  remains.  If  a  tracheal  fistula  remains,  freshen  its 
edges  and  suture  the  soft  peritracheal  parts.  It  is  not  neces- 
sary to  include  the  tracheal  walls  in  the  suture.  (&)  The 
papillomata  remain  stationary  or  increase  in  size.  Again 
attempt  removal  by  the  natural  passages,  which  may  be 
easier  after  tracheotomy.  Should  this  be  unsuccessful,  if  the 
child  is  more  than  12  years  old,  wait  again,  for  it  may  soon 
be  possible  to  remove  the  growth  through  the  larynx.  In 
younger  children  perform  a  thyrotomy;  the  operation  is  a 
simple  one. 

Malt  Coffee  (or  Malt  Infusion)  as  an  Infant  Food. — M. 
R,  Morden,'*  from  experience  in  his  own  practice,  holds  that: 
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1.  Malt  coffee  well  merits  a  high  standing  as  an  infant  food. 

2.  It  will  surely  succeed  in  many  cases  when  all  preparations 
of»milk.  pure  or  combined  with  digestives,  have  failed.  3.  All 
the  children  raised  on  it,  so  far  as  the  author  has  observed, 
have  grown  up  strong  and  with  a  good  digestion.  4.  It  will 
sometimes  succeed  best  as  a  pure,  strong  infusion,  and  in 
other  cases  will  do  better  when  diluted  10  or  15  per  cent  with 
milk.  0.  It  is  probably  better  to  give  it  from  a  bottle, 
warmed,  though  man}-  children  4  to  8  months  old  will  take  it 
tepid  or  fairly  cool  without  harm.  6.  Some  mothers  prepare 
it  two  or  three  times  a  day,  and  some  only  once  a  day. 
7.  Children  are  exceedingly  fond  of  it  where  it  agrees  well, 
and  have  lively  spirits  after  each  feeding.  8.  The  author  has 
always  given  the  milk  preparations  first  trial,  and  malt 
coffee  second  before  resorting  to  so-called  infant  foods.  9,  In 
a  few  cases  he  has  known  malt  coffee  not  to  agree  and  has 
gone  back  to  milk.  10.  In  a  far  greater  number  of  cases 
where  a  child  did  not  do  well  on  milk  it  soon  revived  and  grew 
strong  from  the  use  of  malt  coffee.  The  author  advises  pure, 
good,  sound  malt  obtained  from  a  reliable  brewer,  carefully 
roasted  and  put  in  fruit  cans.  Then  use  three  or  four  table- 
spoonfuls  to  each  pint  of  hot  water;  steep  twenty  to  thirty 
minutes.  The  nutrients  of  malt  infusion  consist  of  maltose, 
dextrin,  diastase,  and  other  albuminoids,  with  a  small  amount 
of  barley  salts.  Small  amounts  of  milk  and  sugar  may  be 
added,  but  are  not  necessary. 

Meningitis  Suppurativa  due  to  the  Bacterium  Lactis 
Aerogenes. — Scheib '"  describes  the  first  case  of  meningitis 
caused  by  this  bacterium.  The  patient  was  a  twin  girl,  8 
days  old,  whose  death  was  ascribed  to  debility.  The  autopsy 
showed  a  general  cerebral,  purulent  leptomeningitis,  with 
pus  in  both  tympanic  cavities.  The  nasal  mucous  membrane 
was  normal;  there  was  some  congenital  atelectasis.  Cover- 
glass  preparations  showed  the  same  bacilli  present  in  the 
meningeal  pus,  the  nose,  and  both  ears.  Cultures  from  the 
meningeal  pus  were  identified  as  those  of  Escherich's  bacteri- 
um lactis  aerogenes,  and  white  mice,  guinea-pigs,  and  rabbits 
were  killed  by  inoculations  with  the  cultures.  The  meningitis 
was  undoubtedly  secondary  to  the  suppurative  otitis  media. 

Myocarditis  in  Infancy  and  Childhood. — According  to 
Henry  Koplik,'*  not  enough  has  been  said  in  literature  in  re- 
gard to  this  affection;  from  the  standpoint  of  daily  practice 
it  would  not  be  over-statement  to  say  that  myocarditis,  if  not 
the  most  trying,  is  one  of  the  most  important  conditions  met 
at  the  bedside  of  the  sick  infant  and  child.  It  is  sometimes  the 
only  thing  that  stands  in  the  way  of  the  recovery  of  the  pa- 
tient. In  the  acute  infectious  diseases  it  is  an  entity,  distinct, 
always  threatening,  and  sometimes  fatal.  The  myocardium 
is  peculiarly  susceptible  to  the  action  of  any  toxin,  whether 
it  is  that  of  abrin  or  that  of  the  diphtheria  bacillus.  The 
fever  plays  but  a  subordinate  role.  This  latter  fact  must  im- 
press itself  on  the  mind  of  the  physician,  for  some  of  the  most 
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toxic  and  fatal  diphtherias  or  pneumonias  run  their  course 
with  a  low  fever  demanding-  no  therapeutic  measure  of  itself. 
The  symptoms,  so  far  as  the  heart  is  concerned,  are  not  due  to 
changes  in  the  nerves  or  ganglia  primarily,  but  to  lesions  of 
the  muscle  cell  itself.  From  a  stud  5^  of  the  literature  we  are 
impressed  by  the  fact  of  the  universal  presence  of  heart 
changes  at  autopsy.  This  forces  us  to  the  conclusion,  impor- 
tant to  the  physician,  that  myocarditis  is  more  frequent  than 
supposed,  and  is  not  onl}^  a  great  factor  in  the  semiology  of 
the  infectious  diseases,  but  is  not  always  fatal.  In  other  words, 
a  heart  maj'  have  been  the  seat  of  myocardiac  changes  and 
still  in  the  end  be  restored  to  the  normal.  There  may  be  con- 
clusive experiments  in  the  future  which  will  justily  the  belief 
of  Zenker.  Waldeyer,  and  Hayem  that  the  diseased  muscle 
fibre  of  the  heart  is  capable  of  regeneration  in  the  same  man- 
ner as  the  injured  nerve  fibre,  otherwise  we  would  have  the 
vast  number  of  adult  hearts  the  seat  of  disease  as  a  result  of 
the  repeated  toxemias  of  infancy  and  childhood.  One  of  the 
most  striking  effects  of  the  serum  therapy  in  diphtheria  has 
been  the  uniform  assertion,  of  those  whose  observations  are 
worthy  of  consideration,  of  the  supporting  action  of  the  injec- 
tions. A  child  is  found  sitting  up  and  playing  in  bed  the  second 
day  after  the  injection,  while  the  throat  is  still  covered  with 
membrane — which  means  that  the  toxic  action  of  the  disease 
has  been  arrested  not  only  on  the  various  organs,  but  on  the 
muscle  fibre  of  the  heart.  Prolonged  malarial  poisoning  may 
compromise  the  heart  muscle;  the  pneumonias  of  infancy  and 
childhood  furnish  their  quota  of  disturbances  of  heart  action; 
pertussis  causes  weak  and  insufficient  heart  action.  The  prog- 
nosis of  rheumatic  cardiac  affection  is  much  more  favorable 
in  infants  and  children  than  in  adults.  The  most  trying  cases 
of  heart  weakness  with  degeneration  of  muscle  fibre  are  those 
of  adherent  pericardium.  The  degenerative  changes  in  the 
muscle  fibre  of  the  heart  are  more  serious  than  in  any  other 
form  of  rheumatic  heart  disease.  The  diagnosis  of  myocar- 
ditis during  life  is  not  always  possible,  but  there  are  many 
cases  in  which  certain  symptoms  of  cardiac  weakness  should 
put  us  on  our  guard.  If,  in  the  course  of  an  infectious  disease, 
we  have  attacks  of  faintness,  pallor,  vomiting,  disturbed  and 
very  irregular  heart  action,  a  persistent  distortion  of  the  respi- 
ration and  pulse  ratio  as  in  adherent  pericardium,  it  is  certain- 
ly significant,  especially  if  these  attacks  have  a  tendency  to 
recur.  If  examination  of  the  heart  shows  extreme  weakness 
of  the  apex  beat,  weakness  of  the  first  sound  or  disappearance 
of  its  muscular  quality,  greater  intensity  of  the  second  sound 
at  tbe  apex,  with  intensification  of  the  second  sound  at  the 
pulmonic  orifice,  we  certainly  in  these  have  danger  signals  of 
greatest  moment.  If  in  addition,  as  in  pertussis,  we  have 
other  signs  of  cardiac  insufficiency,  such  as  a  slight  systolic 
blow  at  the  apex,  edema  of  the  face  and  extremities,  pallor 
and  cyanosis,  disinclination  to  exertion,  constant  drowsiness, 
it  would  be  certainly  narrow,  in  view  of  our  pathological  and 
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experimental  knowledge,  not  to  entertain  the  possible  exist- 
ence of  serious  degenerative  changes  in  the  heart  muscle. 
Therapeutic  measures  must  not  only  reduce  temperature,  but 
in  reducing  temperature  they  must  not  compromise  the  utility 
of  the  heart.  We  must  foster  the  modern  tendency  of  treat- 
ment, which  is  to  support  the  strength  of  the  patient.  Even  in 
a  degenerated  heart  there  is  healthy  tissue  on  which  our  drugs 
and  methods  are  supposed  to  act.  We  must  not  exhaust  these 
healthy  foci  by  overwhelming  them  with  harsh  measures  or 
large  doses  of  powerful  drugs.  The  areas  of  degeneration 
must  be  healed,  and  in  time  there  may  be  regeneration  of  new 
tissue.  The  hope  of  these  cases  lies  in  well-sustained  nutrition, 
carefully  and  persistently  regulated. 

Nevus  and  Similar  Congenital  Neoplasms,  Treatment  of. 
— Hollander"  finds  that  the  best  method  of  treating  inoperable 
cases  is  by  means  of  "air  cauterization,"  that  is,  the  passage 
of  a  current  of  hot  air  over  the  nevus,  and  its  application  until 
incision  proves  the  blood  spaces  to  be  empty  and  the  part  to  be 
mummified.  The  advantages  of  this  method  over  the  oldther- 
mo  puncture,  etc.,  are:  that  one  application  is  usually  suffi- 
cient; that  the  operation  is  bloodless,  and  even  the  blood  in 
the  tumor  is  preserved  to  the  body;  that  the  cicatrix  is  hardly 
noticeable  in  mild  cases;  and  that  it  is  applicable  to  all  parts  of 
the  body,  even  to  the  cavities.  Contraindications  are:  an  ex- 
clusively subcutaneous  position  of  the  nevus,  total  capillary 
substitution  extending  to  the  mucosa,  and  cases  where  extir- 
pation would  give  quicker  results.  Photographs  of  the  sever- 
est case  of  angiocavernoma  treated  by  the  author  within  the 
last  ten  years,  showing  the  condition  before  and  after  opera- 
tion, are  given. 

Optic  Neuritis  in  Children. — Leslie  Buchanan  '*  has  seen  a 
number  of  cases  in  which  children  showing  no  evidence  of 
present  bad  health  suffer  from  atrophy  of  the  optic  nerves;  or, 
again,  in  which  children  with  but  slight  signs  of  disease  have 
moderately  acute  optic  neuritis.  All  such  cases  show  more  or 
less  marked  enlargement  of  the  cervical  glands.  He  is  of  the 
opinion  that  unless  another  distinct  cause  can  be  found,  if 
either  atrophy  or  inflammation  of  both  optic  nerves  be  seen  in 
a  child  or  young  person,  the  presence  in  the  neck  of  enlarged 
glands,  even  of  very  moderate  size,  is  an  indication  that  there 
may  have  been,  or  may  be,  a  meningitis  or  a  tubercular  growth 
in  the  brain. 

Pertussis.— W.  R.  Norton  '"  writes  of  the  treatment  of  this 
affection  without  drugs,  describing  two  methods  which  are  not 
in  general  use:  (1)  the  administration  of  carbonic  acid  gas  by 
rectum,  and  (2)  the  use  of  the  O'Dwyer  laryngeal  tube.  The 
first  was  given  to  150  children.  Of  the  total  number,  143  were 
apparently  decidedlj^  benefited.  The  vomiting  ceased,  even  in 
the  severe  cases,  by  the  second  or  third  day.  The  number  of 
paroxysms  was  reduced  and  the  severity  diminished.  The  7 
remaining  cases  were  not  helped.  The  method  of  administer- 
ing the  gas  is  to  have  a  wide-mouthed  jar  supplied  with  a  per- 


858  BRIEF   OF   CURRENT   LITERATURE. 

f orated  cork,  through  which  is  a  glass  tube  extending  half-way 
to  the  bottom.  To  the  outer  end  of  the  glass  tube  is  attached 
about  three  feet  of  flexible  rubber  tubing  which  has  at  the  end 
a  detachable  hard-rubber  nozzle  suitable  for  rectal  injections. 
The  bottle  is  filled  about  one-third  with  water;  six  drachms  of 
bicarbonate  of  soda  are  dissolved  in  this,  and  there  is  then 
added  half  an  ounce  of  crj'stals  of  tartaric  acid.  As  the  latter 
dissolves  slowly  the  gas  is  liberated  at  the  proper  rate  for  ad- 
ministration. The  rectal  tube  is  inserted  and  the  administra- 
tion of  the  gas  continued  as  long  as  desired.  Twenty  more 
cases  were  treated  by  another  physician  with  prepared  gas 
supplied  in  tanks,  but  the  results  were  negative. 

Dr.  O'Dwyer  himself  suggested  the  use  of  the  laryngeal  tube 
in  grave  cases  of  whooping  cough  accompanied  by  frequent 
and  severe  vomiting,  with  consequent  loss  of  flesh  and 
strength.  A  hard-rubber  tube  must  be  used,  the  chief  cause 
of  the  so-called  "  retained  tube  "  with  the  metal  tube  being  the 
injury  done  the  mucous  membrane  of  the  lar5'nx  by  the 
spicules  of  calcareous  matter  deposited  on  the  tube  giving  rise 
to  excoriations  and  ulcerations  which  led  to  either  cicatricial 
contraction  or  exuberant  granulations.  The  hard-iubber  tubes 
keep  perfectly  clean,  and  this  element  in  the  causation  of  re- 
tained tubes  is  done  away  with.  O'Dwyer  says:  "  Spasm  of 
the  glottis  is  the  sole  cause  of  the  acute  suffering  in  uncompli- 
cated whooping  cough,  and  could  this  element  be  removed  the 
disease  would  be  reduced  to  the  level  of  an  ordinary  bronchial 
catarrh.  In  intubation  we  have  a  means  of  absolutely  re- 
lieving the  spasm  of  the  glottis,"  The  author  has  seen  three 
cases  of  pertussis  treated  in  this  way.  There  would  appear  all 
the  signs  of  a  beginning  paroxysm,  excitement,  and  the  desire 
to  hold  on  to  something  for  support;  then  followed  a  spasmodic 
cough  of  the  usual  length,  as  far  as  expiration  was  concerned, 
sometimes  even  causing  cyanosis;  but  when  the  respiratory 
effort  was  made  there  could  be  no  glottic  spasm,  the  air  en- 
tered the  lungs  freely  through  the  tube,  and  the  paroxysm  ter- 
minated abruptly  without  the  least  distress  or  vomiting.  After 
the  removal  of  the  tube  the  disease  went  on  as  before  its  use. 

Charles  Gilmore  Kerley '"  writes  of  drug  values  as  observed 
in  the  management  of  752  cases  of  whooping  cough.  The 
conclusions  reached  are:  1.  That  everj^  case  of  whooping  cough 
may  be  ameliorated  either  by  modifying  the  severity  or  by 
diminishing  the  number  of  paroxysms.  In  many  cases  both 
the  severity  and  number  of  paroxysms  may  be  favorably  influ- 
enced. 2.  That  remedies  sedative  in  character,  with  fresh  air, 
furnish  the  best  results.  3.  That  if  a  remedy  is  to  be  of  ser- 
vice its  beneficial  effects  will  be  noticed  within  twenty-four 
hours,  always  within  forty-eight.  4,  That  the  best  results  are 
obtained  when  the  antipyrin  and  bromide  are  commenced  at 
the  height  of  the  paroxysmal  stage  and  then  pushed.  5.  That 
these  remedies  being  sedative  in  character,  the  effect  may  be 
lost  in  a  prolonged  case,  requiring  a  change  of  treatment. 
6.  That  children  may  have  whooping  cough  and  never  whoop. 
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The  author  found  that  the  combination  of  antipyrin  and  bro- 
mides gave  the  best  results  of  any  drugs  used.  They  are  used 
in  the  form  of  a  compressed  tablet.  For  a  child  8  months  old 
one-half  grain  antipyrin  with  two  grains  bromide  of  soda  is 
given  at  two-hour  intervals  :  for  a  child  of  15  months  one 
grain  antipyrin  and  two  and  a  half  grains  bromide  of  soda  at 
two-hour  intervals;  2i  to  4  years,  two  grains  antipyrin  and 
three  grains  bromide  of  soda  at  two-hour  intervals.  The  au- 
thor considers  it  surprising  how  little  fresh  air  is  appreciated 
as  a  means  of  relief  in  whooping  cough.  Children  cough 
much  less  out  of  doors  than  in  an  overheated  and  badly  ven- 
tilated house.  The  increase  of  coughing  at  night  may  often 
be  explained  by  the  absence  of  proper  ventilation  in  the  sleep- 
ing apartment. 

An  editorial '"  states  that  a  micro  organism  has  been  found 
in  the  sputum  of  patients  suffering  with  pertussis.  It  is  not 
certain  that  this  is  the  micro-organism  against  which  all  treat- 
ment should  be  directed,  as  some  of  the  severe  symptoms  in 
this  disease — catarrh  of  the  air  passages  and  disturbances  of 
circulation — are  not  influenced  by  bactericides.  It  is,  however, 
because  of  the  association  of  the  paroxysmal  cough  with  other 
symptoms  that  many  plans  of  treatment  find  favor.  A  drug 
that  would  destroy  the  coccus  would  be  the  ideal  one,  but  it 
may  be  questioned  whether  such  a  drug  would  relieve  the 
mucous  membrane  of  its  catarrh  and  the  lungs  of  all  the  dan- 
gers of  inflammation .  Antipyrin  diminishes  the  intensity  of 
the  paroxysms  and  lessens  the  frequency  of  severe  attacks;  its 
sedative  action  is  increased  by  the  addition  of  codein  or 
heroin.  The  action  of  bromoform  is  not  very  satisfactory. 
Bromides  and  chloral  are  drugs  that  deserve  more  extended 
use.  Belladonna  is  a  valuable  agent.  All  of  these  drugs  are 
symptomatic.  Hygiene,  environment,  nutrition,  and  other 
factors  that  enter  so  largely  into  the  well-being  of  a  growing 
child  should  receive  careful  attention,  for  without  this  care  a 
drug,  no  matter  how  serviceable,  will  often  fail  to  relieve  a 
patient  with  whooping  cough. 

Pertussis,  Contribution  to  the  Cerebral  Affections  of. — 
Hockenjos'  collected  41  cases  of  cerebral  hemorrhage  occur- 
ring in  the  course  of  an  attack  of  pertussis,  and  adds  another 
observed  by  him  in  a  3-year-old  boy  who  had  lumbar  spondy- 
litis. After  a  paroxysm  of  coughing  there  was  a  sudden  attack 
of  dyspnea,  followed  by  loss  of  consciousness  and  complete 
left-sided  hemiparesis.  Clonic  twitchings  began  in  the  par- 
alyzed side  and  lasted  about  two  hours,  when  death  occurred. 
The  autopsy  showed  two  small,  fresh  hemorrhages  on  the 
floor  of  the  fourth  ventricle  to  the  right  of  the  median  line. 
Of  the  42  hemorrhage  cases,  6  were  meningeal,  2  cortical,  7  in 
the  white  matter,  3  in  the  central  ganglia,  and  24  undeter- 
mined. Only  11  had  autopsies  performed.  There  were  a  few 
more  under  5  years  old  than  over.  While  any  part  of  the 
central  nervous  sj^stem  may  become  diseased  in  the  course  of 
pertussis,  paralyses  are,  on  the  whole,  rare.      There  is  no 
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proof  that  these  paralyses  are  due  to  the  action  of  toxins  or 
carbonic  acid  intoxication,  while  circulatory  disturbances,  es- 
pecially hemorrhages,  play  a  large  part  in  their  etiology.  The 
production  of  such  hemorrhages  is  especially  dependent  upon 
the  number  and  severity  of  the  cough  paroxysms  and  the  gen- 
eral condition  of  the  child.  Psychoses  (hysteria,  melancholia, 
hallucinations,  etc.)  also  occur  in  pertussis  patients. 

Spastic  Paralysis  of  Infancy. — A.  Codivilla'' says  that  this 
disease  is  at  the  present  time  considered  to  be  almost  entirely 
within  the  domain  of  orthopedic  surgery.  It  is  well  known 
how  physical  therapy  in  spastic  paralysis  of  the  lower  limbs, 
for  instance,  can  to  a  great  extent  diminish  the  reflex  excita- 
bility of  the  affected  muscles,  strengthen  weak  muscles, 
lengthen  retracted  ones,  educate  the  centres,  as  it  were,  to  the 
production  of  better  co-ordinated  movements,  while  surgery 
further  carries  on  the  cure  by  means  of  tenotomy,  tenectomy, 
myotomy,  etc.  In  addition  to  these  valuable  methods  of 
treatment,  the  author  desires  to  call  attention  to  the  value  of 
transplantation  and  plastic  operations  upon  tendons.  In  the 
majority  of  cases  of  infantile  spinal  paralysis  the  vicious  posi- 
tion and  the  deformity  are  caused  by  a  lack  of  equilibrium  in 
the  forces  which  move  the  articulation.  Some  muscles  are 
paralyzed  and  others  retain  their  power  to  a  certain  degree,  so 
that  with  every  voluntary  or  reflex  movement  some  muscles 
contract  and  their  antagonists  remain  inactive.  This  lack  of 
equilibrium  gives  rise  to  the  vicious  position  or  to  deformities 
from  contracture.  Tendino-muscular  transplantation  will  re- 
store a  proper  balance  of  strength,  especially  if  stretching  and 
shortening  of  the  tendons  be  added  to  secure  a  passive  equilib- 
rium in  the  normal  position.  This  process  is  used  with  suc- 
cess in  pedal  deformities  due  to  infantile  spinal  paralj^sis. 

Spina  Bifida  Lumbalis. — Krause  "  demonstrated  a  boy,  2 
years  old,  who  had  been  operated  upon  for  spina  bifida  shortly 
after  birth.  Soon  after  the  wound  had  healed  hydrocephalus 
began  to  develop  and  had  increased  to  an  enormous  size.  In 
addition  there  were  paraplegia  of  both  legs  and  bladder  and 
rectum  paralysis.  Hydrocephalus  following  obliteration  of 
the  sac  of  a  spina  bifida,  whether  by  means  of  operation  or 
iodine  injections,  is  not  rare;  Krause  thinks  that  the  injection 
of  Lugol's  solution  is  the  method  most  to  be  recommended. 
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ilW5cMf«»VACa 


ALWAYS  TAKE 


Illustration  shows  the  invariable,  perfect  vesic 
freedom  from  inflammation  where  Mulford's  Vaccine  i 
In  primary  cases,  lOO  per  cent.  of. successful  vacci 
guaranteed. 

Supplied  in  a  complete  outfit,  containing  scari/k 
for  expelling  lymph  from  capillary  tube  and  lo  t 
Qlycerinized  Vaccine,  $i.oo. 

H.  K.  MULFORD  CO. 


CHICAGC 
Supplied  by  reliable  < 


Si  C^\  J  A   "TUXTI  A  » 

Zestokausis  and  atmokausis  in  cynecoiogy. ...   ^--^ 
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